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Taeniasis and Cysticercosis

It is worthwhile to do a test-of-cure; collect a follow-up stool sample 2 months after treatment. Send the 
specimen to the PHL for coproantigen ELISA testing at CDC. Note that O & P exams are not sufficient 
to verify cure. If the 2 month follow-up stool sample is positive for coproantigens, work with the patient’s 
clinician to facilitate and verify repeat treatment.

Identify potentially exposed individualsD.	
Screen the tapeworm carrier, household members and close contacts for symptoms of neurocysticercosis. 
Symptoms consistent with neurocysticercosis include seizures, chronic or persistent headaches, cognitive 
changes, vision changes, and focal neurologic deficits. Recommend medical evaluation for neurocysticerco-
sis in any person with consistent symptoms. The person with symptoms is ultimately responsible for fol-
lowing through; however, they should at least be made aware of the possibility of tapeworm larvae growing 
in their brains.

Environmental evaluationE.	
Although not covered by current rules, we strongly recommend that commercial food handlers not return 
to work until they have been treated with niclosamide or praziquantel. Make sure that infected persons 
understand the importance of thorough handwashing. This isn’t Norwalk; tapeworm carriers can kill peo-
ple if they aren’t careful. As with all cases, arrange for a coproantigen test-of-cure 2 months after treatment.

Controlling Further Spread5.	

Identify and treat tapeworm carriers5.1	

As indicated in routine investigation instructions.

Patient/Household Education5.2	

Provide basic instruction to cases and close contacts about the parasite lifecycle; about hand washing after 
defecation, diaper changing and before food preparation; about the importance of proper food handling 
and adequate cooking for pork; in general, provide pointers about minimizing fecal consumption in daily 
life.

Update Log6.	

May 2008. New guideline written by Seth O’Neal, John Townes, and Bill Keene.
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2. TB Medications and Enhancing Adherence 
a. The DHS TB Program supplies the LHDs with medications specific for the treatment of 

active TB and LTBI. The medications are provided based on the availability of funds 
provided in the state General Funds budget. 
i. Exceptions include TB patients who are incarcerated, hospitalized, and those covered 

by Indian Health Services or Veterans Administration programs. However, if co-
payments or utilization of such programs interferes with compliance for treatment of 
active TB, the TB medications will be provided to the LHD for those cases to assure 
adequate treatment. 

ii. TB medications are not provided for the treatment of disease causing mycobacteria 
other than TB (e.g., M. avium, M. chelonei, M. xenopi, etc.) 

b. DOT Incentives and Enablers: The DHS TB Program provides funds, if awarded in the 
federal TB grant, to purchase or secure incentives or enablers for cases on DOT.  Forms to 
request Incentives funds are available from the DHS TB Program. (See Appendix B) 

3. Chest X-rays for Selected TB Patients 
The DHS TB Program provides a modest reimbursement to private health care providers for 
performing and reading TB-related chest x-rays on selected patients. Instructions and forms 
to authorize use of chest x-ray funds are available from the DHS TB Program. (See Appendix 
B) 

4. Funds for TB Case Management 
The DHS TB Program provides supplemental TB case management funds to LHD TB 
programs. These funds are not intended to be the sole funding for the LHD's TB control 
program. The funds are awarded by contract and are distributed proportionately based on 
the 5-year mean number of verified TB cases (per national case definition) in each county, 
and the available TB funds in the state General Funds budget. 

 
 
 

A. Etiological Agent 
Tuberculosis is caused by the bacteria Mycobacterium tuberculosis, which is usually reported 
by the laboratory as M. tuberculosis complex. The complex is a grouping of five closely related 
mycobacteria comprised of M. tuberculosis, M. bovis, M. microti, M. africanum, and M. canetti. 
M. bovis is sometimes identified as the causative agent of human disease and is treated 
essentially the same as M. tuberculosis. (See §5.C.3.a.) M. microti, M. canetti, and M. africanum 
are only very rarely identified in the United States. 
Many other species of mycobacteria live in a wide variety of environments including 
animals, soil and water. Most mycobacteria do not cause disease in humans; however, some 
can colonize, cause disease, or cause "TB-like" illness. These species may be referred to as 
"Mycobacteria other than TB" (MOTT), atypical mycobacteria or nontuberculous 
mycobacteria. Other than M. leprae, the causative agent of leprosy/Hansen's disease, 
nontuberculous mycobacteria are not reportable and do not require public health 
investigation. Cases initially diagnosed as suspected TB, but after evaluation are found to 
have disease caused by a mycobacteria other than M. tuberculosis complex, may be closed to 
public health services and referred back to the private health care provider for follow-up. 
However, patients can have mixed infection/disease of both M. tuberculosis and another 
mycobacteria concurrently. 

B. Natural History of Infection 
TB infection and disease is a two-phase process. Generally, prolonged repeated exposure to 
an infectious case is required for infection to occur. Most TB-infected persons control the 
infection (LTBI) and never progress to active disease. In the general population, only about 
10% of infected persons will progress to active TB disease. Of those that do progress, 50% do 
so within the first two years after becoming infected. Infants, young children and 

2.  THE DISEASE AND ITS EPIDEMIOLOGY 




