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Figure 3: Tuberculosis notfication rate per 100,000 population, Australia, 1996 to 2007, by

population subgroup
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Diagram D: Top ten citizenships of migrants 2007-08
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Figure 1: Tuberculosis notification rate per
100,000 population, Australia, 1960 to 2007
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Diagram A: Migration Program outcomes 1997-98 to 2007-08
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Diagram E: Proportion of program - Major regions
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* Includes Sri Lanka, Bangladesh, India. Pakistan and Nepal

* Includes China, Republic of Korea, Hong Kong. Japan. Vietnam and Taiwan.
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Table3.3 Py p in health and ity services occupations: country of birth, 2006
% born
New an Other outside
‘Occupation Australia  Zealand Asia Ireland Europe  Other Total Australia
Health 373407 14777 50.250 46519 21195 42222 548384 319
Medical practifoners 20584 1264 11,661 5328 3024 6,150 §7019 481
Generalist medical practitioners 17,108 502 8674 3039 1,051 4,002 35453 51.8
Internal medicine spedalists 2082 1z s oam ez M3 asm a2
Surgeons 2381 or §23 344 199 358 3004 300
Other specialists 5854 380 1382 1144 555 1,086 10,164 44.4
Other medical praciioners 1013 46 487 187 80 161 1950 48.1
Medical adminiatrators 1378 5T 103 210 (.18 139 1954 205
Medical imaging workers 7215 320 940 T 247 803 10477 311
Dental workers 19952 802 3635 1623 1,503 2218 20524 28
Nursing workers: 156,796 6747 15703 21729 6,478 14,680 222133 294
Registersd nurses 141,557 6251 14903 20363 5047 13700 202735 30.2

~
Al othar ocou pations 6,003315 225687 578502 513815 365288 500041 8186658 267
Total 6646120 249443 650879 584694 401973 ST1078 9,104,187 0

‘Sowrce: ABS, Census of Populaion and Housing, 2008 ([data avalabie fom ABS an request).
NB. 2001 report did not include country of birth data

Health and Community Services Labour Force 2006
Australian Institute of Health and Welfare

Doctor carried TB for months
ELISSA LAWRENCE Sunday Mail (SA)
December 13, 2008 11:30PM

THE doctor at the centre of a tuberculosis scare tested positive to the
disease as early as March, but was still allowed to work with
premature and sick babies.

Australian Medical Association SA president Dr Peter Ford has revealed that
the doctor, who arrived in Australia from an undisclosed overseas area
endemic with TB, tested positive to a TB immune response skin test as part
of a routine program.

However, a chest X-ray, which is also used to diagnose the disease, at that
time was clear.

Asecond chest X-ray in June was also clear of the disease.

The doctor, who worked at the Women's and Children's Hospital, was due to
under%o a third chest X-ray this month, but developed squ_toms of a cough
and wheeze and further tests revealed a positive result for TB infection.

The hospital identified 300 children who may have been in "close and
grsolonged contact" with the doctor between September 28 and November

Broadening the Boundaries of
TB Infection Control

Global T TB Control

Locali TB
Infection Control
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Figure 6: Tuberculosis notifications reported
in health care workers, Australia, 2001 to
2007, by country of birth
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Paradigm shift

Group 1
Baseline Tuberculin skin test
Isolate patient
Contact tracing

’m - Health care
worker

Group 2

Early diagnosis & treatment
of active TB

Screen & treat latent TB
infection

TB (Infection) Control

1. Early diagnosis & treatment
2. Breaking the chain of transmission T

contact tracing & preventive therapy
Environmental Controls
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TABLE 3.2. Risk of tuberculosis transmission in
relation to index cases’ sputum smear status and
closeness of contact: Netherlands, 1963—1964
(all ages of contacts)

Contact status

Household Casual
Index case status 858 contacts 4,207 contacts
Smear +/culture + 20.2% Infected  3.7% Infected
Smear —/culture +  1.1% Infected 0.2% infected

+, positive; —, negative.
From ref. 18.

TB Control

4 facts
1. Only TB disease is infectious
2. TBiis relatively non-contagious

3. TBtends to only be infectious (transmitted) once
advanced

4. Treatmentusually renders a case non-infectious
(stops transmission) very quickly

The Key to TB Control

EARLY DIAGNOSIS
&
EFFECTIVE TREATMENT
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TB Control

Treating active TB

Active case finding i treating before infectious
Treating latent TB infection i preventive therapy
Infection control i isolating infectious cases
Preventing infection (vaccination)

moow>

Tuberculin (Mantoux) Skin Test:
Problems
—

A False negatives (sensitivity):
T active infection (TB), immuno-suppression, age etc.
A False positives (specificity):
T Cross reaction with non-tuberculous mycobacteria or
BCG vaccination

IGRAs i advantages?

A Convenience:

T single visit blood test
A Sensitivity:

T ?equivalent to Mantoux

T In-built test of anergy (detects false negatives)
A Specificity

T Improved: minimal cross reaction
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6Second Waved o

TB Control:
1 Key: early diagnosis and treatment of active TB

T 2" wave: diagnosis & treatment of latent TB infection
(LTBI) in target high risk groups
Problem: Diagnosis & treatment of LTBI is difficult

New Tests for LTBI:
Interferon gamma release assays (IGRAS)

QuantiFERON GOLD TB assay

Phase I
saline ESAT6 CFP 10 mitogen
L

Il BN B = 18h incubation; 37°C, humidified + CO?

1mL aliquots heparised whole blood i\

supernatant harvested

Phase II: measure y IFN by Enzyme Immuno-Assay

LTBI diagnosis & treatment: problem

A Must be targeted

T Routine use in a low prevalence population leads to a
low positive predictive value

A Does not predict future disease
A Poor adherence & completion of LTBI treatment
(4071 60%)

Is fighting a battle with blunt weapons worthwhile?



Algorithm for Management of TB risk in
Medical Staff

[Is there high risk for LTBI? |
y

A fom a county wi B ncidence > 50/ 10
Rived inacouny witTB cience >50 10 r 6 monts
isory of persne. orwark catct i

Mboriginal Austalan

NO'i Group 1 YES 1 Group 2
AIM: establish baseline TB status AIM: diagnosis & treatment of
active TB and LTBI

ALTBI test

ANo LTBI treatment ACXR &LTBI test

Arecord area of work (future risk) Aoffer LTBI treatment if test positive

A contact tracing if exposed Amaintain surveillance

Stop Tube

rculosis Worldwide
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