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Thesis Overview

Despite the continuing decline of tuberculosis (TB) in the United States, rates of
foreign born TB continue to increase. Targeted latent tuberculosis infection (LTBI)
screening and treatment is an essential step towards the goal of decreasing foreign born
tuberculosis in the United States. Despite this goal, limited progress has been made in
understanding health care access as it relates to latent TB infection screening among the
foreign born population that develops active tuberculosis after arrival to the United
States. The goal of this thesis is to enhance current TB surveillance in order to examine
these factors and evaluate their impact on LTBI screening and delays in TB case
identification after arrival to the U.S.

This is the pilot evaluation of a new TB surveillance program implemented
through the Connecticut Department of Public Health focusing on foreign born
individuals who became TB cases following their arrival to the U.S. This enhanced
surveillance was conducted through questionnaire administration inquiring into specific
factors previously demonstrated to impact health care access and TB screening among the
foreign born. Demographic data from each case including age, location of residence, date
of arrival to U.S., TB risk factors and details of TB diagnosis were obtained from CDC
surveillance. Information was also obtained from U.S. born TB cases over the same time
to determine if general TB risk factors were relevant to the foreign born population.

Of 19 foreign-born individuals included in this evaluation, only eight reported any
previous screening for LTBI prior to eventual TB case designation, which occurred an
average 4.1 years after arrival. Those who reported prior LTBI screening were more

likely to have a routine health provider, speak their native language with their provider,



have a documented immigration status, reside in a large city and less likely to have
communication difficulties with their routine providers. Those previously screened were
more likely to have health insurance, specifically private insurance. These factors were
related to the length of time between arrival to the U.S. and TB case identification. When
compared to U.S. born cases, foreign born cases were less likely to be homeless, use
intravenous or non-intravenous drugs and consume excess alcohol. However, at this time
none of these associations were found statistically significant (p<0.05), due to the small
sample size included in this pilot evaluation. This analysis will be used to perform
evaluation of the ongoing surveillance.

Issues regarding health care access play a role in LTBI screening among foreign
born individuals after entry into the United States. In order to effectively address issues
of foreign born TB, it is essential that public health authorities and TB control programs
understand both the local epidemiology of TB among their foreign born population and
the barriers to LTBI screening and treatment among these individuals. The current
screening strategy depends having direct contact and effective communication between
health care providers and foreign born individuals. Due to a variety of factors this often
does not occur, resulting in missed opportunities for screening that would result in earlier
detection and management of latent TB infection. Efforts must be made to ensure that
these populations can access the health care system in a timely and regular manner in
order to be screened appropriately. If this cannot occur, alternative methods for targeted

LTBI screening through more proactive outreach strategies must be considered.



Background

History of Tuberculosis in the United States

As seen with other infectious diseases, there have been significant changes in the
epidemiology of tuberculosis within the United States over the past two centuries.

During the nineteenth century, TB remained a significant health burden, cited as one of
the leading causes of mortality. With improved socioeconomic conditions as well as
increased public health surveillance and prevention measures, TB-related morbidity and
mortality markedly decreased. During the 1800’s, the identification of the causative
organism, Mycobacterium tuberculosis, and the initiation of public health programs
designed to improve surveillance and control disease spread contributed to decreasing
rates of disease burden within the United States. With the development of the chest
radiograph and its use for population screening, as well as introduction of antibiotic
therapy including streptomycin in 1947 and isoniazid and pyrazinamide in 1952, TB rates
declined even further. Between 1930 and 1960 the mortality rate decreased by 92 percent

from 71 to 6 deaths per 100,000 persons.'

With declining rates following the introduction of anti-mycobacterial therapy, experts
believed that TB elimination would be a reasonable goal, and in 1959 the National TB
Association began to formulate a plan to eventually eliminate the disease in the U.S.
From the 1950’s until the 1980’s TB rates continued to decline from approximately 50
cases per 100,000 population to 9.3 cases per 100,000 in 1985. Subsequently, due to

shifting commitments in public health programming and the emergence of HIV/AIDS,



federal funding for TB control programs began to decline and TB control programs

developed in the early 20" century began to disintegrate.

Consequently, the latter half of the 1980°s saw a reversal in the incidence of TB cases
detected in the United States. In 1986, there was a 2.6% increase in total number of
newly identified TB cases.! With further epidemiologic investigation new high risk
groups were being identified as significant contributors to this tuberculosis resurgence in
the United States. Immunological compromise from HIV/AIDS, TB transmission in
correctional facilities and institutional settings, and a significant concentration of TB
cases among foreign born populations were identified as major factors contributing to the
increased number of cases in the U.S.*> In addition, the emergence of multidrug-resistant
TB (ie. TB resistant to isoniazid and rifampin) was detected and documented; it was
found particularly prevalent among HIV positive, incarcerated and homeless populations,
as well as within nosocomial settings.*” The increased number of incident TB cases as
well as identification of definable high risk populations fueled the increased attention
given to TB control efforts in the early 1990°s. During this time federal funding was
increased to educate clinicians and public health officials on TB reemergence, while also
improving TB surveillance and control efforts at the local, statewide and national levels.

Directly observed therapy became the recommended standard of care.

In 1992, TB incidence in the U.S. peaked at 26,673 cases (10.5 per 100,000 population).
From 1993 to 2005, the total number of TB cases has declined. The rate of decline had

averaged 6.9% between the 1993 and 2002, however, this rate of decline began to



decrease beginning in 2003. This has raised some concern of slowed progress in TB
control efforts. In addition, despite the overall national rate of decline during this time
period, TB incidence has actually increased among some subpopulations, particularly the

foreign-born population residing in the United States.®

During 2004, 14,511 confirmed active TB cases (4.9 cases per 100,000 population) were
reported in the U.S., representing a 3.3% decline in incidence from 2003. Slightly more
than half (54%) of all TB cases detected were among foreign born individuals. The rate
among the U.S. born population has reached an all-time low of 2.6 cases per 100,000
population. Although the overall annual TB rate in 2004 was the lowest since national

reporting began, the rate of decline was also the smallest since 1993.”

Tuberculosis in the United States Foreign Born Population

The most recent World Health Organization reports estimate that approximately one third
of the world’s population is infected with Mycobacterium tuberculosis, the causative
organism of tuberculosis. Recent data suggests that there are approximately 8 million
new cases of active TB disease worldwide each year, causing an estimated 2 million
deaths annually.® Most of the tuberculosis infections and disease related deaths occur
primarily in developing nations. In contrast, developed nations have had relatively stable
levels of infection among residents born in these countries. However, with increasing
population mobility, developed nations with substantial levels of immigration have begun
to appreciate the impact of foreign-born persons infected with tuberculosis on their

incidence and prevalence rates. This impact been previously documented throughout



areas with substantial immigration including Western Europe, New Zealand, Canada and
the United States. In each of these countries, while overall levels of TB disease have
declined or remained nearly constant, rates of foreign born tuberculosis disease have

increased.®>1%!!

Studies specifically targeting the epidemiology of foreign born TB in the United States
were first conducted in the early 1990°s. At this time, the U.S. TB resurgence was being
identified and the foreign born population was recognized as having a significant
contribution to this increase. Among those individuals reported to have tuberculosis, the
proportion who were classified as foreign born increased from 21.6% (4,925 cases) in
1986 t0 29.6% (7,346 cases) in 1993. By 2004, this percentage had increased to 54%
with a total of 7,806 cases of foreign born TB diagnosed in the United States. Between
1986 and 1989, the average annual active TB case rate in the foreign born population was
27.1 per 100,000 population. After 1989, the number of documented immigrants
increased greatly, largely due to individuals changing their immigration status under
provisions of the Immigration Reform and Control Act of 1986. This population was
closely screened for TB during this adjustment, and from 1990 to 1993 the incidence rate
of tuberculosis in the foreign born population increased to 33.6 per 100,000." However,
between 1993-2004, this case rate gradually declined. Most recently in 2004, it was 22.8

cases per 100,000 foreign born individuals residing in the U.S.



Figure 1. Trends in tuberculosis cases in foreign-born persons in the United States
from 1986 to 2003.
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Figure 2. Number of states with 50% or more of tuberculosis cases in foreign-born
persons in the United States from 1986 to 2003.
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Additional factors were being analyzed to help characterize the foreign-born population
subgroup with elevated TB incidence, including country of origin. The top five countries
of origin during this period of immigration were Mexico, the Philippines, Vietnam, China
and Korea, each of which has native TB rates 10 to 30 times greater than those of the
United States."> In 2004, 25% of all foreign born individuals with TB originated from
Mexico, 11% from the Philippines and 8% from Vietnam. However, recent data from the
CDC indicates that the country of origin of foreign born individuals with TB varies
greatly throughout the United States. In 2003, the most common birth country for
reported foreign-born TB patients from California and Texas was Mexico; for New York
it was China; for Florida it was Haiti; and, for New Jersey it was India.! In addition, the
length of residence in the U.S. was strongly related to the rate of TB among foreign born
individuals, with the highest rates occurring in the first five years after arrival, and over

29.6% diagnosed with tuberculosis within the first year of arrival.

Previous studies demonstrate that TB case rates were high in all age groups of foreign-
born populations, including foreign-born children. Foreign-born persons with TB were
less likely to have risk factors for TB found in the U.S. born, such as a history of
homelessness, incarceration, or excess alcohol or injection drug history. In addition,
estimates also show that less than 10% of TB cases within the foreign born population are

associated with HIV coinfection.®

Another issue of significant concern with TB among the foreign-born residing in the

United States is the elevated levels of drug resistant TB within this subpopulation. A



review of multidrug resistant TB cases in the U.S. revealed that rates of isoniazid and
streptomycin resistance were higher for cases among foreign-born compared with US-

born patients.'*

Historically, most active TB cases among the foreign born have been attributed to a
reactivation of previous infection as opposed to a newly acquired infection following
arrival. This has been demonstrated in multiple previous studies, including major
multicenter studies of TB among the foreign born residing in San Francisco and New
York City.'>'®!7 Previous studies have shown that reactivation rates are highest within 2-
5 years of immigration.® In addition, it has been shown that within the first few years of
arrival to the U.S. TB incidence rates among foreign born populations are comparable
with their countries of origin.'* With time, the incidence of TB in foreign-born
populations declines to approach rates equivalent to the U.S. born population, also
supporting the notion that foreign born TB represents reactivation of previously, but
recently acquired infection.'® However, studies thus far have not clearly elicited
consistent risk factors that increase the likelihood of TB reactivation specifically among

foreign born individuals.

Tuberculosis in the Connecticut Foreign Born population
In Connecticut, TB is both physician and laboratory reportable within 12 and 48 hours of
diagnosis, respectively. All reports are made directly to the Connecticut Department of

Public Health in Hartford and to the local town of the individual’s residence. Suspect



cases include any individual on whom anti-tuberculosis therapy is initiated pending a

confirmatory diagnosis and anyone on whom a positive AFB sputum stain is obtained.

Data collected by the TB Control Program at the Connecticut Department of Public
Health demonstrates that over the past decade, overall TB incidence in Connecticut has
been progressively declining. In 1994, there were 147 reported and confirmed cases of
TB and, in 2004, the incidence decreased to 101 cases. The average annual percentage
decrease during this time was 3.2%. From 2000 to 2004, the annual TB case rate in
Connecticut averaged 3.2 per 100,000 persons, significantly below the reported national

average of 5.2 cases per 100,000 as reported in 2002.

Reflecting national epidemiologic trends of TB within the United States, one area of
developing interest and attention is the increasing number of incident TB cases among
the foreign born population residing in Connecticut. While recent data demonstrates that
the overall rate of TB in Connecticut is decreasing, the number of foreign born cases has

actually fluctuated greatly over the past 5 years.
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Figure 3. Tuberculosis Cases in Connecticut by Origin, 2000-2004
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Data from Connecticut Department of Public Health TB Statistics. Epidemiology of TB in Connecticut.
http://www.dph.state.ct.us/BCH/infectiousdise/tbstatis.htm

The foreign born population residing in Connecticut is approximately 390,000 people,
constituting 11% of the state’s total population (3.4 million). Currently, the majority of
TB cases identified in Connecticut are among the foreign born, and this percentage has
continued to increase during the past 5 years. In 2001 the percentage of all TB cases
among foreign-born individuals reached a low of 55%. In 2006, foreign-born cases
account for approximately 75% of all cases. The case rate among foreign born persons
over this same time period is 18.0 cases per 100,000, compared to the national average of
23.1 cases per 100,000 persons in this population. However, although the state’s foreign
born TB rate remains slightly below the national average, foreign born tuberculosis

remains a significant public health issue in Connecticut.
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Between 2000 and 2004, 334 foreign born cases of tuberculosis were identified in
Connecticut. Of these, 47% were identified within the first five years after entering the
United States. A total of 23% of these cases were diagnosed within their first year of

arrival, predominantly through presentation with symptoms of active disease.

Table 1. Number of Years in the United States before TB Diagnosis in Foreign-born
Persons Residing in Connecticut

2000 2001 2002 2003 2004 Total

Yearsin | No.(%) |No.(%) |No.(%) |No.(%) |No.(%) |No. (%)
US.

<1 18(30) |15(23) |10(16) |21(27) |13(19) |77(23)
1-4 2033) [13(20) |10(16) |19(28) |19(28) |81(24)
5-9 7(11) 11(17) | 9(15) 12(18) | 12(18) | 46 (14)
>9 11(18) |14 | 7(12) 1725 | 17(25) | 62(19)
Unknown | 5 (8) 13(20) |25(41) | 7(10) 7 (10) 68 (20)
Total 61 66 61 78 68 334

Data from Connecticut Department of Public Health TB Statistics. Epidemiology of TB in Connecticut.

http://www.dph.state.ct.us/BCH/infectiousdise/tbstatis.htm

This data illustrates that the majority of TB cases identified and diagnosed among the

foreign born are found within the first 4 years of arrival to the United States. This

demonstrates the importance of early, well targeted screening and management of LTBI

among the foreign born population in order to work towards the goal of reducing the

incidence of TB disease in this population.
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U.S. Tuberculosis Surveillance and Case Reporting

Until the 1950’s tuberculosis surveillance had been conducted solely on a local and
regional level. However, in 1952, the United States Public Health Service TB Control
Program initiated the first national surveillance system. Since this time, the system has
undergone several changes and modifications. TB is a reportable disease in all 50 states
and all cases that are verified and meet Center for Disease Control and Prevention
surveillance case definition criteria are reported using the RVCT (Report of Verified
Case of Tuberculosis) form. This form includes patient demographic, clinical and
laboratory information from each case. The completed form is then sent to CDC to be
included in the national TB surveillance database, TRIMS (Tuberculosis Registry
Information System). Each year, the CDC publishes a report summarizing nationally
collected data for the past year and recommendations for modifications of surveillance
methods. Any additional surveillance information is collected at the individual state’s
discretion and is evaluated on a state-by-state basis to determine local epidemiology
patterns. The Division of Tuberculosis Elimination within the CDC is the group primarily
responsible for collecting and evaluating data reported by individual states regarding

incident TB cases nationally.

Through epidemiologic investigation, states have been able to identify specific needs for
TB screening in their high risk subpopulations. Some of the most common targets of
screening include the foreign born population, children, individuals infected with HIV,
those residing in correctional facilities and homeless shelters, and health care workers

exposed to TB in the healthcare setting.
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The Connecticut TB Control Program works in collaboration with health care providers
and municipal health departments to conduct surveillance for TB disease and latent TB
infection, promote screening, support and assure treatment for both latent TB infection
and active disease, and oversee contact investigations. The state reviews specific risk
factors for TB in each of the identified cases, and among foreign-born individuals,

documents date of arrival to the U.S. and country of origin.

Tuberculosis Screening of the Foreign Born Population in the United States

Based on current policy, TB screening is required for two subsets of the foreign born
population residing in the United States. The first category includes immigrants and
refugees applying for permanent legal status, and the second consists of foreign-born
individuals who entered the country on nonimmigrant visas and wish to apply for
permanent residency status.'® Immigrants and refugees who wish to enter the U.S. are
screened in their home country, most often by local physicians selected by U.S. consuls
in each respective nation. The screening procedure consists of initial chest radiologic
screening for individuals older than age 15 followed by a sputum stain for acid-fast

bacilli for people with radiographs consistent with active TB.

The four classification categories- A, B1, B2, and B3, are designated based on the results
of the chest radiograph and sputum stain and these designations are placed on the visa
forms that all immigrants and refugees carry with them to the United States. These visa

forms are collected by the INS at international airports or border posts within the U.S.
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The information is then transferred to a CDC quarantine station, where a form is
completed and sent to the state destination for the arriving immigrant and a copy is sent

to the CDC headquarters and to the individuals themselves.

Those who have sputum that is AFB (acid-fast bacilli staining) positive are designated
class A (sputum positive), and must be treated before departure until sputum negative and
are required to visit the health department at their U.S. destination. Those with negative
smears but chest radiographs consistent with active (Class B1) or inactive (Class B2) TB
disease are referred to health departments in their state of future residence for further
evaluation within 30 days of their arrival to the United States, although this is on a
voluntary basis. Those with radiographs showing calcified granulomas indicative of
older, healed infection are designated Class B3, and are not referred for any further

evaluation.

The current overseas screening process has been evaluated, although published data
regarding their success from a retrospective viewpoint is rather limited. Two health
departments, Hawaii and Seattle, have collected data showing that a substantial portion of
persons for whom the initial diagnosis of TB was made within the first year after arrival
to the U.S. had entered as immigrants or refugees. In Hawaii, 78% of the 124 foreign
born persons with TB had been immigrants or refugees. In Seattle, 28 of the 48
individuals who had been in the U.S. for less that 1 year at the time of active TB
diagnosis were immigrants and refugees. In these same locations, the sensitivity of the

screening process was evaluated as well. In Hawaii, 95 (77%) of 124 immigrants for

15



whom active TB was diagnosed within 1 year had been classified as B1 (78 cases) or B2
(17 cases) or normal (29 cases) prior to arrival to the U.S."” Likewise, in Seattle the
corresponding number was 19 (68%) of 28 immigrants.”’ Based on the relatively short
period between arrival to the U.S. and diagnosis with TB, it is speculated that the post-
immigration diagnosis is the result of a problem with overseas classification rather than

the development of new, active TB acquired after the overseas radiograph screening.

The studies from Hawaii and Seattle demonstrate that many of the new TB cases in the
foreign born occur among immigrants and refugees who participate in an overseas
screening process, but are misclassified. However, some data shows that a large
percentage of the foreign born population diagnosed with TB within one year of arrival to
the U.S. are unidentified prior to immigration. In Los Angeles County during 1993, 261
cases of TB were diagnosed among the foreign born population within one year of arrival
to the U.S. Of these, 64 (25%) were classified as B1, 30 cases (11%) were classified as

B2 and 167 (64%) were not identified by overseas scr«.aening.21

Attempts have been made to further assess characteristics of subpopulations who are
diagnosed with TB within one year of arrival and are missed through the current
immigration/refugee screening process. A study in San Diego county showed that those
individuals with active TB screening detected through the immigration screening process
were more likely to be Asian-Pacific Islanders, born in the Philippines, while other
recently arrived undetected, foreign-born TB patients were more likely to be Hispanic

and born in Mexico. In fact, only 3% of Mexican-born TB patients residing in the U.S.

16



for less than 1 year were discovered through the immigrant screening process. TB
patients identified through immigration screening were less likely to have cavities

visualized on chest radiographs and positive sputum AFB smears®.

The population of foreign born individuals undergoing screening applying for adjustment
of their immigration status has also been studied, showing a relatively high prevalence of
both TB infection and disease among this group. The Denver, Colorado department of
health reviewed its data regarding this population over a one year period. The results
showed that of 4,840 individuals tested, 2,039 (42%) had PPD tests greater than 10 mm
while 273 had evidence of TB infection by chest radiograph and 16 had sputum cultures

obtained, 4 of which cultured M. tuberculosis.®

In 1998, the CDC’s Working Group on Tuberculosis Among Foreign-Born Persons
published recommendations for the prevention and control of tuberculosis among foreign
born persons. These recommendations call for specific actions to be taken by federal

agencies, state and local TB control programs, and health care providers.

The Working Group made the following recommendations:

To tailor TB-control efforts to local needs, TB-control programs should develop
epidemiologic profiles to identify groups of foreign-born persons in their jurisdictions
who are at high risk for TB....Based on local epidemiologic profiles, selective screening
should be conducted among populations identified as being at high risk for TB.

Screening should target groups of persons who are at the highest risk for TB infection

17



and disease, accessible for screening, and likely to complete preventive therapy. TB-
control programs should direct efforts towards identifying impediments to TB diagnosis
and care among local foreign-born populations, devising strategies to address these
barriers, and maximizing activities to ensure completion of treatment.

- from Recommendations for Prevention and Control of Tuberculosis Among Foreign-Born
Persons Report of the Working Group on Tuberculosis Among Foreign-Born Persons. MMWR
Recommendations and Reports 1998 47(RR16);1-26.

Latent Tuberculosis Infection: The Role and Challenges of Testing and

Management in the Foreign Born Population

Latent Tuberculosis Infection

When an individual is exposed to the tuberculosis bacteria- Mycobacteria tuberculosis,
the body’s immune system immediately activates a T-cell mediated response which
allows the body to fight the bacteria and prevent multiplication and disease progression.
In most cases of tuberculosis infection, the body’s immune system can adequately fight
and suppress the infection through this mechanism, causing the infection to remain quiet
or latent, contained in the body’s tissues. Once this has occurred, the body retains the T-
cells directed against the TB organism. The tuberculin skin test (TST), the Mantoux skin
test, is a standardized killed extract of cultured TB also known as purified protein
derivative, (PPD). It is injected into the skin intradermally. The resulting reaction
reflects a person's immune response to M. tuberculosis. An immunologic response called
a delayed-type (Type IV) hypersensitivity, seen as an induration following administration

of the allergenic tuberculin protein, indicates previous exposure to the organism with

18



subsequent latent tuberculosis infection (LTBI). The reaction usually begins 5-6 hours
after injection and reaches a maximum at 48-72 hours, at which time it is evaluated by a
health care provider. Based on the sensitivity and specificity of the test different cut off
points have been recommended as defining a positive reaction. For instance, individuals
who are immunosuppressed though medications or HIV are considered LTBI positive
with a 5 mm induration, while individuals with specific health issues and/or social
characteristics (including foreign born status) that place them at a high risk for TB have a
test cut off of 10 mm induration. Those individuals with no documented risk factors have

a cut-off of 15 mm.

Although latent TB is not an active disease and cannot be transmitted to others, the main
risk is that those individuals who harbor latent infection can progress to symptomatic,
active disease at any time, most commonly occurring when an individual becomes
immunocompromised for any reason. If an individual does test positive for latent
infection, additional evaluation including a chest x ray must be performed to assess for
active disease. In latent infection the chest x-ray is usually normal, but may show
abnormalities suggesting previous infection with TB such as dense pulmonary nodules or

fibrotic scarring.

Treatment of Latent TB Infection
Much work has gone into developing new manageable LTBI treatment regimens, the
current recommended treatment for latent infection is daily isoniazid (INH) for 9 months,

a course that has been deemed optimal in decreasing the risk for reactivation to active
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disease. Compliance with this therapy has become a major barrier to treatment and
although a 9 month regimen is currently preferred, the 6 month regimen of INH has been
shown to provide substantial protection and may be cost-effective in specific
circumstances. Alternative therapy regimens with shorter duration of therapy, most
notably 2 months of rifampin and pyrazinamide have been shown to be effective, as has 4
months of rifampin alone®*. Regardless of the treatment decision, all cases of active
disease are reported to public health authorities and require multiple anti-mycobacterial
drug therapy and careful monitoring of treatment. Other regimens are currently under
investigation and it is anticipated that the future will hold significant improvements in

LTBI treatment, resulting in decreased toxicity and shorter lengths of therapy.

Targeted LTBI Screening Strategies

The detection and treatment of latent tuberculosis infection stands as arguably the single,
most important intervention strategy in the elimination of tuberculosis in the United
States. Through early detection and appropriate treatment of latent infection, active TB
disease and thereby infection transmission is preventable. Recent estimates state that
approximately 10 million people in the United States have LTBI. Reducing TB rates
among the foreign born population as well as the U.S. born population can not be

achieved unless this is effectively addressed.

The identification and treatment of LTBI is a practice that has been shown to be effective

in clinical trials, although the true impact of this practice on the overall incidence of TB

has yet to be demonstrated. From a theoretical standpoint, widespread, universal LTBI
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screening and treatment should be very effective way to decrease progression to active
disease and transmission of the TB organism to others. However, through smaller scale
attempts, numerous barriers to this screening approach have been identified including
poor adherence to LTBI treatment, perceived and actual toxicity of isoniazid therapy and

difficulty of acceptance of this intervention by both health care providers and patients.

Thus, organizations such as the CDC, American Thoracic Society and Infectious
Diseases Society of America have published guidelines and outlined strategies to
carefully target LTBI screening and treatment among particularly high risk populations.”
In fact, treatment of latent TB infection remains an essential element of the TB
elimination strategy outlined by the U.S. Public Health Service Advisory Council on the
Elimination of Tuberculosis.”® The recommended approach involves identifying and
testing individuals in subpopulations at high risk for progression of latent TB to active
disease including those with medical risk factors such as HIV infection, diabetes and
chronic renal failure. Targeted testing also focuses upon individuals with epidemiologic
risk factors for M. tuberculosis infection including injection drug users and individuals
who reside in institutional settings such as correctional facilities, long term care facilities
and homeless shelters. Another identified high risk group consists of individuals

emigrating from nations with a high prevalence of TB, and as the largest of these groups,

it remains the top priority for targeted LTBI screening.

This approach places a large responsibility on TB-control agencies to identify

subpopulations of high TB risk within their jurisdictions through understanding the local
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