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TB-Related Announcements
1. WHO issues FAQ on "totally drug-resistant" TB                      NEW
 

Recently there has been broad media coverage worldwide about so-called totally drug-resistant TB. WHO has now issued an FAQ on this issue.

 

WHO states that the term “totally drug-resistant” has not been clearly defined for TB because there is not a reliable method to diagnose it through drug susceptibility testing (DST). And importantly, correlation of DST results with clinical response to treatment has not yet been adequately established. The prognostic relevance of in vitro resistance to drugs without an internationally accepted and standardized drug susceptibility test therefore remains unclear, and current WHO recommendations advise against the use of these results to guide treatment.

 

The Stop TB Partnership Secretariat stated that they share global concerns about the threat of drug resistance, and they are doing their utmost to support their partners and colleagues in India as they seek to address this urgent situation.

 

Link to the FAQ
 
 
2. 12-dose LTBI Regimen Video Podcast Available
The Communications, Education, and Behavioral Studies Branch (CEBSB) in the Division of Tuberculosis Elimination (DTBE) at CDC developed a video podcast on the 12-dose treatment regimen for latent tuberculosis infection.

 

The video podcast features Dr. Kenneth Castro and is available in English and Spanish.

-New Treatment Regimen for Latent Tuberculosis Infection: http://www.cdc.gov/tb/topic/treatment/12dose_video.htm
 

Additional 12-dose regimen communication products are available on the CDC TB Web site (http://www.cdc.gov/tb/) including:

 

-12-dose Regimen Matte Articles:

 http://www.cdc.gov/tb/publications/matte_articles/default.htm
 

-CDC Web Feature - New, Simpler Way to Treat Latent TB Infection: http://www.cdc.gov/Features/TuberculosisTreatment/
 

-Spanish Version - (Español):

 http://www.cdc.gov/spanish/especialesCDC/TratamientoTB/
   

-Treatment Options for Latent TB Infection (Fact Sheet):

 http://www.cdc.gov/tb/publications/factsheets/treatment/LTBItreatmentoptions.pdf
 

-Treatment for Latent TB Infection (webpage):

 http://www.cdc.gov/tb/topic/treatment/ltbi.htm
 

 
3. New Course from CDC: “TB 101 for Health Care Workers” 
 

The Centers for Disease Control and Prevention (CDC), Division of Tuberculosis Elimination (DTBE), is pleased to announce the release of the interactive online course, TB 101 for Health Care Workers. The course was developed as a collaborative effort between DTBE and the four TB Regional Training and Medical Consultation Centers (RTMCCs).  TB 101 is designed to educate health care workers about basic concepts related to TB prevention and control in the United States. The target audience for the course includes newly hired TB program staff and health care workers in areas related to TB (such as individuals who work in correctional facilities or HIV/AIDS clinics).

There are six lessons in the course:

•           Lesson 1: Introduction

•           Lesson 2: TB Transmission and the Development of TB Disease

•           Lesson 3: Testing for TB Infection

•           Lesson 4: Diagnosis of TB Disease

•           Lesson 5: Treatment of Latent TB Infection

•           Lesson 6: Treatment of TB Disease

 

TB 101 is available at www.cdc.gov/tb/webcourses/tb101/default.htm.  

 

Continuing education (CE) units for this course are offered free of charge for various professions. More information about the CE units is available at www.cdc.gov/tb/education/CE/tb101.htm.   

News Item(s) From the CDC HIV/Hepatitis/STD/TB Prevention News Update
1. Pennsylvania School Won't Release Details of TB Tests
Associated Press, January 10, 2012 

 

Chambersburg Area School District officials will not release the results of TB tests conducted at an area senior high school, where a case of TB has been confirmed. Cathy Dusman, the district’s assistant superintendent, said privacy laws prevent the school from reporting the number of positive and negative results from the testing, which began January 6.

 

 

2. TB Tests Planned at School (New Jersey)
The Record (Bergen County, N.J.), January 13, 2012, by Richard Cowen 

 

A technical institute in Wayne hosted a meeting on Jan. 17 to discuss a recent TB case at the school. Officials from the state Department of Health and Senior Services, the Paterson Health Department, and the Wayne Health Department were on hand to answer questions from parents or guardians. The principal, Joseph M. DiGise, sent a letter home to parents on Jan. 11 informing them of the case of active TB disease in a pupil there. The student was removed on Dec. 1, treated with antibiotics, and cleared to return to school after the Christmas recess after being deemed “not infectious,” said Kate Bond, director of nursing for the Paterson Health Department. DiGise said only those who had “extended exposure” to the student would be subject to mandatory TB screenings. Parents and guardians of those needing to be screened were notified ahead of time, according to the letter. Some 45 students and staff at the school underwent TB skin screenings on Jan. 18; most of those selected to get tested were students, said Bond. 

Headlines
1. Update on Capreomycin and Kanamycin Supply by the Global Drug Facility (Switzerland)
Stop TB Partnership, www.stoptb.org, January 15, 2012

 

In May of 2011, the Global Drug Facility (GDF) announced the expectation of a shortage of and temporary delays in delivery of capreomycin. GDF now expects improved availability of capreomycin since a new company, Vianex, has been approved for its production. Also, in February of 2012, GDF will have two qualified suppliers of capreomycin, Akorn in the United States and Vianex in Greece. At present, GDF has one approved source, Meiji in Japan, which has limited production. Two additional manufacturers are currently being reviewed. Clients ordering capreomycin or kanamycin must follow standard GDF lead times. Later in 2012, capreomycin and kanamycin will be included in the GDF stockpile of second-line drugs, once the supply situation improves. At present, these drugs are not in the GDF stockpile, so emergency requests cannot be considered. For more information, please write to gdfprs@who.int.

 

 

2. Nurses Want Risk Allowance (Swaziland)
The Swazi Observer, www.observer.org.sz, January 16, 2012, by Nelsiwe Ndlangamandla

 

According to Bheki Mamba, president of the Swaziland Nurses Association, nurses who worked in wards with communicable diseases such as multidrug-resistant TB and extensively drug-resistant TB are requesting to be paid a risk allowance to cover their exposure to these diseases. He thought that the ministry of health should make it a priority to ensure that nurses were covered if they caught TB. Also, he believed that there should be hardship allowances paid to some nurses who stayed in rural areas and moved their families there.  He explained that the union will be negotiating for these matters to create a better working environment for nurses. Benedict Xaba, Minister of Health, said that the issue of the risk allowances could be discussed by the nurses association with the government negotiation team.

 

 

3. More Children Falling Prey to Drug-Resistant TB: Study (India)
Hindustan Times, www.hindustantimes.com/, January 15, 2012, by Sonal Shukla

 

A study by BJ Wadia Hospital for Children at Parel in Mumbai, India, showed that 34 of 500 juvenile TB patients treated there between 2007 and 2010 had drug-resistant TB, and 14 of them had multidrug-resistant TB (MDR TB). Data from 500 TB patients aged six months to 15 years were analyzed by doctors. Dr. Mukesh Agrawal, head of the Pediatric Department at KEM Hospital in Parel, stated that in the last five years, there had been at least a 25 to 30 percent increase in the number of patients that did not respond to first-line treatment. Some of them may have had MDR TB.

 

 

4. 1,380 Singaporeans Diagnosed with Active TB in Last Five Years
Channel News Asia.com, www.channelnewsasia.com, January 18, 2012

 

Active TB disease was diagnosed in 1,380 Singapore residents in the last five years. Most of the patients were adults. About 100 students were diagnosed with TB each year of the last five years, and more than 75 percent of them were 17 years old or older. According to Dr. Amy Khor, Minister of State for Health, approximately 450 non-residents also were diagnosed with active TB disease. Short-term visitors were not included, as most of them were workers who received medical screening before obtaining a work permit. If they tested positive for active TB disease, they are rejected and sent home. Dr. Khor said her ministry will continue to monitor the effectiveness of Singapore’s National TB Control Program.

 

 

5. Doc’s Claim of ‘Totally’ Drug Resistant TB Disputed (India)
MSNBC, www.msnbc.msn.com, January 17, 2012, by Tan EE Lyn, Reuters

 

Dr. Zarir Udwadia, a TB doctor at Hinduja National Hospital in Mumbai, India, reported the discovery of a strain of TB labeled “totally drug resistant.” The doctor said that compared to classifications used by the government and the World Health Organization (WHO) to describe drug-resistant strains of TB, this strain was different. Dr. Udwadia and colleagues cultured the TB bacteria taken from the patients and exposed them to first- and second-line TB drugs, but the drugs were powerless. They also performed genetic tests on the samples, but whether traditional culture or genetic tests were used, the results showed the same resistance pattern. The government of India is disputing Udwadia’s results, on the grounds that the laboratory at Hinduja hospital was not accredited for some of the tests that the team conducted. The government also questioned the term “totally drug resistant TB,” as a term not recognized by the WHO, or by the country’s Revised National TB Control Program. It is the government’s contention that such cases can be treated using national guidelines for extensively drug-resistant TB, as prescribed by the WHO.  

 

 

6. Student’s TB is Virulent Strain (Indiana)
Southbendtribune.com, www.southbendtribune.com, January 17, 2012

 

Tests have shown that a student in Fort Wayne, Indiana, has drug-resistant TB. According to John Silcox, health department spokesperson, this is the first known case of multidrug-resistant TB in Allen County.  The student is being treated in isolation.  About 150 classmates have been tested after the student was diagnosed, but so far, no contacts have been identified as having active TB disease. Parents of students who might be affected were contacted by phone, and a letter was sent home to families.

 

 

7. Indore Tops in TB Prevention Plan (India)
Times of India, http://timesofindia.indiatimes.com, January 18, 2012

 

At a national level TB conference, health officers of Indore city in Madhya Pradesh, India, were recognized for their efforts to curb TB. The city had the best results of 670 districts in achieving the target of the government’s Revised National TB Control Program (RNTCP) for 2011. The target number for testing was 24,728; however, Indore city tested 30,258 patients.  Of those tested, there were 3,278 patients who tested positive for TB, and more than 4,745 patients received DOTS therapy The city achieved a cure of more than 4,434 patients using DOTS. According to Vijay Chajlani, District TB Officer, the district recorded a 94 percent cure rate, a 96 percent conversion rate, and a three percent death rate from TB. Chajlani attributed the achievement to paramedical staff working in the field. He noted that DOTS plus was started in April of 2011, and with the help of paramedical staff, the city was able to exceed the target.

Journal Articles
1. Annals of Tropical Paediatrics. 2011; Volume 31, Number 4: 301-10. Opportunities for Chemoprophylaxis in Children with Culture-Confirmed Tuberculosis; Du Preez, K., Hesseling, A.C., Mandalakas, A.M., Marais, B.J., et al.

 

Click here for PubMed abstract: PubMed
 

Chemoprophylaxis is an effective strategy to prevent progression of TB in vulnerable children who have had contact with an infectious source of TB. However, many operational gaps prevent implementation of routine chemoprophylaxis in high-burden settings. The TB exposure status and disease spectrum in children diagnosed with culture-confirmed TB are described and missed opportunities for chemoprophylaxis are highlighted. All children <13 years of age diagnosed with culture-confirmed TB at a tertiary referral hospital between March 2003 and February 2007 were included. Clinical data were collected from retrospective review of files. TB was classified as pulmonary and extra-pulmonary; disseminated TB included miliary disease and TB meningitis. During the study period, 614 children (327, 53•3% boys, median age 32 months) were diagnosed with culture-confirmed TB. Contact with an infectious adult source case was documented in 333 (54•2%), 237 (71•2%) of whom were <5 years of age, and 24 (7•2%) were HIV-infected and ≥5 years of age. Of those eligible for chemoprophylaxis, missed opportunities were identified in 156/221 (70•6%) children; 127 (81•4%) were <3 years of age, 39 (25%) had disseminated TB and 8 (5•1%) died. The TB source case was the mother or father in 74/156 (47•4%) children. Opportunities for initiation of chemoprophylaxis in vulnerable children following TB exposure are often missed. Awareness should be increased among health care workers and in the community at large regarding the importance of chemoprophylaxis in young and HIV-infected children. Health system strengthening is required to improve delivery of chemoprophylaxis to vulnerable children in close contact with newly diagnosed infectious TB cases.

 

 

2. Antiviral Therapy. 2011; Volume 16, Number 4: 527-34. Efavirenz and Rifampicin in the South African Context: Is There a Need to Dose-Increase Efavirenz with Concurrent Rifampicin Therapy? Orrell, C., Cohen, K., Conradie, F., Zeinecker, J., et al.

 

Click here for PubMed abstract: PubMed
 

Increasing efavirenz (EFV) dose from 600 mg to 800 mg daily has been suggested with concomitant rifampicin (RFN), as induction of cytochrome P450 isoenzymes may reduce EFV plasma concentrations. Individuals from the CIPRA-South Africa cohort taking EFV-based antiretroviral therapy with concomitant TB were dosed with either increased (800 mg) or standard (600 mg) dose EFV during TB treatment. After TB therapy, all individuals took 600 mg EFV. Two mid-dosing interval EFV concentrations were determined from each individual: after 4 weeks of concomitant EFV and RFN therapy, and ≥4 weeks after TB therapy completion. Mid-dosing interval EFV concentrations were compared within individuals using the Wilcoxon signed-rank test. Paired samples were collected from 72 individuals. Overall, 45 (63%) were women and median weight was 59 kg (IQR 52-67). At antiretroviral therapy start, median CD4(+) T-cell count was 114 cells/mm(3) (IQR 37-165), median viral load was 5.5 log (IQR 5.1-5.9). A total of 38 (53%) individuals took 800 mg EFV during TB treatment and 34 (47%) took 600 mg. EFV concentrations in the 800 mg group were higher with RFN (2.9 mg/l [IQR 1.8-5.6]) than without (2.1 mg/l [IQR 1.4-3.0]; P=0.0003). There was no significant difference in EFV concentrations with RFN (2.4 mg/l [IQR 1.2-5.1]) or without (2.2 mg/l [IQR 1.4-3.7]) in the 600 mg group. There was no increase in EFV-linked adverse effects in either group. The proportion of virologically suppressed individuals at 48 weeks was similar in both groups. EFV concentrations were significantly increased in the EFV 800 mg group on RFN. There was no significant decrease in EFV concentrations when on RFN in the 600 mg group. Dose escalation of EFV 600 mg to 800 mg is not required during concomitant TB therapy in South Africa.
 

 

3. Archives of Disease in Childhood. 2011 Sep; Volume 96, Number 9: 851-6. Epub 2011 Mar 30. Prospects for Elimination of Childhood Tuberculosis: The Role of New Vaccines; Hatherill, M.

 

Click here for PubMed abstract: PubMed
 

Control of childhood TB must be considered in the context of active TB disease among adults, who form the main reservoir of transmission. The elimination target of the Stop TB Partnership is a reduction of global incidence to less than one case per million per year by 2050. There is an urgent need for a new, safe and effective TB vaccine that prevents all forms of TB, in all age groups and in HIV-infected people. Bacille Calmette-Guérin (BCG) vaccination protects against disseminated forms of childhood TB, but protection is variable against pulmonary TB and adult disease. Fourteen new TB vaccines have entered human clinical trials, including viral-vectored vaccines, recombinant fusion proteins, recombinant BCG vaccines and inactivated whole or fragmented mycobacteria. Effective pre-exposure and postexposure vaccination, in conjunction with mass campaigns, is the most promising TB control strategy to approach the elimination target by the middle of the 21st century.

 

 

4. The British Journal of Ophthalmology. 2011 Sep; Volume 95, Number 9: 1290-4. Epub 2010 Oct 8. The Use of Positron Emission Tomography/CT in the Diagnosis of Tuberculosis-Associated Uveitis; Doycheva, D., Deuter, C., Hetzel, J., Frick, J.S., et al.

 

Click here for PubMed abstract: PubMed
 

Detection of TB as the underlying disease in uveitis can be problematic because of the limited sensitivity of conventional diagnostic methods, especially in the case of latent infection. This study evaluated the clinical usefulness of (18)F-fluorodeoxyglucose positron emission tomography/CT ((18)F-FDG-PET/CT) in patients with uveitis and positive interferon-γ release assay. The researchers screened 95 patients with different uveitis forms by QuantiFERON TB-Gold test. Positive results were found in 24 cases. (18)F-FDG-PET/CT was performed in 20 QuantiFERON-positive patients. PET/CT images were evaluated for the presence, size, and metabolic activity of hilar and mediastinal lymph nodes and pulmonary lesions. In nine patients (45%) PET/CT detected increased FDG uptake in mediastinal or hilar lymph nodes. In two patients Mycobacterium tuberculosis was detected in culture after PET/CT-guided lymph node biopsy. In seven patients (35%) with serpiginous choroiditis partly calcified lymph nodes without FDG-uptake were found. Remission of uveitis was achieved in nine of 11 (82%) antituberculosis-treated patients with progressive course of uveitis. In QuantiFERON-positive patients with severe uveitis forms, such as serpiginous choroiditis and occlusive retinal vasculitis, (18)F-FDG-PET/CT is useful to identify lesions appropriate for biopsy and helps to establish the diagnosis and appropriate therapy for presumed TB-induced intraocular inflammation.

 

 

5. Canadian Respiratory Journal. 2010 Jul-Aug; Volume 17, Number 4: e81-4. Induced Sputum for the Diagnosis of Pulmonary Tuberculosis: Is It Useful in Clinical Practice? Olsen, S.R., Long, R., Tyrrell, G., Kunimoto, D.

 

Click here for PubMed abstract: PubMed
 

Diagnosing pulmonary TB (PTB) is challenging in patients who are unable to spontaneously expectorate. Published evidence suggests that induced sputum (IS) is the least invasive and most cost-effective method of diagnosis, and should be used before fiber-optic bronchoscopy (FOB). The medical records of 337 adults treated for PTB in northern Alberta between 1997 and 2007 were reviewed to determine whether local practice patterns reflect the evidence. Microbiological data were collected from the Provincial Laboratory for Public Health. Demographic information was collected from the patients' charts. A total of 8.5% (26 of 307) of PTB patients had IS collected, whereas 35.8% (110 of 307) underwent FOB. Among FOB patients, 56.4% (62 of 110) had no sputum sent before the procedure and 29% (18 of 62) of these patients were smear positive. Only five patients referred for FOB had IS sent previously. There were no demographic factors predictive of IS use, whereas being an inpatient at a teaching facility or having a nodule or mass on chest X-ray was predictive of FOB referral. Because so few IS samples were available, not all patients had spontaneously expectorated sputum, IS and FOB tests performed; thus, the calculated yields were not comparable with one another. Despite published evidence recommending IS collection before FOB referral in suspected PTB patients, clinicians in the health region appeared to prefer early FOB over IS by a large margin. This practice pattern is less cost- effective and exposes patients and health care workers to greater risk. Further research is needed to identify the reasons for the underuse of sputum induction.

 

 

6. Clinical Infectious Diseases. 2011 Dec; Volume 53, Number 11: 1067-73. Epub 2011 Oct 21. Molecular Profile of Drug Resistance in Tuberculous Meningitis from Southwest China; Duo, L., Ying, B., Song, X., Lu, X., et al.

 

Click here for PubMed abstract: PubMed
 

Tuberculous meningitis (TBM) is the most severe form of extrapulmonary TB and causes high mortality and morbidity. Isoniazid resistance is strongly predictive of death in patients with TBM. In the present study, using polymerase chain reaction (PCR) and Genotype MTBDRplus line-probe assay, the researchers investigated the drug resistance in patients with TBM living in Southwest China. Results showed that only one-third of patients with TBM had a positive result for Mycobacterium tuberculosis culture from cerebrospinal fluid (CSF). PCR-based detection of M. tuberculosis DNA in CSF is not only an alternative diagnostic approach for TBM, but also can be further used for the detection of drug resistance when combined with the MTBDRplus assay, the results of which were consistent with the classic drug susceptibility test. However, it further provided the molecular profile of the mutations can be conducted much faster than the classic drug susceptibility test can (1 day vs. 30-40 days, respectively). In the studied 30 CSF samples from patients with TMB, the researchers found a rate of 64.29% for isoniazid resistance, 39.29% for rifampicin resistance, and 32.14% for multidrug-resistant TB, which is relatively higher than the reported resistance in pulmonary TB. However, the molecular profile indicated that the most frequently observed mutations in the rpoB and katG genes are also responsible for drug resistance in TBM. Data suggest that the MTBDRplus line-probe assay is capable of detecting drug resistance for the CSF samples that have a PCR-positive result. The researchers recommend PCR-based diagnosis and drug resistance test as routine assays for patients with suspected TBM.

 

 

7. European Journal of Medical Research. 2011 Sep 12; Volume 16, Number 9: 381-4. TB or not TB? Difficulties in the Diagnosis of Tuberculosis in HIV-Negative Immigrants to Germany; Singh, D.D., Vogel, M., Müller-Stöver, I., El Scheich, T., et al.

 

Click here for PubMed abstract: PubMed
 

Immigrants to Germany and their children are at particular risk for TB. Thirty-five patients (10 male / 25 female aged 2 - 59 years (median 33 years) originating mostly from high incidence countries in Asia (19 [54.3%]) in Africa (14 [40.0%]) and East Europe (2 [5.7%]), attended at the Tropical Medicine Unit were analyzed. Primary clinical presentation was most frequently lymphadenitis (13 (37.1%)). Other organs involved included bones (7 [20.0%]), central nervous system (5 [14.3%]), urogenital organs (3 [8.6%]), lung (3 [8.6%]), mediastinum, (2 [5.7%]) and abdomen (2 [5.7%]). ESR was abnormal in 21/28 (75.0%), CRP in 20/35 (57.1%), and protein electrophoresis in 22/26 (84.6%) cases. The tuberculin skin test was strongly positive in all 15 cases where the test had been performed. TB interferon gamma release assay (TB-IGRA) was positive in all 35 cases (100%). PCR for nucleic acids ofMycobacterium (M.) tuberculosis complex was positive in only 7/20 (35.0%) cases. M. tuberculosis was identified in 32/35 (91.4%),M. bovis in 2 (5.7%) cases. One case was diagnosed clinically. All patients were negative for HIV. Typical histopathology was seen in the 29 cases, where biopsies had been taken. Chest X-ray did not reveal specific pulmonary lesions in the majority of cases (22/35 [62.9%]). Diagnosis of TB was mostly delayed (4 to 299 weeks, [median 8]). The most frequent primary suspicion was a malignancy (17/35 [48.6%]) while TB was initially suspected in 5 cases only. Diagnosis of TB is impeded by its multifaceted presentation especially in immigrants.

 

 

8. Expert Review of Molecular Diagnostics. 2011 Jul; Volume 11, Number 6: 643-60. T-SPOT.TB Assay Usage in Adults and Children; Soysal, A., Bakir, M.

 

Click here for PubMed abstract: PubMed
 

The diagnosis and treatment of TB infection is one of the public health priorities. Until recently, diagnosis of TB infection has been based on the tuberculin skin test (TST). However, this is neither 100% sensitive nor specific for the diagnosis of TB infection owing to its many drawbacks. More recently, T-cell-based IFN-γ release assays (IGRAs) have been developed. In this article, the researchers reviewed the clinical performance of one of the IGRAs, T-SPOT.TB assay, for the diagnosis of TB infection in adults and children. They discussed the principle of the assay, its utility in active TB diseases, latent TB infection, and the performance of the test in specialized subgroups of patients, such as immunocompromised individuals. When compared with the TST, the T-SPOT.TB assay has better specificity in bacille Calmette-Guérin-vaccinated individuals, and data suggest that T-SPOT.TB may be more sensitive than the TST. Data in groups at high risk of progression to disease support the idea that T-SPOT.TB performs better than the TST. In addition, application of T-SPOT.TB by using bodily fluids such as cerebrospinal fluid, bronchoalveolar lavage fluid, and pleural fluid may offer new diagnostic approaches in extrapulmonary TB disease. Although IGRAs cannot distinguish active TB disease from latent TB infection, these assays perform better than the TST for the detection of TB infection.

 

 
9. PLoS One. 2011; Volume 6, Number 9: e23733. Epub 2011 Sep 23. Can Interferon-Gamma or Interferon-Gamma-Induced-Protein-10 Differentiate Tuberculosis Infection and Disease in Children of High Endemic Areas? Yassin, M.A., Petrucci, R., Garie, K.T., Harper, G., et al.

 

Click here for PubMed abstract: PubMed
 

Diagnosis of childhood TB is difficult in high TB burden settings. Interferon-gamma-induced protein 10 (IP10) has been suggested as a marker of TB infection and disease, but its ability to differentiate the two conditions remains uncertain. This study described Interferon-gamma (INFγ) and IP10 expression in children with TB infection and disease and controls to assess their potential to differentiate latent and active TB disease. This was a cross sectional study of 322 1-15 year-old children with symptoms of TB (28 confirmed, 136 probable and 131 unlikely TB), 335 children in contact with adults with pulmonary TB, and 156 community controls in Southern Ethiopia. The Tuberculin Skin Test (TST) and Quantiferon-In-Tube (QFT-IT) were performed. INFγ and IP10 were measured in plasma supernatants. Children with confirmed and probable TB and contacts were more likely to have TST+ (78.6%, 59.3% and 54.1%, respectively) than children with unlikely TB (28.7%) and controls (12.8%) (p<0.001). Children with confirmed TB (59.3%) and contacts (44.7%) were more likely to have INFγ+ than children with probable (37.6%) or unlikely TB (28.1%) and controls (13.1%) (p<0.001). IP10 concentrations were higher in INFγ+ children independently of TST (p<0.001). There was no difference between IP10 concentrations of children with confirmed TB and contacts (p = 0.8) and children with and without HIV (p>0.1). INFγ and IP10 can identify children with TB infection and disease, but cannot differentiate between the two conditions. HIV status did not affect the expression of IP10.

 

 

10. PLoS One. 2011; Volume 6, Number 9: e24789. Epub 2011 Sep 22. Analytical Performance of the Roche LightCycler® Mycobacterium Detection Kit for the Diagnosis of Clinically Important Mycobacterial Species; Omar, S.V., Roth, A., Ismail, N.A., Erasmus, L., et al.

 

Click here for PubMed abstract: PubMed
 

The LightCycler® Mycobacterium Detection Kit based on real-time PCR technology for the detection of Mycobacterium tuberculosis, Mycobacterium avium and Mycobacterium kansasii was recently developed. This study evaluated its analytical sensitivity, specificity, and reproducibility. Plasmid standards were prepared and used to determine the limit of detection. The assay was also performed against organisms other than mycobacteria, other mycobacterial strains, and interfering substances to exclude cross-reactivity and interference. Reference standards were prepared and tested to assess the assay's reproducibility. All PCR assays were performed using the LightCycler® 2.0 Instrument. The detection limit for M. tuberculosis was 28 copies per microlitre. Neither cross-reactivity nor interference occurred with non-mycobacterial organisms and substances tested. Overall reproducibility for consecutive measurements, run-to-run, lot-to-lot, day-to-day, and laboratory-to-laboratory achieved a coefficient of variance of less than two percent. The LightCycler® Mycobacterium Detection kit has been shown to be a robust and accurate assay with the potential to be used as a rapid TB diagnostic test.

 

 

11. PLoS One. 2011; Volume 6, Number 5: e20175. Epub 2011 May 31. Evaluation of Combined LED-Fluorescence Microscopy and Bleach Sedimentation for Diagnosis of Tuberculosis at Peripheral Health Service Level; Bonnet, M., Gagnidze, L., Guerin, P.J., Bonte, L., et al.

 

Click here for PubMed abstract: PubMed
 

Sputum microscopy is the only diagnostic for TB available at peripheral levels of health service in resource-poor countries. Its sensitivity is reduced in high HIV-prevalence settings. Sodium hypochlorite (NaOCl) specimen sedimentation prior microscopy and light-emitting diode (LED)-fluorescence microscopy (FM) can individually improve performance of microscopy. This study evaluated the performance of combined LED-FM and NaOCl sputum sedimentation for TB detection at peripheral level of health services. A prospective study was conducted in an urban health clinic in Nairobi, Kenya. Three sputum specimens were collected over 2 days from consecutive TB suspects. Smears were prepared and stained with auramine O and Ziehl-Neelsen (ZN) methods. Bleach (3.5%) was added to the remaining specimen before overnight sedimentation at room temperature. Auramine O staining was performed on smears of sediment. A 4(th) specimen was collected for TB culture. Auramine smears were read under the same microscope as used for ZN smears, but equipped with the LED FluoLED™ fluorescence illuminator. There were 497 patients, and 1,394 specimens collected. The yield of positive specimen was significantly increased after NaOCl sedimentation (24.9%) compared to direct LED-FM (20.6%) and direct ZN (20.3%). In detecting smear-positive patients, sensitivity was 78.5% for LED-FM after NaOCl sedimentation compared to 73.2% and 72.0% for direct LED-FM (P = 0.06) and direct ZN (P = 0.06), respectively. Specificity was 87.8% for LED-FM after NaOCl sedimentation compared to 96.7% and 95.9% for direct LED-FM (P<0.01) and direct ZN (P<0.01), respectively. Inter-reading agreement (kappa = 0.7) and technicians' acceptability were good. NaOCl sedimentation did not improve the performance of LED-FM in the diagnosis of pulmonary TB at peripheral health service level.

 

 

12. Risk Analysis. 2011 Jun; Volume 31, Number 6: 930-9. doi: 10.1111/j.1539-6924.2010.01552.x. Epub 2010 Dec 22. A Probabilistic Transmission Model to Assess Infection Risk from Mycobacterium tuberculosis in Commercial Passenger Trains; Chen, S.C., Liao, C.M., Li, S.S., You, S.H.

 

Click here for PubMed abstract: PubMed
 

The objective of this research was to characterize the risk of infection from airborne Mycobacterium tuberculosis bacilli exposure in commercial passenger trains, based on a risk-based probabilistic transmission modeling. The researchers investigated the TB infection risks among commercial passengers by inhaled aerosol M. tuberculosis bacilli and quantified the patterns of TB transmission in Taiwan High Speed Rail (THSR). A deterministic Wells-Riley mathematical model was used to account for the probability of infection risk from M. tuberculosis bacilli by linking the cough-generated aerosol M. tuberculosis bacilli concentration and particle size distribution. The researchers found that (i) the quantum generation rate of TB was estimated with a lognormal distribution of geometric mean of 54.29 and geometric standard deviation of 3.05 quantum/h at particle size ≤ 5 μm and (ii) the basic reproduction numbers (R(0) ) were estimated to be 0.69 (0.06-6.79), 2.82 (0.32-20.97), and 2.31 (0.25-17.69) for business, standard, and nonreserved cabins, respectively. The results indicate that commercial passengers taking standard and nonreserved cabins had higher transmission risk than those in business cabins based on conservatism. Results also reveal that even a brief exposure, as in the bronchoscopy cases, can also result in a transmission when the quantum generation rate is high. This study could contribute to a better understanding of the dynamics of TB transmission in commercial passenger trains by assessing the relationship between TB infectiousness, passenger mobility, and key model parameters such as seat occupancy, ventilation rate, and exposure duration.
 

 

13. Thorax. 2011 Aug; Volume 66, Number 8: 669-73. Epub 2011 May 31. High Prevalence of Subclinical Tuberculosis in HIV-1-Infected Persons without Advanced Immunodeficiency: Implications for TB Screening; Oni, T., Burke, R., Tsekela, R., Bangani, N., et al.

 

Click here for PubMed abstract: PubMed
 

The prevalence of asymptomatic TB in recently diagnosed HIV-1-infected persons attending pre-antiretroviral therapy (ART) clinics is not well described. In addition, it is unclear if the detection of Mycobacterium tuberculosis in these patients clearly represents an early asymptomatic phase leading to progressive disease or transient excretion of bacilli. This study described the prevalence and outcome of subclinical TB disease in HIV-1-infected persons not eligible for ART. The study was conducted in 274 asymptomatic ART-naïve HIV-1-infected persons in Khayelitsha Day Hospital, Cape Town, South Africa. All participants were screened for TB using a symptom screen and spoligotyping was performed to determine genotypes. The prevalence of subclinical TB disease was 8.5% (95% CI 5.1% to 13.0%) (n=18; median days to culture positivity 17&emsp14;days), with 22% of patients being smear-positive. Spoligotyping showed a diverse variety of genotypes with all paired isolates being of the same spoligotype, effectively excluding cross-contamination. Fifty-six percent of patients followed up developed symptoms 3 days to 2 months later. All were well and still in care 6-12 months after TB diagnosis; 60% were started on ART. A positive tuberculin skin test (OR 4.96, p=0.064), low CD4 count (OR 0.996, p=0.06), and number of years since HIV diagnosis (OR 1.006, p=0.056) showed trends toward predicting TB disease. This study found a high prevalence, but good outcome (retained in care), of subclinical TB disease in HIV-1-infected persons. The results suggest that, in high HIV/TB endemic settings, a positive HIV-1 test should prompt TB screening by sputum culture irrespective of symptoms, particularly in those with a positive tuberculin skin test, longer history of HIV infection, and low CD4 count. Operational difficulties in resource-constrained settings with respect to screening with TB culture highlight the need for rapid and affordable point-of-care tests to identify persons with clinical and subclinical TB disease.

 

 

14. The Tohoku Journal of Experimental Medicine. 2011; Volume 224, Number 3: 189-93. Whole-Blood Interferon-Gamma Release Assay for Diagnosis of Tuberculous Lymphadenitis; Kim, Y.K., Uh, Y., Lee, N.S., Cho, M.Y., et al.

 

Click here for PubMed abstract: PubMed
 

TB remains a major problem for much of the world. Tuberculous lymphadenitis is the most common type of extrapulmonary TB, although a difficult invasive procedure is required for its diagnosis. The researchers evaluated the usefulness of the whole-blood interferon-gamma release assay (IGRA) for diagnosis of tuberculous lymphadenitis. From January 2008 to October 2010, 108 patients underwent lymph node biopsy and the IGRA concurrently in Wonju Christian Hospital, Yonsei University Wonju College of Medicine. Among the patients, 27 were diagnosed with tuberculous lymphadenitis and 81 were diagnosed with non-tuberculous lymphadenitis. The diagnostic performances of the IGRA were evaluated. The median patient age was 33 years (interquartile range [IQR] 23.5 to 48 years), and 28 (25.9%) patients were male. No patient was administered immunosuppressive agents such as high-dose steroids or underwent chemotherapy within 90 days before the IGRA test. The IGRA was positive in 25 of 27 patients with tuberculous lymphadenitis and in 13 of 81 patients with non-tuberculous lymphadenopathy. Therefore, the sensitivity of IGRA was 92.6% (95% CI, 82.0 to 100), and the specificity was 80.2% (95% CI, 71.4 to 89.1). In the patients with positive IGRA results, the INF-γ concentration was significantly higher in the patients with tuberculous lymphadenitis compared to that in the patients without tuberculous lymphadenitis (15.58 [IQR 6.87 to 45.10] IU/mL versus 0.97 [IQR 0.65 to 2.41] IU/mL, p < 0.001). In conclusion, the IGRA is helpful for the diagnosis of tuberculous lymphadenitis.

 

 

15. Vaccine. 2011 Jun 10; Volume 29, Number 26: 4316-21. Epub 2011 Apr 27. Phenotypic Variability in Childhood TB: Implications for Diagnostic Endpoints in Tuberculosis Vaccine Trials; Mulenga, H., Moyo, S., Workman, L., Hawkridge, T., et al.

 

Click here for PubMed abstract: PubMed
 

The endpoint definition for infant TB vaccine trials should match the TB disease phenotype expected in the control arm of the study population. This study analyzed selected combinations of the clinical, radiological, and microbiological features of pulmonary TB among children investigated under vaccine trial conditions, to estimate case frequency for a range of expected TB phenotypes. Two thousand one hundred and eighty five South African children were investigated over a nine-year period (2001-2009). Evidence of TB exposure and classical symptoms were several times more common than chest radiography (CXR) compatible with TB, or positiveMycobacterium tuberculosis culture. Discordance between clinical, radiological, and microbiological features was common in individual children. Up to one third of children with compatible CXR, and up to half the children who were M. tuberculosis culture positive, were asymptomatic. The culture positive rate fell over time, although rates of TB exposure and compatible chest radiography increased. Consequently, the annual incidence of diagnostic combinations that included M. tuberculosi,s culture fell to <0.2%. However, in this study population (children <2 years of age), annual incidence of the TB disease phenotype that included the triad of TB exposure, symptoms, and compatible CXR, approached 1% (n=848 per 100,000). These findings allow modeling of expected TB case frequency in multi-center infant TB vaccine trials, based upon benchmarking of diagnostic data against the key indicator variables that constitute the building blocks of a trial endpoint.

Job Announcements
All job announcements will be posted for two months. Please notify us if a job is filled before the end of the two-month posting period, and we will remove the job announcement. Thank you. 
 

 

1. Chief of Party, TB CARE II    
Sponsor: Partners In Health (PIH)
 

Location: Malawi

 

The Chief of Party will have technical and management responsibility for ensuring the overall achievement of results and coordination with USAID/Malawi, the National TB Programme, USAID implementing partners, and other key stakeholders. S/he will be responsible for the successful implementation of the project and for providing general program and technical direction as well as completion of required reports. S/he will report to the Country Director, PIH-Malawi and TB Team Leader, Partners in Health (PIH.)

 

Duties and responsibilities: specific responsibilities include but will not be limited to (1) oversee rapid project scale-up, including building relationships with key stakeholders, communicating frequently with USAID, URC  and PIH Boston, and working with existing and new project team in Malawi; (2) ensure good coordination with the Ministry of Health and other USAID projects and partners to capitalize on synergies and attain cost efficiencies; (3) lead development of the annual work plan and budget, as well as quarterly and annual reports; (4) oversee the implementation and monitoring of the project and provide general program and technical direction; (5) together with the TB CARE team, identify issues or challenges to effective implementation of work plan activities, and develop solutions or strategies to address the challenges; (6) consult with other consortium staff for guidance on program development, implementation, and evaluation; (7) act as a point person and technical assistant on TB control matters for NTP, GOM, donors and partners in-country; (8) represent PIH on national working groups and task forces as appropriate and maintain contacts with other organizations working in TB control; (9) support USAID rules and regulations related to the sub-agreement, ensuring that PIH’s financial control and systems comply with generally accepted accounting practices that meet USAID standards, and that all activity-procured materials and equipment are safeguarded and responsibly used; (10) represent PIH at conferences, in meetings with national TB programs, technical partners and elsewhere; and (11) supervise and provide training and mentoring to TB CARE project staff in Malawi.

 

Qualifications: (1) advanced degree (MD or PhD) in a relevant field plus minimum three years of experience in implementation and management of international health development projects, specifically with TB and HIV/AIDS components; (2) proven ability to manage complex projects in TB and TB/HIV; (3) excellent bridge-building skills with demonstrated ability to work successfully with NTPs, National Governments and Ministries of Health, USG, donors, partners, consultants, and culturally diverse staff in delivery of project results in a timely manner; (4) demonstrated knowledge of TB program management principles and technical expertise in TB control; (5) knowledge of USAID and PEPFAR regulations and procedures pertaining to activity design/implementation and experiences as Chief of Party; (6) proven skills in community engagement; (7) experience in training and supervision; (8) excellent oral presentation and written communication skills; (9) ability to manage and resolve conflicts; (10) willingness to travel in Malawi as needed; (11) prior experience working in Africa and in resource-limited settings required; and (12) familiarity with HIV/TB a plus.

 

To apply, all job applications are only accepted through Partners In Health’s job postings on the Partners In Health website athttp://www.pih.org/pages/employment/openings/ . You must apply via the Partners in Health website. Please let PIH know if you have any questions. 

 

 

2. Coordinator II (Data Coordinator)     
Sponsor: Harvard Medical School, Global Health and Social Medicine
 

Location: Boston, Massachusetts

 

Auto req ID: 25015BR

 

Duties and Responsibilities:

 

This position will support execution of a Phase II randomized, controlled, doubleblinded clinical trial to evaluate the potential for higher-than-standard doses of rifampin to shorten standard treatment for tuberculosis. The three-year study, entitled Randomized Trial of High-Dose Rifampin in Patients with New Smear-Positive TB (HIRIF), is funded through a cooperative agreement between US NIH/NIAID and the Department of Global Health and Social Medicine (DGHSM) with co-investigators at other institutions in the US and UK. The study will be run out of the HIRIF study

center at Harvard; study participants will be enrolled in Peru.

 

In close collaboration with the coordinators at the sites and the PIs, statistician, programmer, and project manager, the Data Coordinator will be responsible for completing the study data management plan; developing data management flow; coordinating data entry system design; validating and documenting data systems; development of case report forms; development of reporting systems for generating, tracking, reviewing and resolving data discrepancies; data cleaning; locking archiving; elaborating procedures and work instructions for all data-related study components. S/he will ensure that data management procedures are fully compliant with International Conference on Harmonization (ICH) requirements for Good Clinical Practice and US Food and Drug Administration (FDA) guidance. S/he will be responsible for training and supervising the data coordinators at the project sites and will also work closely with the OpenMRS programming team in database development, validation, and maintenance. S/he will also be responsible for data collection, management, and quality for data entered at collaborating sites (e.g., pharmacokinetic data, microbiology quality control, etc.). S/he will work with the study programmer to conduct statistical analyses to verify quality of data received as well as perform descriptive analysis and provide reports to study team and safety monitoring committee, consulting, as needed, with investigators. Development of the final study database will be done in collaboration with the statisticians and the Principal Investigator.

 

Basic Qualifications:

 

College degree strongly preferred or an equivalent of education plus relevant business experience. 3-5 years of data management experience (including data base design, validation and maintenance) compliant with ICH and FDA requirements.

 

This is a 12-month, grant funded position, subject to renewal contingent on funding.


Interested candidates can search for this position and apply through Harvard University's External Talent Gateway at: http://www.employment.harvard.edu/ using the AutoReqID 25015BR.

 

 

3. Project Manager      
Sponsor: Harvard Medical School, Global Health and Social Medicine
 

Location: Boston, Massachusetts

 

Auto req ID: 25003BR

 

Duties and Responsibilities:

 

This position will support the execution of a Phase II randomized, controlled, doubleblinded clinical trial to evaluate the potential for higher-than-standard doses of rifampin to shorten standard treatment for tuberculosis. The three-year study, entitled Randomized Trial of High-Dose Rifampin in Patients with New Smear-Positive TB (HIRIF), is funded through a cooperative agreement between US NIH/NIAID and the Harvard Medical School Department of Global Health and Social Medicine (DGHSM) with co-investigators at other institutions in the US and UK. The study will be run out of the HIRIF study center at Harvard; study participants will be enrolled in Peru. Receiving general direction from the co -Principal Investigators (co-PIs ), PIs, the project manager will work closely with the study coordinator and be responsible for all activities necessary to start, activate, conduct, and close out the protocol at all study sites. The incumbent will support day-to-day implementation of the study protocol in Peru and is the key liaison among the co-PIs, co-investigators, the Peru PI, industry sponsor, and NIAID staff.

 

The project manager will provide direct supervision and is responsible for the conduct, operations, and results of Harvard-based HIRIF staff including a research assistant/research coordinator, data manager, and translator. S/he will also oversee work performed by consultant hired to complete IND submission. The individual will oversee procurement and shipping of supplies, equipment, and medications as needed; arrange travel, accommodation and coordination of meetings and site visits.

 

Basic Qualifications:

 

BA degree and 5 to 7 years of clinical research experience required, including both regulatory management experience and international multi center trials. The individual must be proficient in Spanish. This individual must have 1 to 3 years of previous supervisory experience and a proven track record in leading teams and projects.

 

This is a 12-month, grant funded position, subject to renewal contingent on funding.


Interested candidates can search for this position and apply through Harvard University's External Talent Gateway at: http://www.employment.harvard.edu/ using the AutoReqID 25003BR.

 

 

4. Coordinator II (Study Coordinator)    
Sponsor: Harvard Medical School, Global Health and Social Medicine
 

Location: Boston, Massachusetts

 

Auto req ID: 25016BR

 

Duties and Responsibilities:

 

This position will support execution of a Phase II randomized, controlled, doubleblinded clinical trial to evaluate the potential for higher-than-standard doses of rifampin to shorten standard treatment for tuberculosis. The three-year study, entitled Randomized Trial of High-Dose Rifampin in Patients with New Smear-Positive TB (HIRIF), is funded through a cooperative agreement between US NIH/NIAID and the Department of Global Health and Social Medicine (DGHSM) with co-investigators at other institutions in the US and UK. The study will be run out of the HIRIF study center at Harvard; study participants will be enrolled in Peru.

 

The Study Coordinator will coordinate all clinical and regulatory aspects of the study. Working closely with the PIs, site co-investigators, site coordinators, and study project manager, the individual will ensure that all study procedures are implemented according to protocol. With the clinical PI and co-investigators s/he will develop the clinical standard operating procedures and participate in the development of CRFs. S/he will be in regular, direct communication with the clinical and project management teams to provide guidance and support throughout the study and will provide training and supervision for the nurses, treatment supporters, and pharmacy staff at the study sites. This will include physical exams, symptom review, adverse event assessments, pharmacokinetic sampling, sputum collection for microbiologic testing, consenting procedures, packaging and distribution of study drugs, local transfer and international shipping of study samples. This will involve travel to South America (<=3 trips/year) and regular phone, Skype and email communication. The study coordinator will provide guidance to local nurses in identifying, preventing, solving complex/recurring patient care, recruitment, or retention problems. Particular support will be provided for the relationship among study nurses, treatment supporters, and study participants. S/he may review and authorize all enrollment requests submitted. S/he will participate in investigators’ meetings and have the opportunity to participate in development of manuscripts and talks to disseminate study findings. Study coordinator will manage regulatory process, including responsibility for maintaining appropriate standing with IRBs supervising all collaborating and enrolling sites. The incumbent is the key liaison among the study team, IRBs, and regulatory agencies. S/he will receive reports of adverse events, serious adverse events, and protocol deviations from participating sites; ensure timely review with clinical PI, and coordinate timely reporting to IRBs and other relevant authorities.

 

Basic Qualifications:

 

College degree strongly preferred or an equivalent of education plus relevant business experience. Five or more years of related clinical research experience, including studies done under IND required.

 

This is a 12-month, grant funded position, subject to renewal contingent on funding.


Interested candidates can search for this position and apply through Harvard University's External Talent Gateway at: http://www.employment.harvard.edu/ using the AutoReqID 25016BR.

Upcoming Conferences, Trainings, and Other Events
Find up-to-date information on TB-related conferences, US training opportunities, and other events at the DTBE Monthly Calendar.
 

 
1. Advanced TB Diagnostic Research            NEW
Sponsor: McGill University

Dates: July 9 - 13, 2012

Location: Montreal, Canada

 
Registration deadline: March 1, 2012

 
This advanced course will cover the principles behind diagnostic research, diagnostic study designs, sources of bias, and value chain for TB diagnostics development. Also, critical appraisal of diagnostic studies and conventional and advanced methods for systematic reviews (meta-analyses) of diagnostic tests will be presented, along with the GRADE approach to diagnostic policies.  Recently there is growing appreciation that "test accuracy research" focused on sensitivity and specificity is not necessarily the same as "diagnostic research." There is also a clearly felt need to go beyond test accuracy and evaluate accuracy of diagnostic algorithms (rather than single tests) and their relative contributions to the health care system, incremental value of new tests, impact of new tests on clinical decision-making and therapeutic choices, cost-effectiveness in routine programmatic settings, and impact on patient-important outcomes. This course will introduce multivariable approaches to diagnostic research, and cover alternative designs that evaluate patient outcomes, including the diagnostic RCT and implementation research. The course will also cover mathematical modeling and costing and cost-effectiveness studies.

 

To apply, request a registration form from Ms. Danielle Bastien at RECRU, Montreal Chest Institute. E-mailDanielle.bastien@mcgill.ca.

 

For more information, contact the Course Coordinator, Dr. Madhukar Pai. E-mail madhukar.pai@mcgill.ca; telephone 514-398-5422; fax: 514-398-4503; or visit the website at http://www.teachepi.org/courses/advtb.htm.

 

 
2. TB Intensive Workshop          NEW
Sponsor: New Jersey Medical School, Global Tuberculosis Institute

Dates: May 1 – 4, 2012

Location: Newark, New Jersey

 

This workshop will provide comprehensive information on the diagnosis, treatment, and management of TB. Clinicians who work in health departments, hospitals, correctional facilities, community health settings, long term care facilities, or college health centers will benefit from attending. The format will include lectures, interactive case discussions, and small group work.

 

For more information, contact Anita Khilall. E-mail khilalan@umdnj.edu, or visit the website at http://www.umdnj.edu/globaltb/courses/brochures/2012/tbintensive-may.html .

 

 

3. Targeted Testing and Treatment of Latent TB Infection: An Online Presentation (60 minutes)
Sponsor: The Francis J. Curry National Tuberculosis Center

 

This slide presentation is presented by L. Masae Kawamura, M.D., TB Controller of the San Francisco Department of Public Health and co-principal investigator of the Francis J. Curry National TB Center/UCSF. Dr. Kawamura explores the diagnosis and treatment of LTBI, including the rationale for TB screening and what is meant by "targeted testing," risk factors for TB, the tuberculin skin test and new interferon gamma release assays (IGRAs), current LTBI treatment guidelines, and how to counsel and motivate patients. This slide presentation with streaming audio provides information on how to effectively target test for TB as well as how to treat latent TB infection (LTBI). A question and answer guide, a printable PowerPoint slide file, and other useful resources are also included as supplemental materials.

 

For more information, visit http://www.nationaltbcenter.ucsf.edu/testing_ltbi/ .

 

 

4. Practical Solutions for TB Infection Control: Infectiousness and Isolation       
Sponsor: Francis J. Curry National Tuberculosis Center

Location: Online Course

Length: 60 minutes

 

This 60-minute Flash presentation with streaming audio provides information on how to determine whether a TB patient is infectious and demonstrates practical ways to prevent TB transmission in the clinic, in transit, and in the patient's home. Throughout the training, interactive questions allow participants to test and apply what has been learned. At the end of the presentation, there is a list of additional resources that includes links to further written information as well as links to the Regional Training and Medical Consultation Centers (RTMCCs).

 

For further assistance, contact Francis J. Curry National Tuberculosis Center. E-mail tbcenter@nationaltbcenter.ucsf.edu; telephone (415) 502-4600; or fax (415) 502-4620.

 

For a course description, visit http://www.nationaltbcenter.ucsf.edu/tbicweb/ .

 

 

5. Legal Interventions in TB Control: A Web-Based Seminar 
Sponsor: New Jersey Medical School Global Tuberculosis Institute

Location: Web-Based Seminar

 

This web-based seminar, presented by the Global TB Institute, was originally held on September 11, 2007 and explored successful and innovative approaches to implementing legal interventions in TB control programs in the US. Experts shared legal and ethical considerations, as well as hands-on experiences, practical steps, and legal tools that can be used to improve outcomes of case management, treatment outcomes, and contact investigations. Points were illustrated using lectures and case presentations

 

Please follow the link below to view this web-based seminar:

http://www.umdnj.edu/globaltb/audioarchives/legal.htm .

 

 

6. Engaging the Private Sector in TB Prevention: A National Webinar   
Sponsor: The Curry International Tuberculosis Center

Date: January 25, 2012

Location: Nationwide, USA

 

This webinar's target audience is public health personnel who are working to transition the diagnosis and care of LTBI patients to community/private health providers. The goal of the course is to provide tools, strategies, and other resources to assist State and local health departments get community/private health providers prepared to diagnose and care for LTBI patients.

 

Enrollment is limited, and pre-registration is required. Application deadline: January 6, 2012. Registration is free of charge. Continuing education credits are available.

 

For more information, including the participant application, group viewing information, and system requirements, visit the Web site athttp://www.currytbcenter.ucsf.edu/training/nationalwebinar.cfm.

 

 

7. TB Among the Homeless: Dealing with Unique Challenges  
Sponsor: New Jersey Medical School, Global Tuberculosis Institute

Date: February 7, 2012

Location: Nationwide, US

 

This web-based seminar will address the need for effective strategies in working with homeless persons. The format will include an overview of homelessness and TB in the US, perspectives from a TB control program and an agency that provides services to homeless persons, as well as a case study.

 

For more information, contact Bill Bower, E-mail: blb3@columbia.edu; or access the Web site: http://www.umdnj.edu/globaltb/courses/brochures/2012/tbamonghomeless.html .

 

 

8. Tuberculosis Clinical Intensive      
Sponsor: Curry International Tuberculosis Center

Dates: February 14 – 16, 2012

Location: San Francisco, California

 

This three-day course is designed for physicians and other licensed medical professionals who diagnose and treat TB. The course will cover epidemiology of TB; diagnosis, management, and treatment of TB; transmission and pathogenesis; TB and HIV coinfection; TB targeted testing and laboratory testing; pediatric TB; treatment of latent TB infection; multiple drug resistance; legal and ethical issues in TB control; and TB radiology.

 

Enrollment is limited, and pre-registration is required. There is no fee for this course. Continuing education credits are available. 

 

For a complete course description and application information, visit http://www.currytbcenter.ucsf.edu/training/tb_clinical_intensive.cfm .

 

 

9. Advances in the Diagnosis and Treatment of Tuberculosis: 16th Conference of the Union North America Region Pre-Workshop   
Sponsors: International Union Against Tuberculosis and Lung Disease - North America Region (IUATLD-NAR). Heartland National TB Center. Curry International Tuberculosis Center.

Date: February 22, 2012

Location: San Antonio, Texas

 

The goal of the pre-conference is to enhance the expertise of providers in the diagnosis and treatment of their patients with, or at risk of, TB. This course is intended for clinicians who diagnose and treat active TB and LTBI. The following topics will be covered: cost-effectiveness of short course treatment for LTBI; clinical predictors of TB relapse; molecular detection of drug resistance; effective collaboration between the clinician, the program, and the lab in diagnosis of MDR TB; and the impact of automated molecular diagnostics on the initiation of TB treatment.

 

Information on NAR's 16th annual conference is available at http://www.bc.lung.ca/association_and_services/union.html .

 

For more information about workshop content, e-mail: Mary.Long@uthct.edu; about registration issue, e-mailEdgar.Salinas@uthct.edu; or access the Website at http://www.heartlandntbc.org/temp/RTMCC-NSTC%20Brochure%202012.pdf.

 

 

10. The Union North America Region Meeting: 16th Annual Conference   

Sponsor: The Union Against Tuberculosis and Lung Disease (The Union)

Dates: February 23 – 25, 2012

Location: San Antonio, Texas

 

The 16th Annual Conference of the International Union Against Tuberculosis and Lung Disease will be held February 23-25, 2012, in San Antonio, Texas, USA. The secretariat welcomes the submission of abstracts for poster and oral presentations of research on all aspects of TB control, including epidemiologic, clinical, basic science, nursing, social, behavioral, psychosocial, and educational studies, or outcomes of

program initiatives.

 

For more information, visit http://www.bc.lung.ca/association_and_services/union.html .

 

 

11. Tuberculin Skin Test Train-the-Trainer Course
Sponsor: Southeastern National Tuberculosis Center (SNTC)

Dates: March 9, 2012

Location: Lantana, Florida

 

This one-day skill-building course provides the knowledge needed to plan, teach, and evaluate a Mantoux Tuberculin Skin Test (TST) course. The course content consists of skills for planning and conducting a TST training, including adult learning principles and teaching strategies. The curriculum is provided through lecture and participatory activities, and will be comprised of practicum in TST administration and reading and instructional skills demonstration

 

Registration Fee: $50. Registration is limited to 15. Registration is available online at

http://sntc.medicine.ufl.edu/training.aspx.

 

For more information, contact Karen Simpson. E-mail karen.simpson@medicine.ufl.edu; phone (352) 273-7682, toll free (888) 265-7682; or access the website at http://sntc.medicine.ufl.edu/Training.aspx .

 

 

12. Philadelphia TB Update         
Sponsor: New Jersey Medical School Global Tuberculosis Institute

Date: March 21, 2012

Location: Philadelphia, Pennsylvania

 

This half-day course will provide clinicians and TB program staff with updated information, including current TB trends in Philadelphia, new diagnostics and treatment regimens, pediatric TB, contact investigations, and working with foreign-born populations.

 

For more information, contact Bill Bower. E-mail blb3@columbia.edu; or access the Web site at http://www.umdnj.edu/globaltb/courses/brochures/2012/phillytbupdate.html .

 
 
13. 8th Tuberculosis Symposium   

Sponsor: TB Symposium Planning Committee

Dates: March 22-23, 2012

Location: Edmonton, Canada

 

Abstract submission deadline: February 3, 2012. Registration deadline: March 15, 2012. Professional Fee: $400. Health Student Fee: $200

 

The theme of this symposium, "Tuberculosis: The Circle of Care," is devoted to the epidemiology that drives programming, newly emerging science, client perspectives, and local TB control endeavors. Every second year, the Tuberculosis Symposium presents a quality learning experience for TB health professionals. The objective for the symposium speakers is to apprise the delegates of current trends in the epidemiology of TB in Canada and throughout the world; be aware of current techniques and technology in diagnosis, management, and treatment; identify strategies to improve prevention, service delivery, clinical practice, and accessibility; and engage in active dialogue with expert TB researchers, clinicians, and decision makers. 

 

For more information, contact Norma Jean Olivier, Symposium Coordinator. E-mail tbconference@shaw.ca; phone (780) 988-0707; fax (780) 628-0608; or access the Web site at http://www.tbconference.ca/index.html .

 

 

14. NYC Annual TB Conference                     
Sponsor: New Jersey Medical School, Global Tuberculosis Institute

Date: March 23, 2012

Location: Queens, New York

 

This one day conference will be held in commemoration of World TB Day to address TB prevention and control efforts in New York City. Nurses and physicians will receive updates on TB in foreign-born persons, laboratory diagnosis of TB, new modalities in the treatment of latent TB infection, as well as other special topics.

 

For more information, contact Anna Sevilla, E-mail: samedoan@umdnj.edu; or access the Web site: http://www.umdnj.edu/globaltb/courses/brochures/2012/nycannualconf.html .

 

 

15. The Denver TB Course          
Sponsor: National Jewish Health

Dates: April 11 – 14, 2012

Location: Denver, Colorado

 

The purpose of this course is to present knowledge about the management of TB to general internists, public health workers, infectious diseases and chest specialists, registered nurses, and other healthcare providers who will be responsible for the management and care of patients with TB. The course content includes Clinical TB, Public Health, and Bacteriology.

 

Pre-registration is required. Early registration is advised because the courses are frequently fully subscribed. Continuing education credits are available.

 

For more information, contact Nicole Austin Ross, National Jewish Health. E-mail rossn@njhealth.org; phone (303) 398-1110; fax(303) 270-2239; or access the Web site at http://www.nationaljewish.org/education/pro-ed/events/tb-course/ .

 

 

16. Maryland TB Today           
Sponsor: New Jersey Medical School, Global Tuberculosis Institute

Dates: April 17 - 18, 2012

Location: Marriottsville, Maryland

 

This two-day course will cover new and emerging topics related to TB prevention and control. It is intended for health care providers who have at least 4-6 months experience in TB control, but veteran staff from low incidence areas may attend to update their knowledge and skills. Topics will be covered by locally recognized TB experts from local TB clinics, health departments, academic institutions, laboratory, and research settings. Lectures will be combined with interactive discussions and exercises as well as ample opportunity for networking.

 

For more information, contact Nickolette Gaglia by e-mailing ngaglia@hria.org; or access the web site athttp://www.umdnj.edu/globaltb/courses/brochures/2012/mdtbupdate.html .

 

 

17. Drug Resistance and Persistence in Tuberculosis     
Sponsor: Keystone Symposia on Molecular and Cellular Biology

Dates: May 3 – 18, 2012

Location: Kampala, Uganda

 

Early registration deadline: March 13, 2012

 

This meeting on Drug Resistance and Persistence in TB aims to bring together basic and clinical researchers and public health experts from diverse backgrounds to explore the following: (1) the fundamental biology underlying genetic and phenotypic drug-resistance in TB; (2) progress in expanding capacity in high-burden settings to perform drug susceptibility testing; (3) identification of novel drug targets; (4) innovative strategies for drug discovery; and (5) advances in developing multi-drug regimens that will be effective against currently drug-resistant as well as drug-sensitive strains of M. tuberculosis. Investigators from outside the TB field will be included to provide new perspectives and stimulate fresh approaches for tackling this global public health priority.

 

Abstract & Scholarship deadline: January 13, 2012

 

For more information, contact Keystone Symposia. E-mail info@keystonesymposia.org; phone (800) 253-0685 or (970) 262-1230; fax (970) 262-1525; or access the Web site at http://www.keystonesymposia.org/ .

 

 

18. ATS 2012 International Conference              
Sponsor: American Thoracic Society (ATS)

Dates: May 18 – 23, 2012

Location: San Francisco, California

 

The 2012 American Thoracic Society International Conference will take place May 18-23, 2012 in San Francisco, California. More than 400 sessions will provide a comprehensive review of the latest information on the diagnosis and treatment of respiratory diseases, critical illnesses, and sleep disorders. In addition, more than 5,500 scientific research abstracts and clinical case reports will be presented, giving attendees new perspectives on the clinical, basic science, and translational discoveries that will shape the future of adult and pediatric respiratory care.

 

For more information contact ATS, E-mail: conference@thoracic.org; Phone: (212) 315-8652; or access the Web site:http://conference.thoracic.org/2012/ .

 

 

19. The Denver TB Course           
Sponsor: National Jewish Health

Dates: October 10 – 13, 2012

Location: Denver, Colorado

 

The purpose of this course is to present knowledge about the management of TB to general internists, public health workers, infectious diseases and chest specialists, registered nurses, and other healthcare providers who will be responsible for the management and care of patients with TB. The course content includes Clinical TB, Public Health, and Bacteriology.

 

Pre-registration is required. Early registration is advised because the courses are frequently fully subscribed. Continuing education credits are available.

 

For more information, contact Nicole Austin Ross, National Jewish Health. E-mail rossn@njhealth.org; phone (303) 398-1110; fax(303) 270-2239; or access the Web site at http://www.nationaljewish.org/education/pro-ed/events/tb-course/ .

