
endemic rates of TB are we under using investigations to gain
tissues samples in suspected cases?
Method We undertook a retrospective analysis of 46 cases coded
as abdominal tuberculosis from our local hospital register. Data
was collected from case notes and computer systems regarding
pathology and radiology results.
Results The majority of patients were born in the Indian sub-
continent: India 39%, Pakistan 20% and Bangladesh 8%. More
than half the patients had lived in the UK for less than 5 years.
54% of patients had symptoms for 1–4 months before presenta-
tion. None of the cases had TB in the past and 13% could recall
possible TB contact.

67% of CXR was normal, and of those who had abnormal
films, only 4 cases had features that were specific for TB.
Focused imaging taken included: CT abdomen 77%, US abdo-
men 18%, MR abdomen 1%, Barium follow through 5%.

48% of patients had procedures to obtain histological and
microbiological results, including laparoscopy, laparotomy, colo-
noscopy, gastroscopy or ascitic tap. 26% of patients underwent
laparoscopy. Of the remaining patients, 18% obtained microbio-
logical samples from alternative sites. Thus, 42% patients were
treated on clinical symptoms and radiological image findings
alone.
Discussion Laparoscopy has been regarded as the gold standard
and diagnostic investigation of choice in the management of
abdominal TB1, 2. In our cohort 26% underwent laparoscopy.
The reason for this unclear but could be due perceived risk with
the procedure, lack of availability of service or in many cases is
used as a last resort. In TB endemic areas, we suggest the devel-
opment of an acceptable evidence based investigational pathway
incorporating our surgical and gastrointestinal colleagues leading
to more prompt and through management of abdominal
tuberculosis.
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Introduction and Objectives NICE (2011) and the Department
of Health (2007) provide guidance for occupational health
departments for TB clearance in healthcare workers. Previous
work from the London Consortium of Occupational Health Pro-
viders (LCOHPS) shows a marked variation in practice, notably
in the criteria for defining high risk individuals. The length of
time in the UK for an individual from a high TB endemic area
(defined as an incidence of 40 per 100,000 or greater) to be
considered as low risk ranges from 6 months to >5 years. We
performed a retrospective study of new trust employees to see if
changing the definition of a high risk individual would impact
on the effectiveness of our screening programme.
Methods We performed a retrospective study of 40 new
employees at our trust between 2008 and 2012. Cases were
selected on the basis of a positive QuantiFERON-TB Gold test at

occupational health screening. Demographic data, including date
of UK entry, were collected and analysed.
Results Results are summarised in Table 1.
Conclusions Changing the definition of a high risk individual by
reducing the cut-off time since entry to the UK may have both
financial and time-saving consequences. However, our data show
that a significant proportion of healthcare workers with latent
TB infection, and in some cases active TB infection, would be
missed by reducing the cut-off to 1 year. Screening of healthcare
workers is an important aspect in the prevention and control of
TB. Reducing the effectiveness of this screening exposes patients
to increased risk. In view of these data, we would not recom-
mend reducing the cut-off time for the definition of a high risk
individual to less than 5 years.

Abstract P31 Table 1. Results

Time since
entry to the
UK (years)

Number of
individuals
(%)

Treatment received

Latent prophylaxis Active TB treatment

<1 11 (27%) 11 0

1–5 22 (55%) 18 2

>5 7 (18%) 6 1
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Introduction For the diagnosis of latent tuberculosis (LTBI),
clinicians like interferon-gamma based assays (IGRA) to be either
positive or negative. Tests can be indeterminate (failure of the
positive or negative control); and recently an equivocal category
has been introduced for QuantiFERON IGRA results that lie
around the positive cut off, 0.35 IU/mL, covering the range 0.2–
0.7 IU/mL. Within our hospital, it is recommended that indeter-
minate or equivocal results are initially repeated by the request-
ing clinician. We report our outcomes from March 2010, when
the equivocal category was introduced.
Methods Hospital pathology and clinical records were data-
mined. Cost analysis used local NHS costs.
Results Tests for 1964 individuals were processed (over one-
third from Occupational Health, and another one-third pre-bio-
logical therapy). 92% of subjects had a definitive first result,
with 6% (116) equivocal and 2% (42) indeterminate (Table 1).
60% of equivocal tests were below the positive cut off of 0.35.
The demographics of those with an equivocal result were
broadly comparable with the whole tested population.

Almost half of the equivocal tests were not repeated (Table 1).
45% of repeats were negative and one-third still equivocal. 12 of
34 subjects referred to the TB service were treated for LTBI–10
with a positive IGRA on re-testing. One other patient with an ini-
tial equivocal test developed active TB during follow up.

43% of people with an indeterminate result had no repeat
test (Table 1). 1 of 6 subjects referred to the TB service follow-
ing an indeterminate IGRA received LTBI treatment.
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