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Outline 
• EPIDEMIOLOGY AND 

PATHOPHYSIOLOGY 
• LATENT VS. ACTIVE INFECTION 
• ACTIVE TB DIAGNOSIS AND 

TREATMENT 
• LATENT TB DIAGNOSIS AND 

TREATMENT 
• MILITARY SCREENING POLICIES 
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Global Burden of Tuberculosis 
• 9.2  MILL ION CASES  AND 1.7  MILL ION DEATHS 

YEARLY 
• ASSOCIATED WITH CO-PANDEMIC OF HIV 
• DRUG-RESISTANCE INCREASINGLY COMMON 
• 1/3 OF THE WORLD’S  POPULATION ESTIMATED 

TO BE  INFECTED WITH LTBI  
oFocus on identification and treatment of active TB (DOTS) 
oLTBI not a well-known concept outside the US 
oIncreasing efforts to extend LTBI treatment to HIV populations 
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Global TB Incidence Rates (2009) 

CDC Health Information for International Travel, 2012 
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Reported TB Cases United States, 1982-2011 

CDC, TB Core Curriculum, 2013 
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TB Case Rates United States, 2011 

CDC, TB Core Curriculum, 2013 
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TB Pathophysiology 
• C AUS ED  BY  M YCO BAC T E R I UM  

T UB ERC ULO S I S  
• S PR EA D PE RS O N - TO - PERS O N  

T HRO UG H A I R B O R N E DRO PLET  
N UC LEI  

• EN T ER  A LV EO LI  A N D M ULT I PLY;  
M AY  T HE N  E N T E R  T HE  
B LO O D ST R EA M  A N D  S PR EA D  TO  
OT HE R  PA RTS  O F  T HE  B O DY  

• EN G ULF ED  BY  M AC RO PHAG ES  A N D 
DEV ELO P I N TO  G R A N ULO M A S  

• I F  I M M UN E  SYST E M  D O ES  N OT  
K EEP  T B  BAC T E R I A  UN DER  
CO N T RO L ,  BAC I LL I  R EPL I C AT E  A N D 
DI S EA S E  EN S UES  



8 

LTBI vs. Active Disease 

LATENT TB INFECTION  
 
• T B  B A C I L L I  R E M A I N  

C O N TA I N E D  W I T H I N  
G R A N U L O M A S  

 
• R E L AT I V E LY  S M A L L  N U M B E R  

O F  B A C I L L I  P R E S E N T  
 
• N O  S I G N S  O R  S Y M P T O M S  O F  

D I S E A S E  
 
• N O T  C O N TA G I O U S  
 

ACTIVE TB DISEASE 
 

• T B  B A C I L L I  B R E A K  O U T  F R O M  
P R O T E C T I V E  G R A N U L O M A S  

 
• L A R G E R  A M O U N T  O F  

A C T I V E LY  R E P L I C AT I N G  
B A C I L L I  P R E S E N T  

 
• S I G N S  A N D  S Y M P TO M S  B A S E D  

O N  L O C AT I O N  O F  I N F E C T I O U S  
P R O C E S S  

 
• V E R Y  O F T E N  C O N TA G I O U S  
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Progression from LTBI to Active TB 
• RISK IS  GREATEST SOON AFTER EXPOSURE 
• L IFETIME RISK IS  10% IN LOW RISK INDIVIDUALS 

o5% risk within 1 to 2 years of exposure 
o5% risk over remaining lifetime 

• RISK IS  S IGNIF ICANTLY HIGHER IN THOSE WITH 
RISK FACTORS 
oHIV or other immunosuppressive conditions 
oDiabetes  
oChronic renal failure 
oPrior healed TB on CXR 
oChildren < 5 y/o 
oIV drug use 
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Active TB Disease 
• PULMONARY TB DISEASE IS  THE MOST 

COMMON MANIFESTATION (80%) 
• EXTRAPULMONARY DISEASE ALSO POSSIBLE 

(20%) 
• Laryngeal TB 
• Plueral TB 
• Lymph nodes (scrofula) 
• CNS (meningitis) 
• Bone/spine (Pott’s disease) 
• Kidney 
• Miliary TB 
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Contagious Forms of Active TB 

• PULMONARY TB 

• LARYNGEAL TB 

• TB OF THE ORAL CAVITY 

• OPEN SITES WITH POSSIBLE 
AEROSOLIZATION 
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Signs/Symptoms of Pulmonary TB 

• FEVER 

• CHRONIC COUGH (> 3 WEEKS) 

• NIGHT SWEATS 

• WEIGHT LOSS (UNPLANNED) 

• FATIGUE 

• HEMOPTYSIS 
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Signs/Symptoms of Extrapulmonary TB 

• FEVER, FATIGUE, NIGHTS SWEATS, WEIGHT 
LOSS 

• HEADACHE/CONFUSION (MENINGITIS)  

• BACK PAIN (SPINE) 

• HEMATURIA (KIDNEY) 

• LYMPHADENITIS (SCROFULA) 

• HOARSENESS (LARYNX) 
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Diagnosis of TB 
• CLINICAL SIGNS AND SYMPTOMS 

• TST OR IGRA – ALSO POSITIVE IN LATENT 
TB 

• CXR – BUT NOT CONFIRMATORY 

• SPUTUM TESTING 
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TST and IGRA 
M A N TO U X  T U B E R C U L I N  S K I N  T ES T  ( T S T )  –  A L S O  K N O W N  A S  P P D  
• S K I N  T ES T  T H AT  P R O D U C ES  D E L AY E D - T Y P E  H Y P E R S E N S I T I V I T Y  

R EAC T I O N  I N  P E R S O N S  W I T H  M .  T U B E R C U LO S I S  I N F EC T I O N   
 
I N T E R F E R O N  G A M M A  R E L EA S E  A S S AY S  ( I G R A S )  
• B LO O D  T ES T S  T H AT  M EA S U R E  A N D  C O M PA R E  A M O U N T  O F  

I N T E R F E R O N - G A M M A  ( I F N - γ )  R E L EA S E D  BY  B LO O D  C E L L S  I N  
R ES P O N S E  TO  A N T I G E N S .    

• T H ES E  I N C LU D E :  
 Q U A N T I F E R O N ®  G O L D - I N - T U B E  ( Q F T - G I T )  
 T - S P O T ® .T B  
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Chest X-ray 

Classic cavitary lesion of 
pulmonary TB on CXR 

http://upload.wikimedia.org/wikipedia/commons/9/92/TB_CXR.jpg
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Pulmonary Tuberculosis 

Daley CL.  Radiographic Manifestations of 
Tuberculosis, 2 Ed. 
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LLL Consolidation and Pleural Effusion 

Daley CL.  Radiographic Manifestations of Tuberculosis, 2 Ed. 
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Military Tuberculosis 

Daley CL.  Radiographic Manifestations of Tuberculosis, 2 Ed. 
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Sputum Testing 
• THREE SPECIMENS AT 8  TO 24 HOUR INTERVALS,  AT  

LEAST ONE IN THE AM 

• TESTING SHOULD INCLUDE:  

oAcid fast bacilli (AFB) smear – sensitivity 50% 
oNucleic acid amplification test (NAAT) 
oCulture – gold standard for confirmation 
oAntibiotic sensitivities 
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AFB Smear 
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TB Colonies on Growth Media 
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Treatment 
• “4 FOR 2 AND 2 FOR 4” 

oINH, RIF, PZA, EMB X 2 months 
oINH, RIF X 4 months 

• DOT IS  STANDARD OF CARE 
• CHECK BACTERIOLOGIC RESPONSE MONTHLY 
• HIV TEST 
• DRUG SUSCEPTIBILITY VS.  ADHERENCE FOR 

PERSISTENT CASES 
• “NEVER ADD A SINGLE DRUG TO A FAILING 

REGIMEN” 

INH = isoniazid 
RIF = rifampin 
PZA = pyrazinamide 
EMB = ethambutol 
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Multi-Drug Resistant (MDR) and  Extensively Drug 
Resistant (XDR) Tuberculosis 

• MDR TB = INH + RIF RESISTANCE 
 

• XDR TB = MDR+ 
• Any fluoroquinolone; AND 
• 1 of 3 injectable second line drugs   

• Capreomycin 
• Kanamycin 
• Amikacin 



25 

Global MDR TB Rates (2009) 

CDC Health Information for International Travel, 2012 
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When is a patient no longer infectious? 

MUST MEET THREE CONDITIONS: 

oOn adequate therapy 

oClinical response 

oThree consecutive negative AFB smears from 
sputum collected on different days 
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Infection Control 
A D M I N I S T R AT I V E  C O N T R O L S   

oPrimary strategy for infection 
control!**** 

oPolicies and protocols to ensure rapid 
identification, isolation, diagnostic 
evaluation, and treatment of persons 
with TB 

E N G I N E E R I N G  C O N T R O L S  

oNegative pressure room   
P E R S O N A L  P R O T E C T I V E  E Q U I P M E N T   

oN95 mask 
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Contact Investigations 

• CONCENTRIC CIRCLES OF 
CONTACTS 

• NEED TO RETEST 8-10 WEEKS 
AFTER LAST CONTACT WITH 
CASE 

• GARRISON 
oRefer to Preventive Medicine 
oCDC.MMWR 2005;54(RR-15).  

• DEPLOYMENT 
oRefer to Preventive Medicine 
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Other important management issues 

• DIRECTLY OBSERVED THERAPY (DOT) 
oStandard of care for Active TB 
oMay be used for LTBI, but uncommon 
oRefer to Preventive Medicine 

• DISEASE REPORTING 
oActive TB is a reportable disease, LTBI is not 
oPositive TST or IGRA must be documented in an electronic 
registry (ALTHA, MEDPROS, etc) 
oReportable diseases are reported to Preventive Medicine 
both in Garrison and Deployment 
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Case Study 
• YOU’RE EVALUATING A 24 YEAR OLD MALE 

SOLDIER FOLLOWING A 12 MONTH 
DEPLOYMENT TO AFGHANISTAN. HIS 
PAPERWORK SAYS “POSITIVE PPD.”   
oWhat is your first priority? 
oWhat more do you want to know from the history? 

oWhat does “positive PPD” mean?  
oPhysical exam? 
oOther tests necessary? 

oIs treatment necessary? 
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Initial Evaluation 
SYMPTOMS? 

oSputum X 3 (Smear and Culture) 
o1 NAAT 

EXPOSURES? 
oForeign born? 
oContact with known ACTIVE TB case? 
oOther risk factors? (occupation, activities, medical history) 

TB TEST (TST OR IGRA) RESULTS? 
oHow many mm? 
oPrevious positive? 
oPrevious BCG vaccine? 
oUse of Quantiferon Gold-in-tube or T-SPOT.TB?  

CXR? 
TREATMENT? 
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LTBI vs. Active Disease 

LATENT TB INFECTION  
 

• T S T  O R  I G R A  U S UA L LY  
P O S I T I V E  

• N O  S I G N S  O R  S Y M P TO M S  O F  
D I S E A S E  

• C X R  N E G AT I V E  
 

Active TB Disease 
 

• TST or IGRA usually positive 

• Signs and symptoms of disease 
present 

• CXR usually positive in 
pulmonary disease 
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The TB Skin Test (TST) 
• CELL-FREE PURIFIED PROTEIN FRACTION 

EXTRACTS OBTAINED FROM A HUMAN 
STRAIN OF M. TUBERCULOSIS   

• HISTORY AND SIGNIFICANCE 
• 100 years of use with known endpoints of active TB disease 

• PROBLEMS WITH TST 
• Positive predictive value is low if prevalence of infection is 

low 
• Errors and variability in administration 
• False negatives and false positives 

• PSEUDOEPIDEMICS OF TST REACTIONS IN 
HOSPITALS AND PRISONS 
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Administering the TST 
• INJECT 0.1 ML OF 5 

TU PPD TUBERCULIN 
SOLUTION 
INTRADERMALLY ON 
VOLAR SURFACE OF 
LOWER ARM USING A 
27-GAUGE NEEDLE 

• PRODUCE A WHEAL 6 
TO 10 MM IN 
DIAMETER 

CDC. MMWR (Appendix F) 2005;54(RR-17):138-9. 
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Reading the TST 
• MEASURE REACTION IN 48 

TO 72 HOURS 

• MEASURE INDURATION, NOT 
ERYTHEMA 

• RECORD REACTION IN 
MILLIMETERS,  NOT 
“NEGATIVE” OR “POSITIVE” 

• ENSURE TRAINED HEALTH 
CARE PROFESSIONAL 
MEASURES AND INTERPRETS 
THE TST 

CDC. MMWR (Appendix F) 2005;54(RR-17):138-9. 
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Note: includes patients 
taking TNF-α antagonists 

CDC MMWR 2004;53:683-686.  
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Boosting and Two-step Testing 
• BOOSTING 

oMay have an initially negative test due to waning 
responsiveness 
oFirst test may stimulate immune response for 2nd test 
o2nd test positive = boosted reaction 

• TWO-STEP TESTING 
oStandard of care when doing repeated testing (e.g. 
healthcare worker surveillance programs) 
oInitial test followed by 2nd test 1-2 weeks later 
oDifferentiates boosted reaction from recent infection 
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When should I use the IGRA? 

DEPENDS WHO YOU TALK TO  
oCDC guidelines: may be used to in place of TST, but don’t do 
both 
oUK, many other European countries: use IGRA as 
confirmatory test 
oEvolving issue, not yet fully resolved 

BENEFITS OF IGRA OVER TST 
oSingle visit for the patient 
oLess subjective interpretation of results 
oTwo-step testing not necessary with IGRAs 
oPreferred among BCG vaccinated individuals 
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Decision to Treat LTBI 
• “A DECIS ION TO TEST IS  A  DECIS ION TO TREAT ” 

oDon’t ignore a positive test 
oHowever, don’t test low-risk populations! 

• MUST RULE OUT ACTIVE TB F IRST 
oSymptoms of active TB 
oChest x-ray 
oIf symptoms3 sputum smear & cx, at least 1 NAAT test 

• LOOK AT CRITERIA TO DETERMINE CUTOFF 
• ASSESS  RISKS  & BENEFITS  FOR EACH INDIVIDUAL 

PATIENT 
oMedical history (esp. liver disease, alcohol abuse) 
oPregnancy 
oAllergies 
oHow close and how recent was contact with active TB case 
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LTBI 
Treatment 

Options 
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INH/RPT DOT Regimen for Treatment of LTBI 
 

• ISONIAZID ( INH)  900MG +  RIFAPENTINE (RPT)  900MG 
• ONCE WEEKLY X  12 WEEKS 
• ADMINISTERED UNDER DIRECTLY OBSERVED THERAPY 
• “EQUAL ALTERNATIVE TO THE 9  MONTH INH REGIMEN” 
• NOT RECOMMENDED FOR:  

oChildren < age 2 
oHIV receiving ARTs 
oPregnant women 
oINH or RIF resistance 

CDC. MMWR 2011;60:1650-1653. 
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LTBI Treatment Myths 
• MUST BE UNDER 35 YEARS OLD TO TREAT 

oLiver disease is the more important factor 

• PATIENTS WITH BCG VACCINATION SHOULD 
NOT BE TREATED 

• SERIAL LIVER ENZYME TESTS SHOULD BE 
PERFORMED FOR ALL LTBI PATIENTS 
oLiver enzymes are not routinely done (see next slides) 
oClinical monitoring monthly 

• 6 MONTH THERAPY IS THE STANDARD 
REGIMEN 
o9 months of INH (isoniazid) is the preferred regimen 
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Patient Instructions 

No alcohol! 

Instruct patient to report signs or symptoms 
of adverse drug reactions: 

• A N O RE X I A ,  N AUS EA ,  VO MI T I N G,  O R  
A B D O MI N A L  PA I N  

• FAT I GUE  O R W EA K N ES S  

• DA RK  URI N E ,  L I GH T - CO LO RE D  STO O L S  

• P E RS I ST E N T  N UMB N ES S  I N  H A N D S  O R F E E T  

• RA S H  
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Monthly Clinical Monitoring 

Monthly visits should include a brief 
physical exam and a review of: 

•  RATIONALE FOR TREATMENT 
•  ADHERENCE WITH THERAPY 
•  SYMPTOMS OF ADVERSE DRUG 

REACTIONS 
•  PLANS TO CONTINUE TREATMENT 



45 

Baseline Laboratory Monitoring 
BASELINE L IVER FUNCTION TESTS  (E .G. ,  AST,  ALT,  
AND BIL IRUBIN)  ARE NOT NECESSARY EXCEPT FOR 

PATIENTS WITH THE FOLLOWING RISK  FACTORS:  

 

• HIV infection 

• History of liver disease 

• Alcoholism 

• Pregnancy or in early postpartum period 
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Continued Laboratory Monitoring 

Repeat laboratory monitoring if patient has: 

• Abnormal baseline results 

• Current or recent pregnancy 

• High risk for adverse reactions 

• Symptoms of adverse reaction 

• Liver enlargement or tenderness on exam 
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Adverse Effects of Medications: 
Isoniazid (INH) 

1 0 - 2 0 %  H AV E  E L E VAT E D  L I V E R  E N Z Y M ES  

oUp to 5 times normal 
oUsually return to normal even if rx is continued 

C L I N I C A L  H E PAT I T I S  I N  0 . 1 %  

P E R I P H E R A L  N E U R O PAT H Y  I N  0 . 2 %  

oMore common with liver disease, diabetes 
oRx with Vitamin B6 (Pyridoxine) 
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Adverse Effects of Medications: 
Rifampin (RIF) 

• HEPATOTOXICITY IN 0.6% 
• CUTANEOUS REACTIONS IN 6%  
• GI SYMPTOMS RARELY SEVERE 
• ORANGE DISCOLORATION OF BODY FLUIDS 
• DRUG INTERACTIONS (WARFARIN, OCPS, 

PHENYTOIN) 
• CONTRAINDICATED IN HIV-INFECTED 

INDIVIDUALS ON CERTAIN PIS OR NNRTIS 
oSubstitute with Rifabutin 
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Who handles these cases? 
• CIVILIAN: PUBLIC HEALTH/PRIMARY CARE 

PARTNERSHIP 
oMost county health departments offer therapy free of 
charge 

• MILITARY: USUALLY REFERRED TO 
PREVENTIVE MEDICINE 
oCan be ID, pulmonology, or primary care 
oPublic health nurses usually do monthly clinical follow-up 

• IN THE FIELD (E.G. PRE-DEPLOYMENT TEST 
IS POSITIVE) 
oMany elect to defer therapy until after deployment 
oDepends on comfort level, available resources, and 
closeness of contact 
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CDC Guidelines Call for Targeted 
Testing Only 

• TA R G E T E D  T ES T I N G :   
• “…targeted tuberculin testing programs should be conducted 

only among groups at high risk and discouraged in those at low 
risk.” (MMWR 2000) 

 
• C D C  C L EA R LY  C O N S I D E R S  H I G H - R I S K :  

• Hospitals and health care settings (MMWR 2005) 
• Prisons (MMWR 2006) 
• HIV-infected, homeless, contacts of active case, etc. (MMWR 

2000, 2005) 
• Military not considered high-risk 
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Mancuso JD and Aaron CL. Med Surv Monthly Rep 2013;20(5):4-8. 
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What do the US Military Services Do? 

• OVER 250,000 TESTS PER YEAR AMONG 
RECRUITS 

• ACCESSIONS:  ALL SERVICES DO UNIVERSAL 
SCREENING 
oArmy (DA PAM 40-11; 20 Oct 2008) 
oNavy (BUMED Instruction 6224.8A; 12 Feb 2009) 
oAir Force (AFI 48-105; 1 Mar 2005) 

• PREVALENCE OF TST REACTORS  
oNavy: 5% 
oArmy: 3% 
oAir Force: 1.5% 
oDepends on proportion of foreign-born 

• DEPLOYMENT-RELATED SCREENING 
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Army  
(MEDCOM Reg 40-64, Dec 2013) 
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What about guidelines for travelers? 
• U S  G U I D E L I N E S  ( C D C  Y E L LO W  B O O K ) :   B OT H  P R E -  A N D  P O S T -

T R AV E L  T E S T I N G  F O R  T H O S E  W I T H  “ P R O LO N G E D  E X P O S U R E  TO  
T U B E R C U LO S I S … E .G .  [ R O U T I N E  C O N TA C T  W I T H ]  H O S P I TA L ,  
P R I S O N ,  A N D  H O M E L E S S  S H E LT E R  P O P U L AT I O N S ”  
 

• I D S A  G U I D E L I N E S :  T S T  “ S H O U L D  B E  P E R F O R M E D  F O R  T H O S E  
W I T H  A N T I C I PAT E D  E X P O S U R E  TO  T B  O R  LO N G - T E R M  S TAY S  I N  
D E V E LO P I N G  A R E A S  O R  W H E N  R EQ U E S T E D  BY  T H E  T R AV E L E R  
B E C AU S E  O F  C O N C E R N  A B O U T  E X P O S U R E ”  
 

• T R AVA X :  “ T R AV E L E RS  TO  C O U N T R I E S  W I T H  H I G H  R I S K  ( I . E . ,  >  
1 0 0  C A S E S  P E R  1 0 0 , 0 0 0 )  S H O U L D  H AV E  P R E - D E PA R T U R E  
T E S T I N G  I F  S TAY I N G  F O R  >  1  M O N T H ;  T R AV E L E RS  TO  
C O U N T R I E S  W I T H  M O D E R AT E  R I S K  ( A P P R OX I M AT E LY  2 5 - 1 0 0  
C A S E S  P E R  1 0 0 , 0 0 0 )  S H O U L D  H AV E  P R E - D E PA R T U R E  T E S T I N G  
I F  T H E Y  P L A N  O N  S TAY I N G  F O R  >  3  M O N T H S ”   
 

• C A N A D I A N  G U I D E L I N E S :  A  S I N G L E ,  P O S T - T R AV E L  T E S T  B A S E D  
O N  D U R AT I O N  O F  T R AV E L  A S  W E L L  A S  T B  I N C I D E N C E  I N  T H E  
C O U N T RY  V I S I T E D.   
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Recent Deployment TB Epidemiology  
• OUTBREAKS ON NAVY SHIPS—COMMON IN THE 

1960S  
oUSS Wasp (1998): 21 infected from failure to diagnose index case  
oUSS Ronald Reagan (2003): 1 case reactivated despite prior INH Rx  

• ACTIVE TB:   LOWER RATE OF DISEASE THAN IN THE 
US POPULATION  

• TST REACTORS DURING DEPLOYMENT 
oRisk of TST conversion: about 1-2% per test 
oProblems with false positives and pseudo-outbreaks of TST conversions 

Lamar. Mil Med 2003; 168(7):523-7. 
CDC. MMWR. 2007;55:1381-2. 
Camarca MM and Krauss MR. Mil Med 2001;166(5):452-6 
Mancuso J. AJRCCM 2008:177:1285-9. 
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Pseudoepidemics of TST conversions in the US Army and 
their attributed causes, 1983-2005 

Year Population Location 

Pre-
investigatio
n estimate 

of % 
conversions 

      Post-
investigatio
n estimate 
of % 
conversions 

% of 
conversions 
with 
negative 
repeat test 

Active TB 
cases 

identifie
d 

Primary attributed cause(s) of 
outbreak 

2005  Aviation unit Afghanistan 15% (30 of 
198) 

4.3% (16 of 
374) 

81% (13 of 
16) 

0 Test administration and reading; 
use of Aplisol; prior positives not 
documented; foreign birth 

2005 Army 
National 
Guard 

TF Falcon, 
Kosovo 

5% (75 of 
1500) 

2.5% (37 of 
1500) 

95% (38 of 
40) 

0 Test administration and reading; 
use of Aplisol 

2003 Army 
National 
Guard 

TF Eagle, 
Bosnia 

1.6% (19 of 
1222) 

0.5% (6 of 
1222) 

-- 0 68% (13 of 19) were prior 
reactors; conversion rate was not 
elevated 

1996 Hospital 
Staff 

TF Eagle, 
Bosnia 

1.3% (1 of 
80) 

1.3% (1 of 
80) 

-- 1 Conversion rate not elevated 

1996 Prisoners 
and prison 
guards 

Ft. 
Leavenwort
h, KS 

2.5% (34 of 
1345) 

-- 30% (9 of 30) 0 Use of Aplisol 

1995 Military 
Police 

Guantanam
o Bay, 
Cuba 

6.3% (81 of 
1280) 

3.6% (46 of 
1280) 

100% (6 of 6)  0 33% (25 of 75) were prior 
reactors; foreign birth 

1984 Prisoners 
and prison 
guards 

Ft. 
Leavenwort
h, KS 

9.1% (191 of 
2106) 

-- 36% (62 of 
172) 

0 Increased surveillance, variability 
in test administration and reading; 
ethnic group and region of birth 

1983 Medical 
students 

Ft. 
Benning, 
GA 

7.7% (5 of 
65) 

3.1% (2 of 
65) 

-- 0 60% (3 of 5) had dominant 
reactions to PPD-B, indicating 
cross-reactions with non-
tuberculous mycobacteria (NTM) 

Mancuso JD.  Am J Resp Crit Care Med 2008;177:1285 



58 

So what does the US military do for 
“travelers” (deployers)? 

• AIR FORCE MOVED TO TARGETED TESTING AFTER 
DEPLOYMENT IN ’05  (AFI  48-105)  

• ARMY 
• Used to test before deployment, after deployment, and then again 3-

6 months after deployment (3 tests per deployment) 
• In 2008, moved to targeted testing after deployment using DD 2796 

(OTSG Memo, 25 Sept 2008)  
• In 2013, moved to totally targeted testing (MEDCOM Reg 40-64) 

• NAVY 
• Used to test operational units yearly with TST 
• Now targets testing during PHA with questionnaire (BUMEDINST 

6224.8B, 21 Feb 2013) 

• POLICIES  AVAILABLE  AT:  WWW.PDHEALTH.MIL  
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Army  
(MEDCOM Reg 40-64, Dec 2013) 
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Policy Discussion 
• N O  C O M P E L L I N G  I N D I C AT I O N  TO  U S E  I G R A S  

• S C R E E N I N G  ≠  T ES T I N G  

• TA R G E T E D  T ES T I N G  I N  B A S I C  T R A I N I N G …  

oFollowed by compulsory treatment! 
• D / C  P R E -  A N D  P O S T - D E P LOY M E N T  T ES T I N G  

• I N I T I AT E  A N N UA L  S C R E E N I N G  AT  P H A  

oUse validated questions to target testing 
• M O N I TO R I N G  A N D  AC C O U N TA B I L I T Y  
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