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ELIMINATING TUBERCULOSIS: LTBI SCREENING AND TREATMENT

D

isease from Mycobacterium tuberculosis (TB) was once the
leading cause of death in the
United States but has now faded from
the memory of many Americans. Nonetheless, people in the U.S, (including
Oregonians) still suffer and die from this
devastating disease (see the personal
stories of TB survivors: www.cdc.gov/
tb/topic/basics/personalstories.htm).
Moreover,TB has overtaken HIV/AIDS
as the leading infectious disease killer
in the world: an estimated 1.6 million
people died from TB in 2017. Multidrug
resistant TB (TB disease resistant to
isoniazid and rifampin) remains a global
public health crisis.1

OREGON DATA
In Oregon, 69 cases of TB disease
were diagnosed in 2017. The incidence
of TB declined from 2003–2011, but has
remained relatively stable since then
(Figure). Most cases of TB affected the
respiratory system, but TB can appear
in any location in the body. During 2017,
disease sites included the eyes, skin,
bones, meninges, GI tract, and lymphatic system. Given the global scope of TB,
it’s not surprising that 74% of Oregon TB
disease cases were among foreign born
people, including those from (in decreasing order) Asia, Latin America, Africa,
and the Pacific Islands.
Figure. Confirmed tuberculosis cases,
Oregon, 2003–2017
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LATENT TB INFECTION
The Centers for Disease Control and
Prevention (CDC) estimates 13 million
people in the U.S. have latent TB infection (LTBI) (N.B. LTBI is not reportable
in most states including Oregon). Without treatment, approximately one in ten
people with LTBI eventually develop
TB disease over their lifetime. Treating LTBI to prevent progression to TB
disease is essential to eliminate* TB in
the U.S… but…many countries do not
diagnose, let alone treat LTBI. What’s
more, predicting who will progress from
LTBI to TB disease remains a major
challenge (use The Online TST/IGRA
Interpreter from McGill University to get
the estimated TB risk for your patient:
www.tstin3d.com/en/calc.html).
DIAGNOSING LTBI
Luckily, LTBI diagnostic tests have
vastly improved over the past 5 years.
Research is underway that should lead
to further increases in specificity/sensitivity for LTBI diagnostic tests. Given
the possibility of false positives with
any of the current tests for LTBI, testing only those with risk factors for TB is
important. The CDC and United States
Preventive Services Task Force (USPSTF) recommend testing people born
in or who frequently travel to countries
where TB disease is common, and
people who live or have lived in large
group settings such as homeless shelters or correctional facilities. CDC additionally recommends TB testing for at
risk children, healthcare workers, contacts of people with TB disease†, and
* Surprisingly, TB elimination is not defined
as zero TB cases: the CDC defines domestic
TB elimination as ≤1 case of TB disease/
million.
† Although the lifetime risk of developing
TB disease is estimated at 10%, half of that
risk is within the first 2 years of infection.
Progression to disease is highest shortly
after infection which is why public health
focuses on contacts to TB cases.

people with certain medical conditions.
Although the TB skin test is still
a valid test for LTBI, the Oregon
Health Authority TB Program encourages the use of interferon
gamma release assays (IGRAs)
such as QuantiFERON-TB Gold
Plus (QFT-Plus®) and the TSPOT® TB test. These blood
tests tend to be more convenient
for the patient since only a single
office visit and blood draw is
needed. IGRAs are also likely to
be more specific than the TB skin
test because the antigens used in
the tests are relatively specific to
M. tuberculosis.2 QFT-Plus or TSPOT are particularly advisable for
people from countries where the
BCG vaccine is given (check out
The BCG World Atlas to find out if
your patient may have been vaccinated: www.bcgatlas.org/). Both
BCG vaccination and infection by
some nontuberculosis mycobacteria can cause false positive TB skin
test results. We highly recommend
retesting when any patient who
lacks TB risk factors tests positive
for TB. For example, if your patient
is a healthcare worker who tested
positive at baseline screening but
is a lifelong Oregonian without TB
risk factors, retesting is a good
idea.
A critical piece of diagnosing
LTBI is making certain the patient
does not have TB disease. Complete a chest x-ray and physical
examination prior to starting LTBI
treatment. Obtain baseline liver
enzyme tests for all patients with
hepatoxicity risk factors.

LTBI TREATMENT OPTIONS
Although some readers may be
fond of treating LTBI with 9 months
isoniazid (INH), we recommend
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971-673-0169. Patient education
materials in multiple languages and
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