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Background – TB and Substance Abuse 
 
Substance abusers comprise a well-defined group who are at an increased risk of developing 
tuberculosis (TB), and in many poor urban communities contribute substantially to the annual 
incidence of disease.  To accelerate the decline of TB, TB programs will need to strengthen 
targeted TB testing and treatment of latent TB infection (LTBI) efforts in these communities.  
The purpose of this case study is to document our experience in implementing a successful 
and client-centered approach to treating LTBI in an otherwise difficult-to-reach, high-risk 
population.   

 
Problem Identification 
 
• A review of 357 TB cases reported in Essex County, New Jersey from 1999 to 2001 

revealed that: 
 26 % were HIV infected 
 26 % had a history of substance abuse in past year 

 
• Using the product Identifying Missed Opportunities for Preventing TB, several TB 

patients in Essex County indicated that they had received services at substance abuse 
treatment facilities (SATFs) during the 5-year period prior to their TB diagnosis.  
Although most had been tested for TB and some had been started on treatment for LTBI, 
none reported that they had completed a full course of therapy for LTBI.  Hence, many 
opportunities had been missed for preventing TB among these SATF clients.   

 
• Using the product Facility TB Profile for Targeted TB Testing and Treatment of Latent TB 

Infection, methadone SATFs in Essex County, NJ reported serving clients with high 
prevalence levels of LTBI (24%), HIV infection (18%), and injection drug use history 
(31%).  All SATFs further reported: 
 Having a physician and nursing staff on site 
 Referring clients to the local health department for follow up 
 Being unaware of the follow-up TB evaluation results or whether treatment for LTBI 

had been initiated   
In addition, most sites routinely accepted a verbal history of a prior positive tuberculin 
skin test (TST) result 

 
The New Jersey Medical School National Tuberculosis Center (NTBC) and NJ State TB 
Program staff held follow-up discussions with selected SATFs and local health departments to 
identify and address barriers to the initiation and completion of therapy for LTBI.  It was 
commonly agreed that, ideally, SATF staff would directly observe treatment for LTBI at the 
same time clients received methadone.   However, jurisdictional issues (each SATF served 
clients who resided in different health department jurisdictions) and the perception that on-site 
treatment of LTBI would be labor intensive, discouraged most SATFs from further 
considering this approach.  Nevertheless, a more detailed needs assessment was conducted in 
one facility where the medical director was knowledgeable and eager to explore innovative 
approaches without additional funding.  This person was also a member of the New Jersey TB 
Advisory Committee. 
 
 

http://www.umdnj.edu/ntbcweb/missedopframe.htm
http://www.umdnj.edu/ntbcweb/facilitytb_frm.html
http://www.umdnj.edu/ntbcweb/facilitytb_frm.html
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Needs Assessment Findings   
 
Client Profile   
 
About 200 active clients receive methadone at this SATF (included about 100 new admissions 
per year) 
• About 45% are long-term (have been in the program more than one year) 
• 70% are Black, 20% Hispanic, and 10% non-Hispanic white 
• Nearly 60% are medically indigent, 25% are Medicaid eligible, and 15% are self pay 
• 15% to 20% clients have LTBI, i.e., positive Mantoux tuberculin skin test (TST) result 
• About 45% have a history of injection drug use (IDU) 
• About 10% are HIV infected 
• About 20-30% have hepatitis C (based on a one-time survey)  

 
 

Initial Medical Screening  
 
Upon admission, each client receives:  
• Physical examination 
• Blood chemistry (including liver enzyme test, complete blood count, urine analysis, RPR, 

and drug screen) 
• HIV counseling and voluntary testing 
• Two-step Mantoux TST (testing materials provided by the State TB Program), unless 

written documentation* of a: 
 Prior positive TST result 
 Prior negative TST in the past 6 months 

(*Note: this was the only SATF surveyed which did not accept a verbal history of a prior 
positive TST result) 
 

Clients who are TST negative on admission receive an annual TST (single step) 
 
 
Existing TB Follow Up Procedures 
 
• Clients with a positive TST or TB symptoms (regardless of the TST result) were referred 

to one of 4 health departments, depending on their of place of residence  
• Health department referred client to a local radiologist or hospital for a chest x-ray 
• Client returned to the health department to be evaluated for active TB and, if TB disease 

was ruled out, for treatment of LTBI 
• If started on LTBI treatment, client returned monthly to the health department to pick up 

medication and to be monitored for toxicity.  Medication was self-administered 
• When client failed follow-up appointment, the health department made frequent calls to 

the SATF in an attempt to get client to return for LTBI treatment 
 
These procedures can be viewed schematically in Figure 1. 
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Problems with Existing Procedures 
 
1. Time-consuming and confusing for client to be referred to different health departments 

and hospital radiology facilities for follow-up chest x-ray and treatment 
2. Clients often experienced delays in getting appointments for treatment in the health 

department after chest x-ray was done 
3. Clients were often not started on treatment.  Health departments were not consistent about 

starting treatment for LTBI in this high-risk population.  As a result, there was confusion 
among clients who had been educated by SATF staff about the importance of treating 
LTBI 

4. If treatment was started, many clients failed to keep monthly visits at the health 
department to pick up medication and to be monitored for toxicity 

5. Clients were often not adherent with medication, since it was self-administered 
6. SATF often unsuccessful in getting non-adherent clients to return to the health department 

for LTBI treatment  
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Strategy for Implementation 
 
NTBC staff and the state TB nurse consultant met with the medical director and nurse director 
from the SATF and with the health officer for the local health department to present the needs 
assessment findings and to discuss methods to overcome problems identified.  To help focus 
the discussion, 3 specific objectives were developed:   
 
• TST results will be known for 95% of high-risk clients 
• 90% of high-risk clients with LTBI will be placed on treatment (with therapy being 

directly observed) unless medically contraindicated 
• 90% of clients placed on treatment will complete recommended therapy 
 
The primary key to the program’s success was the medical director’s leadership and 
commitment to developing procedures that would ensure the achievement of these objectives 
while providing more comprehensive, less disruptive care to clients.  Also key was the health 
department’s appreciation for developing an approach that would efficiently prevent TB 
disease among the clients of a facility within its community, even though some of the clients 
resided in a different health department jurisdiction.  Finally, all parties began to see this 
program as building a model that could be adapted by and tailored to other SATFs and local 
health departments throughout the state. 
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Implementation Plan 
 
Revised Procedures 
 
• All clients with a positive TST result are given an x-ray voucher (provided by the local 

health department) and referred to a single nearby hospital for a chest x-ray  
• The hospital radiologist reads the chest x-ray and faxes the results to the SATF  
• The SATF physician reviews the x-ray reading and examines the client to rule out active 

TB and evaluate for treatment of LTBI  
• If the chest x-ray is abnormal or if client has TB symptoms (regardless of the TST result), 

the SATF refers client to health department Chest Clinic for follow up  
• If TB disease ruled out, the SATF physician initiates LTBI treatment with INH and B6 for 

9 months 
 The SATF nurse gives INH and B6 (provided by the State TB program) to the client 

via directly observed therapy (DOT) at the same time methadone is given.  To help 
ensure confidentiality, each client is called to the methadone/medication window 
individually, while other clients remain seated 

 The SATF nurse staff monitors client for adverse reactions to medication 
• At the initiation of treatment, the SATF nurse educates the client and gives him/her a 

white wallet-sized LTBI Card which reflects the TST and chest x-ray results 
• At the completion of LTBI therapy, the SATF nurse completes and provides the client 

with a gold wallet-sized LTBI Card, which reflects the TST, chest x-ray, and treatment 
results (Figure 2) 
The client is encouraged to present the LTBI Card when seen by a new health care 
provider in order to prevent being tested or treated again 

 
 
 
 
 

http://www.umdnj.edu/ntbcweb/ltbicard_frm.html
http://www.umdnj.edu/ntbcweb/ltbicard_frm.html
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Figure 2 

 
LTBI Card developed by the NJMS National Tuberculosis Center (2004) 
 
 
• Throughout the testing and treatment process, SATF staff record TB risk factor 

information, as well as TST, chest x-ray, and treatment results on a Tuberculosis Testing, 
Follow Up, and Treatment of LTBI Form.  This form serves as a clinical record and as a 
source for preparing statistical reports (Figure 3).  
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Figure 3 
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These simplified procedures can be viewed schematically in Figure 4. 
 

  
 

 
Advantages of Proposed Procedures 
 
1. All clients go directly to a single facility for a chest x-ray which is in close proximity to 

the SATF (clients do not have to go to the health department before being referred to 
another facility for the x-ray) 

2. No delay in getting an appointment to be evaluated for Treatment of LTBI after the chest 
x-ray is done 

3. Unless medically contraindicated, all clients with LTBI are placed on treatment by the 
physician at the SATF 

4. All LTBI treatment is given by the SATF staff on a directly observed basis (at the same 
time methadone is dispensed) to ensure adherence and minimize disruption in client flow  

5. To help ensure confidentiality, each client advances to the methadone/medication 
window, while other clients remain seated 

6. Clients are monitored for toxicity by SATF staff, eliminating need for monthly visits to 
the health department 

7. All LTBI follow up evaluation and treatment procedures are uniform and convenient for 
the client 

8. Liver enzyme tests are done initially on all clients admitted to the SATF, so these do not 
have to be repeated, as had been done when clients were referred to the health department 

9. Saves the health department staff time (1 MD visit and 8 RN visits per patient placed on 
treatment) 
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10. The LTBI Card provides written documentation of TST, chest x-ray, and treatment results 
to prevent these procedures from being unnecessarily repeated by other health care 
providers 

 
11. Effectively and efficiently prevents infectious TB cases in high-risk individuals who 

potentially could transmit TB to other clients, SATF staff, and members of the community 
 
 

http://www.umdnj.edu/ntbcweb/ltbicard_frm.html
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Initial Results 
 
From March through September 2004, 71 clients were admitted to the SATF.  One client with 
a documented history of a prior positive TST result and adequate LTBI treatment was not 
tested or x-rayed.  The 70 remaining clients all received a TST and 66 (94%) of these were 
read (4 clients left the SATF program prior to the TST reading).  Of the 66 with TST 
readings, 12 (18%) were positive ($10 mm induration).  Five of these were positive on the 
second of two-step testing.  All 12 had a negative chest x-ray, with the results of 9 being 
available within one week.  Including the client with a documented prior positive TST result, 
the overall prevalence of LTBI among those with a known TST result was 19% (13 of 67).  
Of these, 5 had written documentation of prior adequate treatment (2 for TB disease and 3 for 
LTBI) and in one pregnant client treatment was deferred until post partum.  Of the remaining 
7 clients eligible for treatment, one left the SATF prior to the initiation of LTBI treatment and 
the other 6 (86%) were started directly observed treatment for LTBI.  
     
 

 
 

LTBI Implementation 
Preliminary Results 

 
• 71 clients tested Mar-Sept 2004 
• 1 documented prior positive TST result and Tx for LTBI 
• 70 tested and 66 (94%) read 
• 12 (18%) TST positive 

–  5 of 12 positive on second of 2-step testing 
• 12 CXR normal (9 within 7 days) 
• 13 Total TST positive (19%) 
• Treatment disposition 

–  2 prior Tx TB disease 
–  3 prior Tx LTBI 
–  1 defer until post partum  
–  7 eligible for Tx 

• 1 Left program prior to Tx initiation 
• 6 (86%) started Tx LTBI (DOT) 
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Keys to Success 
 
• Facility serves clients with a high prevalence of LTBI and risk factors for  developing 

active TB (e.g., HIV and IDU)  
• Facility has medical staff to manage LTBI infected clients 
• Facility medical director committed to success of the program 
• Needs assessment conducted to identify barriers  
• Plan developed by all parties involved with its implementation 
• Written plan included objectives, procedures (with clear delineation of responsibilities), 

and evaluation  
• Facility and health department each assign a lead individual to oversee project 
• Two-step TSTing of all SATF admissions identified several clients with LTBI that would 

not have been identified with single-step testing 
• Single nearby location at which all clients with LTBI are referred for a chest x-ray  
• Local health department provides voucher for a chest x-ray based on SATF location 

within the community, rather than on the client’s residential address 
• State TB program provides TST materials and medication to the SATF at no charge 
• Methods to ensure adherence with LTBI treatment (e.g., directly-observed) 
• LTBI treatment integrated with dispensing of methadone to maintain smooth client flow 

while maintaining confidentiality  
• Single form for collecting clinical and program evaluation data 
• Provision of evaluation feedback to SATF staff to encourage maintenance of effort 
 

Conclusion 
 
Persons with TB and their contacts remain the highest priority for health department TB 
programs.  With limited resources, health department LTBI efforts should focus on building 
capacity in other health care facilities serving high-risk clients.  We have demonstrated that 
with commitment, collaboration, and adequate planning, procedures can be efficiently 
implemented at a SATF to increase the number of high risk clients which are placed on and 
remain adherent with treatment for LTBI.  More importantly, this was achieved without 
additional resources.  As a result, clients are receiving more comprehensive, less disruptive 
care in a single setting.  In addition, infectious TB cases are being prevented, thus protecting 
other clients, SATF staff, and the surrounding community.  Methadone SATFs provide a 
unique setting in which to efficiently provide TB prevention services to an otherwise difficult 
to reach high risk population. 
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