EPIDEMIOL()GY
BULLETIN

Robert B. Stroube, M.D., M.PH., Commissioner
Grayson B. Miller, Jr., M.D., Epidemiologist

Guest Editor: C. Diane Woolard, MP.H.

VIRGINIA

April, 1992

Volume 92, Number 4

Update on Tuberculosis Elimination*

During the past few months con-
siderable news attention has been
given to outbreaks of drug resistant
tuberculosis in the United States.
These outbreaks have occurred in
correctional units, substance abuse
treatment facilities, facilities for the
homeless and in medlcql facilities
caring for AIDS patients. Drug re-
sistant tuberculosis, often multi-
drug resistant (MDR) tuberculosis,
has been transmitted from patient to
patient, to health care workers and

others. Fortunately, there have been:

no outbreaks of MDR tuberculosis re-
ported in Virginia. With diligence
and careful application of present
management principles for diagnosis
and treatment of tuberculosis (dis-
ease) and tuberculosis infection, such
outbreaks can be prevented.

Drug resistant tuberculosis has
not increased appreciably over the
past 10-15 years in Virginia. Approxi-
mately 10% of isolates have been re-
sistant to one or more drugs, varying
from this by only 2-3% per year with-
out a definite trend. Only about 2% of
isolates have been resistant to two or
more drugs. In 1991, 87% of isolates
were_sensitive to primary drugs; 46
isolates were resistant to one or more
drugs: 18 to isoniazid (INH) alone, 12
to INH-streptomycin (SM), 4 to INH-
rifampin (RMP), 1 to INH-ethambu-

tol (EMB), 1 to INH-RMP-SM and 2
to INH-RMP-EMB and SM. These
figures represent the number of iso-
lates, not individual cases. Twenty of

these isolates came from northern
Virginia where a thh proportion of
cases (89 of 116) were in foreign-born
residents.

In 1991, there were 379 new cases
of tubercu]oms, yielding a rate of 6.1
cases per 100,000 population. From
1984 through 1991, there has been a
slowing of the rate of decline in the
number of new cases of tuberculosis
(see figure). This phenomenon has
been attributed largely to the AIDS
epidemic, although there are other
contributing factors.*® During this
time, it has been estimated that

28,000 excess cases have occurred na-
tionally.

General Guidelines to
Control and Ehmmate
Tuberculosis

o Rapid diagnosis and treatment
of all cases of tuberculosis are
the first steps for control. Bacte-
riologic studies, chest x-rays
and medications are available
through local health depart-
ments without charge or accord-
ing to a patient’s eligibility
status. Prompt drug treat-
ment is the most efficient
method to render a case
non-infectious.

¢ Promptly evaluate all high risk
contacts with the tuberculin
skin test, using the two step test
if indicated. If negative, repeat
the tuberculin skin test in 2-3
months. Obtain chest x-rays for

. all positive tuberculin reactors

© and those with symptoms com-

- patible with tuberculosis, par-
ticularly those with chronic
cough even when the tuberculin
skin test is negative.

o Bacteriologic sputum studies
for tuberculosis should be or-
dered without delay for all cases
with an abnormal chest x-ray
and/or a chronic cough. For sup-
plies, instructions and consult-
ation, call Dr. Nancy Warren,
Division of Consolidated Labo-
ratory Services, (804) 786-5144
or (804) 786-0987.

_e Prescribe preventive treatment
(isoniazid) for tuberculin reac-



tors accorl%ing to published
guidelines.

o Institute supervised or directly
observed treatment (DOT) for
patients who are non-compliant
or suspected of being non-com-
pliant. DOT should be initiated
from the beginning of treatment
for patients who are not likely
to be cooperative.

o All cases of tuberculosis should
be reported promptly to the ap-
propriate local health depart-
ment. This is necessary for con-
tact evaluations and follow-up
for non-compliance. It is espe-
cially important to report all
cases due to multi-drug resis-
tant organisms so that meas-
ures can be promptly instituted
to control and prevent further
dissemination of drug resistant
infection.

e Order monthly bacteriologic
studies until sputum conver-
sion to a negative state is cer-
tain. Failure to convert may be
the first indication of non-com-
pliance or development of drug
resistant organisms, or both.

HIV Infection and AIDS

HIV infection and AIDS are often
complicated by tuberculosis and
other non-tuberculous mycobacterial
infections. In Virginia, through 1991,
there have been approximately 2,750
cases of AIDS; 76 have been compli-
cated by tuberculosis; 339 have been
complicated by non-tuberculous my-
cobacterial infections, mainly M.
avium-intracellulare complex (MAI).
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Tuberculosis in patients with AIDS
usually responds well to anti-tuber-
culosis drugs; MAI infections are
usually resistant to treatment and
indicate a poor prognosis.

All patients with a positive tuber-
culin reaction and risk factors for
HIV infection should have serologic
studies for HIV infection. If HIV-an-
tibody positive and active tuberculo-
sis is ruled out, the patient should
receive INH for one year.

IfHIV serology is positive, a tuber-

~ culin skin test should be done. If the

skin test is positive, the patient
should receive INH for one
year. If the tuberculin skin test
is negative, anergy testing
should be carried out.!* If an-
ergy is present, consider pre-
ventive INH for one year, espe-
cially if the patient is at high
risk for tuberculous infection.
Correlation of skin tests with
T-lymphocyte counts, espe-
cially CD4 counts is desirable.
The lower the T-lymphocyte
count, the more likely anergy
will be present.

Tuberculosis may develop
rapidly in AIDS patients bfz'
cause of deficient immunity.
It usually represents activa-
tion of an old focus of infection,
but may be a rapidly progres-
sive new infection. Several out-

~ breaks of multi-drug resistant

tuberculosis have been reported from
AIDS treatment centers in Miami,
New York City, etc. Unfortunately,
because of delayed diagnosis and
treatment and lack of isolation facili-
ties, MDR tuberculosis infection has
been disseminated to other patients
and to health care workers.

Isolation
Isolation of active tuberculosis pa-

tients (positive sputum smears) is -

necessary in general hospitals and
other health care facilities to prevent
dissemination of the infection. Indi-
vidual negative pressure rooms ven-
tilated to the outside would be ideal
but are costly to construct and main-
tain. Individual rooms with a cen-
trally controlled exhaust fan with an
air exchange of 6 times per hour to
the outside are generally considered
satisfactory. Strategically placed ul-

traviolet lights and molecular filters

may be used but must be maintaine
properly. '

Properly fitting particulate respi-
rators (masks) must be used by per-
sonnel entering the isolation rooms.
Personnel must be monitored regu-
larly for development of positive tu-
berculin skin tests and chest x-ray
abnormalities. Again, the most effi-
cient method of controlling dissemi-
nation is early diagnosis and prompt
drug treatment.
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It may be necessary to isolate non-

compliant infectious tuberculosis pa-
tients in their homes or in a state
institution. If the latter is necessary,
local health directors can make the
necessary arrangements through the
State Health Commissioner and/or
the Director of the Bureau of Tuber-
culosis Control. Court-ordered isola-
tion may be necessary when all other
reasonable approaches have failed.
The ability to present convincing evi-
dence that the patient presents a
public health risk and is non-compli-
ant with recommended treatment is
absolutely necessary for a favorable
court decision.

Homeless Patients

Homeless tuberculosis patients
with positive sputum smears are se-
vere public health risks. Contact the
Bureau of Tuberculosis Control
(804/786-6251) for assistance in plac-
ing these patients in a controlled en-
vironment, at least until the infection
is no longer a threat.

Summary

Tuberculosis control will be im-
proved if we ask ourselves the follow-
ing questions. Are we doing the best
possible with measures already
available? Is treatment compliance
optimal? Are all close contacts of in-
fectious tuberculosis evaluated in a
timely manner and placed on appro-
priate therapy? Is DOT (directly ob-
served treatment) used promptly
when indicated? Are patients with
HIV infection or AIDS being properly
evaluated for tuberculosis and tuber-
culous infection and treated? Are out-
reach workers used optimally? Is
HIV infection being considered for all
positive tuberculin reactors? Is
prompt isolation being considered for
non-compliant infectious patients?
We cannot wait for newer and better
testing procedures and treatment.
With diligence, we can continue to
make progress by optimal use of
nﬁthods and measures already avail-
able.

*Reported by Charles F. Wingo, M.D., Director;
Bureau of Tuberculosis Control, VDH.

References

1. Centers for Disease Control. Prevention
and control of tuberculosis in facilities provid-
ing long-term care to the elderly: recommenda-
tions of the Advisory Committee for Elimina-
tion of Tuberculosis. MMWR 1990; 39(RR-
10):7-20.

Epidemiology Bulletin

2, Centers for Disease Control. Control of
tuberculosis in correctional facilities: a guide
for health care workers. U.S. Public Health
Service, Atlanta, Ga, 1992,

8. Centers for Disease Control. Guidelines
for preventing the transmission of tuberculosis
in health-care settings, with special focus on
HIV-related issues. MMWR 1990;39(RR-17):1-
29

4. Centers for Disease Control. Drug-resis-
tant tuberculosis among the homeless—Bos-
ton. MMWR 1985;34:429-431.

§. Nardell E, McInnis B, Thomas B, Weid-
haas S. Exogenous reinfection with tuberculo-
sis in a shelter for the homeless. N Engl J Med
1986;315:1570-75.

6. Centers for Disease Control. Qutbreak of
multidrug-resistant tuberculosis—Texas,
California, and Pennsylvania. MMWR
1990;39:369-372.

7. Centers for Disease Control. Nosocomial
transmission of multidrug-resistant tubercu-
losis to health-care workers and HIV-infected
patients in an urban hospital—Florida.
MMWR 1990;39:718-722.

8. Centers for Disease Control. Transmis-
sion of multidrug-resistant tuberculosis from
an HIV-positive client in a residential sub-
stance-abuse treatment facility—Michigan.
MMWR 1991;40:129-131.

9. Centers for Disease Control. Nosocomial
transmission of multidrug-resistant tubercu-
losis among HIV-infected persons—Florida
and New York, 1988-1991. MMWR
1991;40:586-591.

10. Centers for Disease Control. Core Cur-
riculum on Tuberculosis. U.S. Public Health
Service, Publ No. 00-5763, Atlanta, Ga, 1991.

11. Centers for Disease Control. Purified
protein derivative (ppd)-tuberculin anergy and
HIV infection: guidelines for anergy testing
and management of anergic persons at risk for
tuberculosis. MMWR 1991;40(RR-5):27-33.

12. Daley CL, Small PM, Schecter GF,
Schoolnik GK, McAdam RA, Jacobs WR,
Hopewell PC. An outbreak of tuberculosis with
accelerated progression among persons in-
fected with the human immunodeficiency vi-
rus. N Engl J Med 1992;326:231-235.

Surveillance Reports
Available

The Virginia Department of
Health Office of Epidemiology
has available copies of its an-
nual summaries of reportable
disease statistics for the years
1988, 1989, and 1990. The re-
ports are entitled Reportable
Di 3 oy in Vi

ginia. If anyone is interested
in having a copy of any of these
reports, please call the Office
at (804) 786-6261. This publi-
cation is distributed free of
charge.




Cases of Selected Notifiable Diseases, Virginia, March 1 through March 31, 1992,

Disease State NW N SW C E This Yr  Last Yr

AIDS 50 2 25 5 171 1 138 179
Campylobacter 19 3 4 6 5 1 - 88 74

Gonorrhea* 1200 - - - - - 4986 4217

Hepatitis A 7 1 3 0 o0 3 26 47

Hepatitis B 11 1 2 3 2 3 49 66

Hepatitis NANB 1 0 0 1 o0 o0 7 6

Influenza 0 0 0O 0 o0 o0 101 664

Kawasaki Syndrome 2 0 1 0 0 1 7 10
Legionellosis 4 2 0 1 o0 1 6 3

Lyme Disease 5 0 3 1 0 1 16 17

Measles | 2 0 2 0 0 0 6 14

Meningitis, Aseptic 9 1 3 1 2 2 50 50

Meningitis, Bacterial™ 11 2 2 6 0 1 40 38
Meningococcal Infections 8 1 0 3 4 o0 21 11

Mumps 4 0 1 0 0 3 18 19

Pertussis 0 0 0o 0 o0 o 2 4

Rabies in Animals 17 6 4 1 3 3 47 49

Reye Syndrome 0 0 0 0 0 o 0 1

Rocky Mountain Spotted Fever 0 0 0 0 o0 o 0. 0

Rubella 0 0 0o 0 o0 o 0 -0
Salmonellosis 63 7 20 10 15 11 172 208

Shigellosis 18 7 3 8 0 o 35 69 77
Syphilis (1° & 2°)* 65 1 3 13 18 30 167 267 163
Tuberculosis 72 4 29 2 9 28 94 76 85

Localities Reporting Animal Rabies: Augusta 1 raccoon; Fairfax 2 raccoons; Frederick 1 cat; Goochland 1 cow; Greene 1 raccoon;
Greensville 1raccoon; Henrico 1 raccoon; Isle of Wight 1 cat; Lee 1 cow; Loudoun 2 raccoons; Richmond County 1 racecoon; Rockingham
1 fox, 1 raccoon, 1 skunk; York 1 dog.

Occupational Illnesses: Asbestosis 21; Carpal Tunnel Syndrome 69; Coal Workers’ Pneumoconiosis 27; Lead Poisoning 1; Loss of
Hearing 12; Repetitive Motion Disorder 3. .

*Total now includes military cases to make the data consistent with reports of the other diseases.

~Other than meningococeal
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