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Pre-immigration screening for pulmonary tuberculosis:
the unanswered questions
To the Editors:
In a recent issue of the European Respiratory Journal, the article
by MOR et al. [1] captured my interest. The results are no doubt
promising but there are some points of concern that need to be
highlighted.
Firstly, in a country such as Ethiopia, where there is a very
high incidence of pulmonary tuberculosis (PTB), screening for
latent tuberculosis infection (LTBI) by tuberculin skin test
(TST) is not justified. This is because such a strategy has many
limitations. The main problem is that of the sensitivity and
specificity of TST. In immunocompromised persons, particularly those with HIV infection, the sensitivity is markedly
reduced and the possibility of missing the diagnosis of
tuberculosis is always there [2]. In addition, there is the
problem of false-positive reactions as infections with nontuberculous mycobacteria are highly prevalent in countries
where tuberculosis is common [3]. Bacille Calmette-Guérin
(BCG) vaccination is usually routinely given in newborns and
schoolchildren in such countries and this may again lead to
false-positive tuberculin reactions. Nearly one-third to one-half
of all positive TST results among immigrants from countries
with high and intermediate rates of tuberculosis are due to
BCG vaccination [4, 5] and nontuberculous mycobacteria [4, 6].
In such circumstances, early detection and prompt treatment of
active PTB cases is more justifiable than screening for LTBI.
Secondly, the reliability of chest radiography, used as a tool for
screening in the study of MOR et al. [1] is still questionable.
Persons with normal chest radiography may have active PTB
[7], and even persons with chest radiography showing
shadows suggestive of PTB may in reality not have active
tuberculosis. Moreover, other factors such as poor quality of
the chest radiograph and wide inter-observer variations [8] in
the interpretation of chest radiographs may lead to misdiagnosis. False-negative diagnoses may pose a threat to public
health through the spread of tuberculosis, whereas falsepositive diagnoses will result in inefficient use of resources.
Misdiagnosis of active tuberculosis as latent infection and
subsequent use of single-drug chemoprophylaxis may result in
drug resistance. As well, there is also the radiation hazard
involved in performing chest radiography on all the immigrants. It is well known that radiation generates highly
reactive free radicals and is carcinogenic, teratogenic and
mutagenic. It has been associated with cancers of the thyroid,
bone, lung, breast and leukocytes [9]. Like lead and asbestos,
EUROPEAN RESPIRATORY JOURNAL

radiation has no safe threshold. Therefore, it would be wise to
avoid all unwarranted exposure to ionising radiation, no matter
how little it may be. So performing chest radiography in only
those persons who have symptoms suggestive of PTB seems to
be a more pragmatic approach, rather than using it as a screening
method in a resource-constrained country such as Ethiopia.
Finally, the point that needs to be highlighted here is that the test
for HIV should have been done in all immigrants in Ethiopia
itself, not after reaching Israel. It is well known that HIVinfected persons usually have atypical presentations of PTB,
both clinically as well as radiologically, and that these persons
are less likely to be sputum smear-positive [10], though they
may be harbouring active tuberculosis. TST in these persons is
considered as positive even if the induration is o5 mm.
Therefore, HIV testing for all persons before they reached
Israel would have helped in better assessment of LTBI and to
decide who the real candidates for chemoprophylaxis were and
which were to get active treatment with antituberculosis drugs.
In a country with a high incidence of pulmonary tuberculosis,
the prevalence of isoniazid resistance is also expected to be high.
Thus, administration of a single drug for chemoprophylaxis
should be done more judiciously, especially when the epidemic
of multi-drug resistant tuberculosis is at its peak and the threat
of extensively drug resistant tuberculosis is hovering over us.
S. Bhuniya
Chest Medicine, R. G. Kar Medical College and Hospital,
Kolkata, India.
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