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Latent Tuberculosis Infection: A Guide for Primary Health Care Providers

Latent tuberculosis infection (LTBI) is the presence of Mycobacterium tuberculosis in the body without signs and
symptoms or radiographic or bacteriologic evidence of tuberculosis (TB) disease. Approximately one-third of the
world’s population is infected with M. tuberculosis. In the United States, an estimated 9 to14 million people have
LTBI. Targeted testing is recommended to help find and treat persons with LTBI who are at the highest risk for
progressing to TB disease. TB testing is only recommended for high-risk groups, with the intent to treat if LTBI
is detected. Vermont has a very low incidence of TB, with a median of 6 cases reported each year. Unfocused
population-based testing is not cost effective or useful and leads to unnecessary treatment.

TB disease is reportable in Vermont; LTBI is not. The Vermont Department of Health TB Program provides
guidance on LTBI treatment, follow-up on contacts of people with pulmonary TB, medications to treat LTBI, and
limited financial support for required medical evaluations for those without alternative means to cover these
expenses. Public health case management, including directly observed therapy (DOT), is provided for those with
TB disease.

Persons at risk for infection with TB include those who have an increased likelihood of exposure to persons with
TB disease. This includes known contacts of a person with infectious TB disease and persons who have lived in
TB-endemic regions of the world. Risk is also higher in persons who live in parts of the U.S. in which TB is more
common and work or reside in facilities or institutions such as homeless shelters, correctional facilities, nursing
homes, and other congregate settings that house people who may be at increased risk for TB.

The following factors are associated with an increased risk of progression from LTBI to TB disease: infants and
young children under the age of five who have a positive TB test result, HIV infection, injection drug use,
radiographic evidence of prior healed TB, recent tuberculin skin test (TST) conversion, and low body weight
(10% below ideal). Medical conditions associated with progression to TB disease include diabetes mellitus,
silicosis, solid organ transplant, gastrectomy, jejunoileal bypass, head and neck cancers, conditions that require
prolonged use of corticosteroids or other immunosuppressive agents such as TNF-antagonists.

The Centers for Disease Control and Prevention (CDC) has recently published updated guidelines for the
identification and treatment of LTBI. The full Guide is available at the following website:
http://www.cdc.gov/tb/publications/L TBI/default.htm.

The Guide provides detailed information regarding the diagnosis of LTBI, including differentiating between
LTBI and TB disease, classification of TST reactions, and use of Interferon-Gamma Release Assays (IGRAS).
Here are some important points:

e The presence of TB disease must be excluded before treatment for LTBI is initiated because failure to do so
may result in inadequate treatment and development of drug resistance.

e TST must be measured and recorded in mm of induration, not reported as “negative”.

e BCG vaccine is currently used in many parts of the world where TB is common to protect infants and young
children from serious disease. History of BCG vaccine does not alter interpretation of the TST.

e A negative TST does not rule out TB in individuals who are severely immunocompromised, including those
with untreated HIV infection.

o Contacts of a person with infectious TB disease should be retested 8 to 10 weeks after last exposure when
initial TST or IGRA result is negative.

e Children under the age of 5 years and immunosuppressed persons who have negative results should have a
chest radiograph. If normal, treatment should be started for LTBI until the second test is performed. If the
repeat test is positive, treatment should be continued. If it is negative, treatment can usually be discontinued.
However, for some contacts at very high risk, a full course of LTBI treatment may be recommended even in
the absence of a positive TST or IGRAresult. ... continued on next page

The Infectious Disease Bulletin can be viewed at: http://healthvermont.qov/pubs/IDB/index.aspx
For questions & comments, please contact Patsy Kelso at (802) 863-7240



http://healthvermont.gov/pubs/IDB/index.aspx
http://www.cdc.gov/tb/publications/LTBI/default.htm

Vermont — Selected Reportable Diseases — 2011
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Age
<5 2 2 0 2 0 0 0 0 0 0 0 0 0 0 0 0 0 O 9
5-14 4 0 0 1 0 0 0 0 0 0 0 0 1 0 0 0 0 O 10
15-24 0 0 0 1 0 1 0 0 0 7 0 0 1 0 0 0 0 0 2
25-39 1 0 0 0 0 0 0 1 0 7 0 0 0 0 0 1 0 O 0
40-64 4 0 0 1 0 0 0 1 0 31 0 0 1 0 0 2 0 O 0
65+ 3 0 0 0 1 0 0 0 0 0 1 0 2 0 0 1 1 0 0
Unknown 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 O 0
Total (YTD) 14 2 0 5 1 1 0 2 0 45 1 0 5 0 0 4 1 0 21
5-yr Median (YTD) 10 1 0 10 1 0 0 T 0 t 1 0 T 0 1 4 0 0 21
County of
Residence
Addison 3 2 0 1 0 0 0 0 0 6 0 0 0 0 0 0 0
Bennington 0 0 0 0 0 0 0 0 0 0 0 1 0 0 1 0 1
Caledonia 1 0 0 0 0 0 0 0 0 2 0 0 0 0 0 0 1
Chittenden 4 0 0 1 0 0 0 2 0 16 0 0 0 0 0 0 7
Essex 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0
Franklin 1 0 0 1 0 0 0 0 0 2 0 0 0 0 0 0 2
Grand Isle 0 0 0 0 0 0 0 0 0 1 0 0 0 0 0 0 0
Lamoille 2 0 0 0 0 0 0 0 0 1 0 0 0 0 0 0 5
Orange 0 0 0 1 0 0 0 0 0 2 0 0 0 0 0 0 0
Orleans 0 0 0 0 0 0 0 0 0 2 0 0 0 0 0 0 2
Rutland 1 0 0 0 1 0 0 0 0 5 0 2 0 0 1 0 1
Washington 1 0 0 1 0 0 0 0 0 3 0 0 0 0 1 0 0
Windham 0 0 0 0 0 1 0 0 0 1 0 2 0 0 1 1 0
Windsor 1 0 0 0 0 0 0 0 0 4 0 0 0 0 0 0 2
Unknown 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0
Total (YTD) 14 2 0 5 1 1 0 2 0 45 1 0 5 0 0 4 1 0 21

802)863-7240 1(800)640-4374 (VT FAX: (802)865-7701

*Shiga toxin-producing Escherichia coli (STEC)

**This column partially obscured to protect patient confidentiality

§ Includes both confirmed & probable cases

tData captured differently in previous years; no 5-year median available

The Guide also includes treatment regimens for LTBI, including information about adverse effects of medications used
for treatment. To ensure safe and efficacious treatment for LTBI, health care providers should periodically assess the
patient’s progress. Patients should have clinical monitoring, including a monthly visit to the health care provider who is
managing treatment for a brief physical assessment for signs of hepatitis, assessment of adherence, and review of
symptoms of possible adverse drug reactions or interactions. Patients experiencing possible adverse reactions should be
advised to stop medication and consult their health care provider immediately. Baseline laboratory testing
(measurement of serum AST, ALT, and bilirubin) is not routinely necessary, but is recommended for patients with any
of the following factors: liver disorders/history of liver disease (e.g., hepatitis B or C, alcoholic hepatitis, or cirrhosis);
regular use of alcohol; risks for chronic liver disease; HIV infections; pregnancy or the immediate postpartum period
(i.e., within 3 months of delivery). Baseline testing can be considered on an individual basis, especially for patients
taking other medications for chronic medical conditions. After baseline testing, routine periodic retesting is
recommended for persons who had abnormal initial results and other persons at risk for hepatic disease.

For more information about the Vermont TB Program, contact the Department of Health at 802-863-7240.
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