Template Letter to Notify a Physician of Their Patient’s
Potential Exposure to TB and the Need for an Evaluation
<DATE>

Dear Health Care Provider:

Your patient, <PATIENT’S NAME AND DOB>, has been identified as a contact to someone diagnosed with infectious pulmonary tuberculosis (TB). The likely period of exposure was from <DATE> to <DATE>. Due to this exposure, your patient requires clinical evaluation for latent TB infection (LTBI) and active TB disease as soon as possible.

Enclosed for your information are two algorithms that summarize the process for performing such evaluations for 1) healthy persons 5 years of age or older, and 2) immunocompromised persons and persons less than 5 years of age. In particular, note the following key concepts that should be followed in evaluating a patient who has been exposed to TB, regardless of age or other clinical characteristics:

· Patients with no prior positive tuberculin skin test (TST) should receive an initial TST as soon as possible following exposure to TB.  If the initial TST is negative, a second TST should be administered 8-10 weeks after the patient’s last exposure to the infectious TB patient.

· The TST result should be read 48-72 hours after administration; measure the millimeters of induration only, disregarding any area of erythema.

· Induration of >5 mm is considered a positive TST reaction for a contact to an infectious TB case.

· Patients with a positive TST reaction and/or symptoms consistent with TB disease should receive further diagnostic testing to evaluate the patient for possible active TB disease. Such evaluation should include a chest x-ray and, if indicated (e.g., if the chest x-ray is abnormal), the collection of three sputum specimens or other appropriate diagnostic specimens.

· Symptoms of TB disease include prolonged cough (duration of >3 weeks), chest pain, hemoptysis, fever, chills, night sweats, weight loss, appetite loss, and fatigue.

· The Minnesota Department of Health (MDH)’s TB Prevention and Control Program maintains a medication service through which TB medications are provided free of charge for any person in Minnesota for whom treatment of LTBI or TB disease is prescribed.  To order medications through this program, contact the TB Medications Coordinator at 651-201-5506.
Please use the form on the back of this letter to record the results of your patient’s evaluation and fax the form to me at <FAX NUMBER>.  <LPH AGENCY> is responsible for tracking the outcome of local TB contact investigations and reporting those data to MDH.  Returning this form will facilitate complete reporting of this information.

If you have questions about this information, please call me at <PHONE NUMBER>.  Thank you for your assistance in this important TB prevention and control activity.

Sincerely,

<YOUR NAME, TITLE>

<AGENCY NAME>
Provider’s Name: ___________________________________________________________________

Clinic: ___________________________________________   Telephone: ______________________

Patient’s Name: _____________________________________________________________________




(Last)



(First)



(Middle)

Date of Birth: _______________     Sex: ________     Country of Birth: ________________________

TB Symptoms: 
_____  No
_____  Yes, date of onset_____________________________






(if yes, check all that apply)

_____  Prolonged cough (duration of >3wks)
_____  Hemoptysis



​​​​​_____  Weight loss
_____  Chest pain



_____  Loss of appetite
_____  Fever




_____  Fatigue
_____  Chills




_____  Other: ________________________________
_____  Night sweats





Previous Positive Tuberculin Skin Test (TST): (if yes, do not place a TST now)
_____  No

_____  Yes   - -   Date Placed: _____________     Results (mm induration): ____________

Initial TST: (>5 mm of induration is considered a positive reaction for contacts)
Date Placed: _____________     Date Read: _____________     Results (mm induration): ____________

 2nd TST: (if 1st TST is negative, a 2nd TST should be placed 8-10 weeks after last exposure)
Date Placed: _____________     Date Read: _____________     Results (mm induration): ____________ 

Chest X-Ray: (indicated if TST >5 mm or symptoms of TB are present)
Date: _______________

Interpretation: (check one)
_____  Normal

_____  Abnormal, consistent with active TB  (fax a copy of report)
_____  Abnormal, but not consistent with active TB

Has active TB disease (i.e., pulmonary AND extrapulmonary) been ruled out?:
_____  No
_____  Yes

Treatment of Latent TB Infection (LTBI): (select one)
I would like <LPH AGENCY> to administer medication and conduct monthly follow-up visits with this patient during the course of therapy for LTBI:  _____  No   _____  Yes (provide a Rx for the full length of treatment)

I will monitor this patient during the full course of therapy for LTBI:
_____  No
_____  Yes

_____  LTBI treatment started on ______________ with  _____________________________________





(date)



(medication)

_____  LTBI treatment was not started for the following reason:________________________________
Please Fax to <NAME>, <AGENCY> at <FAX NUMBER>

