
574 INFECTION CONTROL AND HOSPITAL EPIDEMIOLOGY August 1997

dollars gathering information for the investigation
and making site visits. Aside from the economic
impact, five individuals were placed inappropriately
on INH preventive therapy. Fortunately, no adverse
reactions occurred due to the therapy.

Routine skin testing is an important TB surveil-
lance tool in healthcare settings and may be useful
among other high-risk populations. Appropriate tech-
niques and materials must be used to ensure mean-
ingful results are obtained. It has been said that “the
250 TU product is sometimes useful in assessing the
immunologic status of patients but has limited use-
fulness in the diagnosis of tuberculosis infection.”12
In a study among patients known to be free of active
TB, 12% reacted to the 5 TU, whereas 44% reacted to
250 TU, likely due to cross-reactivity to nontubercu-
lar mycobacteria. This increase in positive reactors
with 250 TU severely compromises the specificity for
detection of M tuberculosis.15

The PPD Mantoux is an imperfect test, but it is
the best currently available. Given the limitations on
the test, it is imperative that it be used correctly.
Careful planting, meticulous reading, attention to the
epidemiology of TB, monitoring of product quality,
and complete documentation in charts are critical
components of an effective TB screening and control
program.
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Childhood tuberculosis (TB)
causes an estimated 400,000 deaths
annually worldwide and often is diffi-
cult to diagnose. Tuberculin skin
tests (TSTs) often are part of the diag-
nostic algorithms for pediatric TB in
developing countries, although their
interpretation may be complicated by
prior bacille Calmette-Guérin (BCG)
vaccination. A recent study examined
the prevalence and risk factors for
TST reactivity in a population-based
sample of children aged 3 to 60

months in Botswana, where BCG cov-
erage exceeds 90% and TB rates
approach 400 per 100,000.

Of the 820 children tested, 92.3%
had received BCG at birth. TST
induration ranged from 0 to 21 mm;
78% had 0 mm, and 7% of children had
>10 mm induration. A positive TST
(>10 mm) was not associated with age,
clinical signs or symptoms, nutritional
status, household size, tuberculin
batch, or previous immunization with
BCG, measles, or oral poliovirus vac-
cines. However, contact with any per-
sons with reported TB was associated
with a positive TST, as was having a

mother with TB. The researchers con-
cluded that prevalence of TST positivi-
ty was low in this highly BCG-
vaccinated population. The association
between TST positivity and exposures
to TB suggests that a positive TST indi-
cates tuberculous infection and that
TST remains a useful adjunct in the
diagnosis of TB in this setting.
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