
responsible for completing the process. However, little is known
about how PCTs follow up and screen new entrants referred from
the port of entry.
Aims To investigate the processes and methods PCTs use in
screening new entrants for TB, and whether this differs between
low (incidence ,20/100 000) and high (incidence >20/100 000) TB
burden PCTs.
Methods An anonymous 20-point questionnaire was administered
to all 192 PCTs in the UK asking: which new entrants are followed
up, who is screened for latent TB infection (LTBI) and how they are
screened for LTBI. Descriptive analyses were undertaken.
Categorical responses were compared using a x2 test with a p value
,0.05 considered significant.
Results 177/192 (92.2%) PCTs responded; 76.3% were low-burden
PCTs. All 177 PCTs followed up abnormal chest radiographs.
However, only 107/177 (60.4%) screened new entrants for LTBI;
high-burden PCTs were significantly less likely than low-burden
PCTs to screen new entrants for LTBI (OR 0.26, 95% CI 0.12 to
0.54, p,0.0001). Few new entrants had active TB diagnosed
(median 0.0%, IQR 0.0–0.5%), but more had LTBI (median 7.85%,
IQR 3.95–14.25%). PCTs which screened for LTBI varied in the new
entrant subgroups they elected to screen (depending on TB
incidence in the originating country), particularly in those aged
16–35 years where low-burden PCTs were significantly more likely
to follow NICE guidance on who to screen (p = 0.047).
Heterogeneity also existed in the protocols by which new entrants
were screened for LTBI (table 1). More low-burden PCTs than high-
burden PCTs used interferon-gamma release assays in diagnosing
LTBI. Overall, 65.7% and 32.4% of PCTs followed NICE guidance
on how to screen the ,16 and 16–35 age groups, respectively.
Conclusions Considerable heterogeneity, inconsistency and lack of
adherence to NICE guidance exist at all levels of the UK new entrant
screening process. Current screening practices should therefore be re-
evaluated in the context of the clinical and health economic evidence
base to develop a nationally standardised cost-effective policy.

P78 SCREENING PATIENTS INITIATING ANTI-TNF AGENTS FOR
MYCOBACTERIAL INFECTION USING INTERFERON-GAMMA
RELEASE ASSAY: THE EXPERIENCE OF A LARGE
INFLAMMATORY BOWEL DISEASE SERVICE

K Greveson, C Murray, C Toumpanakis, L Baptista, I Cropley, M Hamilton, M Lipman.
Royal Free Hospital, London, UK

doi:10.1136/thx.2009.127142z

Introduction Screening and treatment for latent tuberculosis infec-
tion (LTBI) is recommended by the BTS prior to initiation of
treatment with anti-tumour necrosis factor (TNF) agents.
Conventional screening involves assessment of risk factors, chest
radiography and tuberculin skin testing (TST), which can be
difficult to interpret in immunosuppressed subjects. Interferon-
gamma release assay (IGRA) may detect Mycobacterium tuberculosis
(Mtb) infection with greater specificity and possibly sensitivity

compared with TST. Here we review our use of blood IGRA in
patients with inflammatory bowel disease (IBD) initiating anti-
TNF therapy.
Method A retrospective single-centre review was undertaken of
patients with IBD either considered for or using anti-TNF agents
assessed for evidence of Mtb infection with IGRA testing as part of
their screening protocol. T SPOT-TB was the IGRA selected.
Baseline assessment was undertaken by the IBD team, with onward
referral to the TB service as needed.
Results Since 2008, 50 patients (24 anti-TNFa naı̈ve, 26 established
on anti-TNF) have been screened for LTBI using IGRA (table 1).
Eight (16%) were born in TB endemic countries. All subjects had
normal chest radiographs and a negative clinical assessment. Two
patients (4%) had reactive Elispot results; one had a history of
adequately treated pulmonary TB, was already using adalimumab
and continued this after benefit/risk analysis; the other was treated
for LTBI following the IGRA result. Two patients (4%) had an
indeterminate Elispot result, both of which were non-reactive when
repeated 2 weeks later. The remaining 46 patients had a non-
reactive Elispot result. Nine patients (20%) were on no immuno-
suppression at the time of testing while 36 (80%) were taking
azathioprine, prednisolone or mercaptopurine. Median follow-up to
date is 5 months (range 1–8). No cases of active TB have occurred.
Conclusion The use of a simple screening protocol for LTBI
incorporating IGRA in place of TST appears to work well in our
specialist IBD service. Our detection rate for Mtb infection is
consistent with other data, as is the proportion of indeterminate
results. Longer term follow-up will indicate whether we have
missed any LTBI using this assessment.

P79 TB-ST RAPID TEST FOR TUBERCULOSIS DIAGNOSIS: DOES IT
HOLD PROMISE?

1N Javanshir, 1D Shah, 1J Ivanyi, 2HJ Milburn. 1King’s College, University of London,
London, UK; 2Guy’s and St Thomas’ NHS Foundation Trust, London, UK

doi:10.1136/thx.2009.127159a

Diagnosis of tuberculosis (TB) disease should ideally involve culture
and sensitivity of the organism but in low income countries this is
not practised routinely. The World Health Organization estimates
that, globally, substandard detection occurs in 40% of patients,
with many diagnosed on clinical suspicion or response to anti-TB
drugs. TB produces a strong antibody response suitable for
serodiagnostic assays which can be simple, inexpensive and rapid.
Attempts to use serological tests for diagnosis have, however,
proved disappointing.
Aim We are currently evaluating a new point of care rapid
serological test based on lateral flow immunochromatography
(TB-ST Rapid Test, Lionex, Germany) to determine sensitivity
and specificity. This test will then be further assessed in a resource-
poor setting (Kakamega and Eldoret, Kenya).
Methods The test is currently being evaluated in 50 patients with
confirmed active TB (pulmonary and extrapulmonary), 50 with

Abstract P78 Table 1

Patients screened N

T Spot TB (Elispot) result
Chest radiography
result

Non- reactive Reactive Indeterminate Normal/abnormal

Anti-TNF naı̈ve 24 22 1 1

On immunosuppression (16) (15) (0) (1) 24/0

No immunosuppression (8) (7) (1) (0)

Established on anti-TNF 26 24 1 1

On immunosuppression (24) (22) (1) (1) 26/0

No immunosuppression (2) (2) (0) (0)

TNF, tumour necrosis factor.
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latent TB infection (LTBI) (household contacts with a Mantoux
skin test response >10 mm and absence of clinical or radiographic
evidence of active disease) and 50 healthy non-infected controls.
Two drops of whole blood from a finger prick plus three drops of
diluent are applied to the well in the test plate. Within 5–15 min a
negative result shows just a visible control band while a positive
result shows an additional visible test band.
Results To date, 44 controls, 4 patients with LTBI and 12 with
active TB have been tested. All controls and those with LTBI tested
negative. Only 3/12 patients with known active TB tested positive
(2 pulmonary, 1 lymph node, all smear positive). All 3 had not
received any treatment for TB whereas the other 9 had all started
therapy (range 3 days to 2 months), giving a sensitivity to date of
25% and specificity of 100%.
Conclusions The results to date indicate that this test is not suitable
as a diagnostic aid in patients who have received any amount of TB
medication. With further numbers it may prove helpful with
diagnosis in untreated smear negative or extrapulmonary disease,
although our positive results to date have all been in patients with
large numbers of organisms.

P80 HOW USEFUL ARE INTERFERON-GAMMA RELEASE ASSAYS IN
CASES OF SUSPECTED TUBERCULOSIS?

HSR Hosker, J Anderson, A Crabtree, P Godwin. Airedale NHS Trust, Keighley, UK

doi:10.1136/thx.2009.127159b

Interferon-gamma release assays (IGRAs) have an established role in
contact tracing, new entrant and occupational health screening for
tuberculosis (TB) (NICE/HPA recommendations). Their role in
supporting or ruling out TB diagnosis in suspected cases (when
microbiology is unavailable) is less clear.

We retrospectively analysed results from 95 patients who had a
T-spot test performed as part of their investigation for possible TB.
Patients presented with a variety of symptoms and clinical findings;
TB microbiology was either unavailable or cultures were ongoing at
the time of testing. No patient had HIV infection or other
significant immunosuppression.

29 (31%) of 95 suspected cases had a positive T-spot test. 11
(38%) were true positive based on subsequent positive cultures or
subsequent response to TB therapy. 11 (38%) other positive results
were probably due to latent TB (LTBI) from old TB many years ago
or recent TB contact with no current evidence of active TB. Seven
cases (24%) were false positives in the context of various other
diagnoses (including two cases of atypical mycobacteria). Of the 16
cases subsequently found to have active TB (excluding probable
LTBI cases), 5 (31%) had a negative T-spot result (false negative).
Four of these had ‘‘systemic’’ extrapulmonary TB (2 miliary, 1 TB
meningitis, 1 TB empyema) with likely generalised immune paresis.
11 of 12 (92%) cases of pulmonary or mediastinal TB had a positive
T-spot result. Overall specificity was 90% and sensitivity was 81%
in cases of suspected TB (table 1).

We conclude that, in cases of suspected TB, (a) a negative TB spot
is useful in ruling out pulmonary TB but (b) patients with
extrapulmonary TB often have a false negative result and (c) a
positive T-spot might be due to co-existing LTBI or other pathology
in some cases. The results of IGRAs in patients with suspected TB
need to be interpreted with caution.

P81 COMPARISON BETWEEN INTERFERON-GAMMA RELEASE
ASSAYS AND THE TUBERCULIN SKIN TEST IN THE DIAGNOSIS
OF TUBERCULOSIS IN PATIENTS WITH RENAL DISEASE

1DW Connell, 2R Charif, 2N Duncan, 3C McCrudden, 4E Harden, 4S Seneviratne,
1OM Kon. 1Department of Chest and Allergy, St Mary’s Hospital, Imperial College
Healthcare NHS Trust, London, UK; 2West London Renal and Transplant Centre,
Hammersmith Hospital, Imperial College Healthcare NHS Trust, London, UK; 3Hammersmith
Hospital, Imperial College Healthcare NHS Trust, London, UK; 4Department of Immunology,
St Mary’s Hospital, Imperial College Healthcare NHS Trust, London, UK

doi:10.1136/thx.2009.127159c

Introduction and Hypothesis There are few studies on the use of
interferon-gamma release assays (IGRAs) in the diagnosis of
tuberculosis (TB) in patients with renal disease. We describe the
real-life contact tracing of 62 patients from a general renal inpatient
ward in which a staff member was found to have pulmonary TB.
We hypothesised that IGRAs would diagnose more cases of TB in
the cohort, and would be more associated with exposure to the
index case than the tuberculin skin test (TST).
Methods A healthcare worker was found to have pulmonary TB
after a period of work on a renal inpatient ward. Patients were
invited for standard screening with a TST, and IGRA testing with
the T-SPOT and Quantiferon (QFT) tests. Concordance between
the tests was calculated with x2 testing, as was the effect of length
of exposure to the index case on the test results.
Results 61 patients were contact traced from the cohort of 62. There
was a broad spectrum of ethnicities and modalities of renal
replacement therapy (haemodialysis in 45%). 29 patients did not
receive a completed TST despite standard follow-up by experienced
TB nurses. 12 patients (19.6%) had a positive QFT, 13 patients
(21.3%) had a positive T-SPOT and 5 patients (8.1%) had a positive
TST. No patients had evidence of active TB disease. 25 patients had
all three tests performed. Their results are summarised in fig 1. In
this group there was a significant association between T-SPOT and
QFT results (p,0.002, Kappa 0.694). There were no significant
associations with TST and either IGRA (p.0.05, Kappa ,0.37 for
both). Length of exposure to the index case had no effect on test
results (Mann-Whitney U test, p.0.1 for all tests).
Conclusions This is the first UK description of a real-life comparison
between TST with IGRAs in a population with mixed kidney
disease. It demonstrates the difficulty of performing the TST in
these patients. The results of the IGRA tests were significantly
associated with one another, suggesting they may be a more reliable
test in this population for the diagnosis of TB.

Abstract P80 Table 1

Suspected
(N = 95)

Treated as
TB or LTBI Not TB

T spot +ve 22 7 False +ve 24% Specificity 90%

T spot 2ve 5 61 False –ve 7.6% Sensitivity 81%

Abstract P81 Figure 1 Twenty-five patients (41%) had all three tests. Of this
group, four patients had a positive tuberculin skin test (TST), five had a positive
Quantiferon (QFT) and eight had a positive T-SPOT.
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