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Results Discussion

Introduction

. . . . ~20% of who

= Ocular tuberculosis (Otb) is considered an uncommon TB . Many IDPs do not see referrals for Otb but of the ~20%
presentation and infrequently reported in low TB incidence regions. ReS p on d ent Ch aracteristics M aln ag ement IS Sues do,~1/3 report increased referrals for possible Otb, mainly for

= Otb most commonly manifests as granulomatous uveitis and can — _ Idiopathic uveitis and positive IGRA.
occur with/without concurrent pulmonary/ extra-pulmonary TB (1,2). 4 of Respondents Management of Granulomatous uveitis with « There is considerable variation in management of possible Otb.

. inci i indi i 0 - 1t ' ' ' . , . . .

Ihe ncidence of O s ukioun. Ocular fndigs s eporiedin || 01754 of 1379 surveyed (55%) responded REMACYNVIIVIEMRERSEEOEME - Decsion by IDP's o treat patients with uveits and (+) IGRA for
(é 4)0 ’ P 4 P 4 dGeographic Distribution of responders (absolute #) East North Central 110 Otb is heavily influenced by TB risk factors. Significantly more

J . . S rth Central " . . .
The diagnosis of Otb, especially granulomatous Uveitis, has Years of Practice, Employment and Hospital Type oot Morth centra by = Respondents much more likely IDPs would treat for Otb if foreign born or other TB risks.

- | | , lally u us uveltls, : : East South Central 35 to treat as Otb with/without . . . . "
received increasing attention from ophthalmologists, many now are shown Respondents more likely to: e - ~dditional samoling if from T8 » Without TB risks, IDPs would more likely treat only if positive eye
include IGRASs in evaluation of uveitis of unknown etiology (5) » Have = 25 years of ID Experience (p=0.002) Mountain x endemic area cl)ar o?her TB risk N=138 N=136 culture or PCR, but also think these specimens are rarely

= Some ID physicians (IDPs) report increased referrals for suspected = Work for the Federal Government (p=.03) Puerto Rico 0 factors (79% vs 29%. p < .01 ) Treat for LTBI 32(23%) 6 (4%) obtained. Treatment decisions are also influenced by

! .. anada 4 = . . y . . e
Otb, predominantly TB uveitis = Work in a VA/Federal Hospital (p=.04) 0 ° P Request eye sampling for 54 (39%) 16 (12%) ophthalmologists’ impressions and having CXR abnormalities.
. . . - Years Since ID Fellowship: <5years 147 ] More I|k€| o treat as Otb |f PCR + Culture, Treat TB ] ) ] ]

" Some states, including Michigan and Oregon, report large 514 254 5 hthalmglo <t had hiah Disease only if (+) * There is heterogeneity among IDPs in treatment duration and
increases in Otb as a proportion of their extrapulmonary TB cases o2 129 bh gl J Request eye sampling for 25 (18%) 59 (44%) expectation of response to therapy. Most give RIPE or RIP for 6-9
(6,7). * clinical suspicion (91% vs 0 .

- t B o 60%. p < .01 ) _Fr’BCFE)f culture, bUéltreat months regardless of response, but 29% would stop earlier if no

- ' ' mployment: ospital/clinic ; > . ..

We wished to determine how IDPs approach suspected ocular P privatelgroup practice 195 ° p | 15CaSE TEJArCIEss clinical response. However, many are also unsure as to whether
tuberc_uI05|s/T_B uveitis, including the diagnosis, management and Otb Referra| Pattern S University/medical Center 247 = More likely to treat as Otb if Treat for TB Disease 15 (11%) 48 (35%) to expect a response during treatment
reporting of this syndrome VA, military, other Federal 49 without sampling
CXR abnormal (78% vs 53%, - . . .
- _ primary Hospital Type: Community 200 <.01) Other 12 (9%) 7 (5%) * The open comments noted difficulty in assessing responses in
S . f- A- f Th . St d D613 (81 /0) had seen no refel’l’a|S fOI’ Otb IN the paS'[ 3 No.n-Uni.versityTeaching 185 p - - patlents Concurrently receiving t0p|Ca| or SyStem|C SterOIdS
peC| |1C I MS O |S U y years sy o . o o _ .
; ; ; City ety - * Uveltis specialists have a growing interest in TB uveitis
101 (13%) saw 1 to 3, 28 (4%) saw 4 to 6, and 12 (2%) Treatment and Response to Therapy management and have performed similar surveys on how
Q To determine if IDPs are seeing increased referrals for suspected saw > 6 referrals for Otb In the past 3 years ophthalmologists approach this condition, and have initiated
or confirmed Otb and what the specific indications for referral are 035% who saw Otb referrals reported increasing Di agno stics = 949% would initiate treatment How Often Do You See Clinical multicenter observational studies to help answer some of the
 To determine how IDPs approach the diagnosis, management and y PR " ith 0 0 Improvement During Treatment? -
treatment patients with suspected Otb referrals for “possible” Otb based on positive TST or with RIPE (84%) or RIP (10%) same questions we that we have posed to IDPs (8,9,10)
0 ' S0 . . . . . .

Q To understand the impact of TB specific risk factors on IDPS’ ‘I‘GRA but only 14_/0 Sav,\,l increased referrals for — — " 59% would treat for 6-9 months 45 * Improved collaboration with referring ophthalmologists including

approach patients with suspected Otb referred for positive IGRA probable or confirmed” Otb. Likelihood of Obtaining Eye regardless of clinical response > better familiarity with emerging ophthalmology literature on

. rTeSU'tZ O QFew reported decreased Otb referrals over this time 60 Samples for Diagnosis = But 29% would stop therapy at 30 treatment response of Otb, as well as better understanding role

0 uhderstand how ILFs Iteract with public health departments T 2 or 4 months if no response 25 for diagnostic testing are necessary to improve management of
when treating cases of presumed but not microbiologically dThe most common reason for referral was uveitis with a | |50 o P 20 h ghnos q J y P J
confirmed Otb positive IGRA, though many referrals were also for 40 " Expected “ke“hO_OCC'l Of_d | = IS emerging syndrome.
idiopathic uveitis without any tuberculosis testing. Few improvement varied widely 5 I - Not all patients treated for suspected Otb are reported to public
referrals were for eye findings in patients with known or >0 among respondents; 44% were health agencies, likely contributing to the lack recognition of this
. uncertain whether improvement < 25% 25-50% >50%  Not Sure ’ y
Methods suspected extraocular TB disease or TB related 20 P emerding problem
p occurred 1% of Respondents ging p
symptoms 10
- _ References
. . . . . : 0

* The Infectious Diseases Society of America Emerging Infections Network Most Common Reasons for Referral < 10% of Time 10-25% of Time > 25% of Time  Not Sure References
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= Open comments were systematically reviewed, coded for relevant themes 0 - Ves Sometimes NG Have not AC kn OW| ed g ements

and grouped into categories I N F E CT I ON S ves  Yes,ifmicro  No NotSiarted started Rx
N =% of Respondents ® % of Respondents We wish to thank Kevin Winthrop, MD, MPH and Neela Goswami, MD, MPH for their thoughtful
ETWO RK > P reviews of the survey concepts and survey guestions



