
weeks to mount an effective PPD conversion response.1

A PPD should be read 48-72 hours after placement to detect
the maximal immune reaction. However, a positive PPD at 96
hours or more can still be recorded as positive.1 A negative PPD
at greater than 72 hours should not be trusted as a true negative.11

Most individuals who have received the BCG vaccine will
have a 3-19 mm reaction to the tuberculin skin test at 2-3 months
following the administration of the vaccine.24 This reaction will
diminish over time and will usually not persist beyond 10 years
from the date of vaccination.24

A chest x-ray should be obtained in all patients with a positive
PPD to rule out active disease. If the chest radiograph is negative,
and the patient is asymptomatic, the patient should be referred to a
primary medical doctor for initiation of antibiotic therapy. If the
patient has HIV risk factors, testing for HIV is also recommended.
If the chest x-ray suggests active TB, or the patient has symptoms
suggestive of TB, the patient should be admitted to confirm the
diagnosis, treatment should be initiated, and the patient should be
isolated until he is no longer infectious to others.153

This false negative PPD reaction can be secondary to: cytokines
initiated during active disease that inhibit the delayed hypersensi-
tivity immune response; anergy due to another condition causing
immune compromise; severe TB (i.e., disseminated TB); other
viral infection; other corticosteroid therapy; or poor nutrition.154

Acute Management of Suspected Active TB. Patients pres-
ent with symptoms of pulmonary disease (i.e., dyspnea, cough,
hemoptysis) only 33% of the time, while medical, but nonpul-
monary (i.e., chest pain, abdominal pain, or vomiting) com-

plaints, are present in 41% of cases. Still other studies have
examined a range of screening questionnaires to identify and
isolate patients with possible active pulmonary TB.155 Pre-
dictably, protocols with the broadest criteria do result in identifi-
cation of a higher percentage of patients with active pulmonary
TB, but use resources such as respiratory isolation rooms with
greater frequency than is feasible at most hospitals.156 Thus, the
issue of appropriate, effective, and cost-effective screening of
patients with active pulmonary TB needs further attention and
investigation. 

The involvement of the practitioner with the management of
suspected active tuberculosis begins with a thorough screening
effort. In adults, this screening is done by evaluating a focused
review of systems (ROS), ideally at the triage station. An assess-
ment of risk factors should be performed by the primary
provider. On ROS, concerning symptoms are history of cough,
fever, night sweats, and weight loss.

Patients with such symptoms should immediately be given a
surgical mask to wear and be placed in a negative pressure isola-
tion room.2 If a negative pressure room is unavailable, at the bare
minimum a mask should be placed on the patient and on other
patients sharing a room or hallway.2 Another option is to have the
patient wait outside, if their condition and the weather permit.
The TB risk factors usually are elicited after a more in-depth dis-
cussion with the patient and include: a recent contact with a TB
patient; a history of TB; HIV disease; homelessness; shelter or
skilled nursing facility or other group/congregational residence;
IVDU (intravenous drug use); alcohol use/abuse; having been
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Table 2. Uncommon Extrapulmonary Manifestations of TB, Presenting Signs and Symptoms,
and Initial Recommended Diagnostic Workup and Imaging113-152

SITE SIGNS/SYMPTOMS DIAGNOSTIC WORKUP DIAGNOSTIC IMAGING
Renal Gross or microscopic hematuria Urinalysis CT or MRI or renal ultrasound or IVP

Dysuria Urine AFB smear and culture Renal biopsy
Pyuria

Peritoneal Ascites Ascites fluid AFB smear and culture CT
Abdominal pain Ultrasound
Fever Peritoneal biopsy

Pericardial Cough Pericardiocentesis ECG
Dyspnea Pericardial biopsy ECHO
Chest pain
Night sweats

Intraocular Uveitis—unilateral vision loss Fundoscopic exam Chorioretinal endobiopsy
Choroidal tubercles Anterior chamber fluid aspiration

Genital Ovarian, fallopian, or Pelvic exam Endometrial biopsy
endometrial involvement Pelvic ultrasound

Pelvic pain
Pelvic mass
Abnormal vaginal or 

uterine bleeding


