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Bk icxt L, QFT-2GHZED 5 Bk Td % ELISA %
DFGERAL Z AT - 720 KO, FEalBas Y ~
RYTAV [EBERZHOTEMm L BEER 1.
QuantiFERON®TB-2/3G D A5 EARFE ] ICfM ST b
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B OMERMEET D720, F—HEKICOVWTERLZT Y
b QFT2GHAF v M &M L7BS, Bk o7z RI
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Tube (LLF QFT-3G) #%% 1, ZUIBEICHARLDA O
METHH SR TW5b, O QFT-3GDHi# i, QFT-
2GRN BT B 1 AT v 7T Th LMD 58
KIEICHEENTWD (Fig. 1)o QFT-3G TIXH H @
I m/HRIMES 3 AR LM (ZhenBka >y bo—,
WEWEPUE, BEa s ba—) ALK ERTBEY,
BRI E DD 5 A LORMFICEASNTD, /2
FMAZ B YU 1L, QFT-2G TH v Tw 5ESAT-6 & CFP-10
WMz, R0 EERFRNPURTH 5 TB7.7 25817212
WIMEN T2, HEE & ) SHRMAE SR, R
Ea o URERICRIE 3 5 LRSS HB S
Bo PERMBERBREZMVA Z LX) RINT 55T ClE
B DRE 2 7230, BT O QFT-2G @ 3 DRI
% 12 BRI AN O L33 & v ) BIRASRE S v b, fEo
T QFT-2G Tl&, Z DOHIFRO 72 & ML ERIL T A S LK
T RE 72 Hi ik £ COWGRIHEH A D205 & 9 R T
OBRBFIIERTE h o 7275, QFT-3GDEAIZL Y M

19
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LEEFTORMEMRE VW) BELZTEET L L, QFI-
WLV EEETHLIENTHENS, T, bhvb
NOFEFRAERO M F X, QFT-3G & QFT-2G & b k)
ThY, »PORBREORFRELZ O LERLTND
(Fig. 2, Table)?s LA L, —J} Tl QFT-3G L QFT-2G
IDBEME L TIHMED DY, SHRELRDLT—
FOERPLIENL,

QFTIX ELISAIC X ) FEA SN2 IFN-y Z E®- T 5 7
ETHDH, oy 2548 LTIFN-y AN %
ELISPOTEZHWHIET 5 2 &2 & 0, Wz
Wi 9~ % T-SPOT.TB A7 4E T %o T-SPOT.TB & 3 % T B
e, Flla—uy XCTHEAINTEBY, FMbURE
L T & QFT-2G & [ #£ 12 ESAT-6 & CFP-10 % i\ %,
T-SPOT.TB D J&J¥ 1%, QFT-2GdH 5% W\ 1% QFT-3G & V) &
WETLIWMEN-HNTH DY bbb, T-SPOT.
TB & QFT-2G D #Witthe % lb# L, T-SPOT.TB D& 1%

Stage 1: Blood culture
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Fig. 1 Principle of QuantiFERON®-TB Gold (QFT-3 Gold)
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Fig.2 IFN-y responses of QFT-2G and 3G in TB patients
and healthy subjects

QFT-G: QFT-2G QFT-GIT: QFT-3G

Table Comparison between QFT-2G and QFT-3G in TB
patients (n=94)

QFT-G*
QFT-2G Positive Negative Total
Positive 77 (81.9%) 1# (1.1%) 78 (83.0%)
Negative 10 (10.6 ) 6 (64 ) 16 (17.0 )
Total 87 (92.6 ) 7 (74 ) 94 (100 )

Overall agreement 88.3 %, kappa=0.466 (95%CI: 0.286—0.648)

*Significantly more sensitive; McNemar's test for correlated
proportions, p=0.006

**High Nil sample in QFT-2G
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Fig. 3 Principle of T-SPOT.TB (ELISPOT)
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AT 5, TOARY b LAY, IFN-yEAMIE 1
WCHMT A EEZONL, Yefuth, ARy MIEARY
P = —ICXDEHITL, BEOH @RI XD K%K
RDOBWEAT) o

F72, IEN-y DA DOH A AL Y 2WETZ I LITX
D KON L& HIETIIZE b I ThN TV %, L Ruhwald
5%, QFT3GHMAMICELEINDE/ AL v ThD
IP-1055 % WE L, IFN-y OFER L EDLERE K E
THIEIICLY, BREXELED I LR CBRREN L
ATHEMELTBY, SHOERINEHSIND Y, &
DEI, BMEBEZRLOOBWIEEL LA ST )
W) ANEZEIZLY), IhFETULOIEMLBE
DRI U E 5 7% B RIRI B AR R IZ D %035 T

H59o

B hHIC

QFT-2G % & ¥ IGRAs 1%, #ZWriakdE & LA S ik
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1. NEREBSEICHSVWTHESINS QFTED
AN E MR

INBEFRE LIRS HIcB W Th, OME%MIC
W] RE 7 B 23 T N RIS B VARSI B O Hl B 19 R T
FEE LT, QREBIIEYIRE 2 2B E A L7
- ATERES NS EMERLICBTSBCGT 7T~
BHOEE2Z T 2 HEORWEREZH L LT,
QFT % IGRA DA AIMEIZK & A HFE LN TWw 5,

=T, BARAIE 20 G & L7 METR R & Fsko
HREAVNBIZBWCHHIFTE 200, L) Gl
TGS D, Thbb, FEMICE D IFN-y EAREOZER
PR (— KEUREBRE ) & A RRAZIE ) 12 & % RO
DE, S SITTHBIERAREF & AR RGB & o
MO BB D RGBT 5 5EM Th 5. 20064125
KENLARESE “7 4 ¥ F 4 720 Y TB2GDHHIR
BV TH [MBIZBIT A QFT D Z LR
Wi DR e | (IS HOMEHHEDO -2 L LTHEIFLN
TWaHD,

200645 X 0 /NBEE % BB T A /NERHE R IGRAs
WEEH I L - TRMNE QFTHIZEA 2k &, 2 b o
MEICHE T A MET e ERCTE 7, SHOY Y RI T LT
EARTEFE 2 SRR S N7z i % 251/ B~ QFT %
B OA ML MRS ICOWTERZ T 72,

2. FHICEL D IFN- y EEICEDER

FURERWNCIE, TV 788k Thi/Th2H A M A A v
FGUYANTREMIZY T PLTWAEZERMSENTWY
%o QFTIE, PUEINIC LD TY ¥ 5Bk HilEpE S 5
IFN-y D & D RGO A &% H 8§ 5 AL T
Y, Thl BUSHEDTIEES L T B IR4ER/NRIC BT A
MAEDBFMEIE R & BIREHETH 5,

H I b I 2005 4E~07 422 T YT QFT % i

EYPRT M

L 72/NR 1 89 1 163 #AR % i G [tk 2 > b 1 — Vi
Z%F9 % IFN-y FEAL T & AR i & & 1T L 722 —
IFN-y EEREO BV S &N 5%, 03&hETO IFN-y
FEARIT 6 MU LOZREICH L CHRICKL, FERhy
FIZ DN T IFN-y BT A 2 B DY) D3R 720
% 72, 2007 4E~084F 2 A1) T 2 i © IGRAs (QFT 8 X
O T-SPOT) OPEREILER % H I QFT % it L 72/ B #2
filt 5 A 55 B 68 B T UL 0 5 D 40% DL A, F 72 1Bl
T 20% LL EoBIA %2 > b a — VR 5 K
ISHZ L7zl [HEAT] 28 L7z,
INLORFERIY, AR ERNRICQFTEHH T 5
BEIIEBatE o > b o — VREIC & B IFN-y AR Z
LWzl THEAE ] 22320 E0 T4, WiEER
PUEHIBC 0 L C D IFN-5 BEAEFEDTZ L\ 7201 k&
W2 BTt BET 2 0ENH L, LiBbhb,

3. NRIEENMERSRRESIC BT B QFT RISt

2005 4F-~07 4 A DT TRIAF LI E: - 7 LV ¥ —
R v & —, WS WEN R B, N AR AR
Wwke, MFeo 4 EHRBE CTBH % IT o 72/ NI B P
KEAE ) 38 ) % AP UC QFT & M L, /NG B P s A0
BN BT BAMREDINT + —< ¥ ANZDOWTHE L7229,
SRBNTZFOBZWHRIC X ) TR TR W
(BB o 3 BEICOH L CHE 21T o 720 [H B
T - MRORIFZER»Z  &EFn, —FHT TR
T 1ZE DL AMEIBLIHER TH - 720 G
BT QFT & i L 72435610 9 © 2961 (82.9%) 25,
[HREYEBT] 1CBRZ & 158 148 (93.3%) A% QFT [k
EL, Mot HbIZX 2R NHEBERBEMZ R & L
ToMEE R LASOKEZ AL TWD I LW LN
o7z (Table)o S5 [WREMES] + TEIRZ WG]
3B &G & L AEWTEE Z & @ QFT & M5 Tld IFN-
y BUGTERES A& S N7z 0%, 1~ 2 R OIRIERFLY)

Table QFT results of active tuberculosis cases in children diagnosed at 4 pediatric TB clinics
(All cases were tested before beginning anti-TB chemotherapy)

Positive Equivocal Negative Indeterminate
Total (D+Q2)+®) 29/35 (82.9%) 1/35 (2.9%) 5/35 (14.3%) 0/35 (0.0%) 35
@Bacteriologically confirmed cases 14/15 (93.3%) 1/15 (6.7%) 0/15 (0.0%) 0/15 (0.0%) 15
@Clinically diagnosed cases 14/15 0/15 1/15 0/15 15
@Suspicious cases 1/5 0/5 4/5 0/5 5
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BB VT BIFABEEHLTVD I L5k
ot (Fig 1o SWAIIC L D MES N7 3 BCOR
Becid, TBEG I IR ROER b & T il
PED ) TEN-y SUSHEAT RIS A - 72705, [ RIBHER |
L THRBEG & ORICERIZR0 5Nk ho .
BRI & 2 SO PR B 35 C b WU 2L BE) &
T - MG E ORI AR RO Ao 72
INSOBELY, AR % & N E B
SRR BTS2 31 5 b L 7o M o & RIS
B AIEIE 2 A5 5 = L AW S L 2 ), QFT A
BRI 2\ /N B PERE A B BN I B & L C
FBIHIATH D L ARSI

4, NERBEEERBRREZEICS (T 5 QFTOFAM

2005 fE~08 4 A2 22V TR MU VPSR - 7 LIV ¥ —
FE#t >y —5 X ONBEICHE T QFT % & T H fil i
BEAT o 72/NRB 187 B 321 MR % 1 GRS B L O
Bt oY - 38951 A7 L QFT R OB MEICDW»
T 24T o 720 WERBRRIEIRGSR & R L Twizh
Bcixsapih226] (26.8%) A3 QFT Btk /R L, B4
EOBWHT R BRI S D&Y ) 2 7 HMEL 7 512 E-
TQFTHMERLGETLTWAE I ERHLNE o7,
B SIIERE BRI RGR & FEE2 A L, &Y 22
A E DO TE &GS L 7z/N Rl G 25 82 6l %
g & L7z QFT AR & 0 /NI R T IC B
\} % QFT DIRFEME 2 ik 7o WFTEMERE &S (LTBD)
JEBIFZIE D gold standard 2SE1E L 72\, ffl 4~ DS
BC O QFT#f 12 B0 IR Wy > Z U 1 % FEA 3 %
CLEATRETH D, FWEZ L O QFTIHMEE L #E
DFEFT — Z IO B AR L O, v BORR
WZHED RGBT & o Llg, BCGRBFHIZB T2 Y

%

100
80
60
40
6/6 5/5 4/4 6/8 8/10
20

Oyr 1-2yrs 3-6yrs 7—12yrs  13yrs—

[l positive [ Jequivocal [ |negative

Fig. 1 Comparision of QFT results distributions in different
age groups among active TB cases in children diagnosed at 4
pediatric TB clinics

(Tested on 33 pediatric TB patients who were diagnosed bac-
teriologically or clinically )

Kiks H585% 5 15 20104E 1 A

KB L O QFTH MR L 2 212 & ) AT IR EE O
FEEAA, (F1930~60 AT A S 7z, RIEMNIZ
WP E AEAE L 72 BCG REEFEFLANIE 0> I Wy
IR H LI, RENICEERGERESBE LSO
B Y % 30~50% L HERE L 720)

Fig. 2IZ7R3 & BY, 3~6%, 7~12i%, 13 Lo
FE IR R RGeS IE T B QFT Btz % i 7225,
08B L O 1~ 2 B CIEISAE S & B\ T QFT BBl
Bohd, IhooEEEToO QFTHMESE (=QFT
WRLD LTBIEZBW SN HE) HEbOTHRVI &
PHLNE oz BB, 797 FTERICIZFEMIETO
QFT Byt 22 B /5 @ 2 KBV RS B S E Bl O H A % 7R
L 725, $L50UE QFT B B T b v 41 B C il B M A A%
WHEPER SN ZEHHW L 72, 3 Lo
BCG BEFEFEBI Tl Y RIZ DWW TG & HRr 2 %
Bl (=R EA30mm % W2 5 H0) & QFTFHHBIAIZIT
B LTV, 2T OB TIZIERIEA30~40 mm
TH o 72BN D QFT B EBILFED & 22 o 720 BCG £
FRAEZ B 10B1 D 5 BIGE LTRSS 2 & o7z
SHENZA IR L D v I - QFT A3k iCkhmEx B L 72
B, TEHED S D Thh o IS 5 BT S
BRI ] B\ iE QFT 3R &2 7R L 72 80id 72 22 o 720
LAHL, 2095 26ITEMEEZDS 3 5 AHNICY
SR S 7225, QFTIXREME S 22 13K AT T
BL7.

INSOMEFHEI D AE, AR E TR E L7z
TRIE M AZ A T I B 5 QFT O JREEAR RAVRIE &
n, AR ERNRE LG T [QFTEM] o
AREMPUER AR B ETHZ EI2E ) % DBGBIA R
REINLMREMEIBR S SN D, —HTHHAED LTI

% n=14  n=11 n=24 0n=24  n=9
100

80

60

40

20

Oyr 1-2yrs  3-6yrs 7—-12yrs 13yrs—
SR 11 3/9 1/5 1/6
positive positive
u (with TB disease) | (without disease)

[Jequivocal [ ]negative indeterminate
Fig.2 Comparison of QFT result distributions in different
age groups among 82 children who had households contacts

with smear-positive tuberculosis patients
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AP E RIS QFTICHED RGBT Z U TH S L %
Y (W

5. ["MNEIEBERLZHICH T D QFTEAES (F) ]

YL oBea# R & BINE QFTIFE&ITB W T [/h
VAER RSN B 5 QFT RS ()] #/EKL
720 LFIZZFDOHTZ2RT,
® QFTMAIZ/NBIZB W T HREBIREEbN L r —

ATHEMT 5EHDOD LA EMEETH 5,

o FRIZHIR A IR L LIRS INIC B W TR E DR
WHH B TH ), RS & OBAE S m{RHT
BRIV BEOMEEREHVEFMEI N2 b5
I OGS EE R REBIT “QFT BpE” & HIBAL 7235
BOBWERITIEF IR E W,

F7o, G- B R 7 OECEACE S BT QFT
Bt 2SI & A2 7% o 7235 A I3 IR o W REYE & & B
HE WM 24T C L BUETH 5,

=T, AR GRS BRRE LB
BRYBIBIT (= HROLET HdEs HW) 1IcB it
QFTDREKIZEIZY I LTLT LB HDOTIE R
{, “QFTREY" oAzt L CEEExHETH T
LIIANEYTH B,

INB ARG E LB TE AR IR I LT, £
DA IR B, BCGHARIE, JEY-IHONHA & BE
WOREE, HARI, FBOFRR - &Y o BBLURR
HREEREMITELTY X7 Z 4TV, OLE -
FHIIH LTIy K@ LT, @A RicxL
T QFT##% (WEIWIS L TYREHH) L&
A 24T 9 LBEDEULTH b,

B, TONSHIAHNE - EHEIRE LB TO
QFTEMNEHRZHETHDOTIEARL, Btk & W
L7725 A IR ORI 2 B R 3 2T & L
THAEDO W HEME B & TS P\ R R W FB 0 157 W %
Batd 562 L ETH 5,

6. IMNREXMREL ERBEZHICH TS
QFT & T-SPOT® TB M 4EELL 8

BRI & HU ISP S, Bk o B sk B A2 L,
ELISPOT#EIC X D #ERHEZITH) D9 2D IGRATH
% T-SPOT® 7B (Oxford Immunotec £ ; LL'F T-SPOT) {2
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DV, HIVIEGSFOREAERER AL RITB VT
DRGREEZRLZZETH2MERNDASNE9 bh
b/l E S B 68 B % K 512 2 FE D IGRA %
FRRCERG L, 2O OntED B %17 - 720
ERAE T ICON T 2 HOMARE LS T 5 HE1X
L7225 0~2 0 @ZHI Tl QFT & T-SPOT D& H
B—H L o 7b%% REBL (0 TR60%,
1~2RBETHR30%) 0 X SR % [ Jm R Mk
FEREASHIBE L 724321 25 BIIZ R % &, T-SPOT T QFT &
DL EWCHEET, S OKAEHRECTIRIZFIB OB TR
Bl % B 7z (FMAG S - T-SPOT 116144%, QFT 6
B124%) o % 72, BCGAFEME 0 ik JE 47 61 18 6] T QFT
BB\ IEY KB % R L72Blid 2 22 - 7245, T-SPOT
T 4P EER Lz BB, RREHIDH HIBERE
DHEFR E N7z 2 B Tld QFT B X O T-SPOT i3 L 12 B %
R L7

INSDOMEHFERL D T-SPOTAH YR Z R & L7z
FEREYEWIIC B W T QFT R Y KIS RIF 2 g %
AHLTWAHEEAIRE S, S SITHETR S % 3%
9 & 412 T-SPOT LB 2 & DRFEDF HEIZ$ 5 HE
EER, BEAMEAEA L RV EHICBIT S T
SPOT U DMF S EE E 2 5o
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1) HASEWRFRTHZERS 74274720 2°TB-2G
OIS, %, 2006 ; 81 : 393-397.

2) fuk B, EE A, EEPEIRE, M NIRRT RS
W2 B1F % QuantiFERON® TB-2G DA A B9 % M
F1. H/RIFEE. 2007 5 18 : 127-136.

3) Mk B, FTHBEE, B AR M N BTGB ERAL
FEBNCBIT B2 4 V5 47 21 ¥° TB2G KIS HED#
AT, H/RBFERE. 2008519 112-121.

4) Mori T, Sakatani M, Yamagishi F, et al.: Specific detection
of tuberculosis infection an interferon- y-based assay using
new antigens. Am J Respir Crit Med. 2004 ; 170 : 59—-64.

5) Sepkowitz KA: How contagious is tuberculosis?. Clinical
Infectious Disease. 1996 ; 23 : 954—962.

6) Ferrara G, Losi M, D'’Amico R, et al.: Use in routine clinical
practice of two commercial blood tests for diagnosis of
infection with Mycobacterium tuberculosis: a prospective
study. Lancet. 2006 ; 367 : 1328—1334.
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3. REMHEICHTS QFTDEA ERE

BT ATBOE NE SR B R Ol A B2

WERBEIRDOIRAK DY A 71%, HEWiH & OBREDIRIEH:
filTdh s, —7F, HIVERH, A7 04 F, HiTNFHR
TR 7 E ORI G B, BERE, IR,
FAE, BEEREDBEICBWTIE, BRSSO
NP ETRIC & B EERABIEE 25 2O X9 Bl
BHRRONA VAT TN—TFI2F =47 v b &iko 12 E
PEAEAG G O 1L 22 M B & DL F B A%, RS589,
MBSO EETH S50 BN, KEDH S WIEH
AKIZBWT, FEERYEOE W IFN-y release assay (IGRA)
BNV RIS (V) b o TEASK, #it%
BEEZWICHA T 2EBIFHASNII R > TET S,
BCGH M AT K L T\ b HAIZ B T QuantiFERON-
TB 2G (QFT-2G) HMirBo#Is & % 1), FREEOKRWY X
WA, i o PN S E Z g &
W5 ENTRELE o 7ze HflH @ prospective study 12
BWT, QFTHMEDYY KB MEIZ I, Bl O k5T
ZLDIEMICTIT 2 2 EDURIBENT WS, IEE
EREES R KA S &, FIEREERIZB VT IGRA
PHERD Y LWL, EEHWIREE S S h <
W53, 20054FEDKED CDCO T A4 KT 4 2 TlE, HE
¥k, VRERITLTCWZTRTHOT — AT, QFT HR
HEEEZL TV D% DROEEFHIRESZOTA KT
4 2BV TH, FEHHIFEICB W TIE QFT-2G & Aw
52 EERHEIEL TV B,

LA L, I ERBEC IGRA MG F OMBME G624
ZHEHE LTHOMERTH Y, MRz KT L
T SRPEEETIRAE C I AL K & B LA T & e Wl
EEARE SN D, HRIEIHIAIRIE S N5 BRE IC QFT
2119 W t, QFT DMEEDMRR % M5 LEN D 5. Bk
HORIEN L, invitro 28T % IGRA DIUFEFFENY IFN-
y I & OB L CHIRE 2 M35 S R Tw v,
CD4MIREEL AT WA L 72 HIV B GLHE 12 B v T IGRA I L
BB L TRE PR SR TWw 59, 2l %
W72 QFT-2G I BI) % IFN-y O E % % A Jiix CD4 %
FRE L2 THIBTH 2. MBLNT A M A v Gl
w27 a—H%4 b A MY —=I12X B bbh Otk
— RO AR T, CDSFEPEMINL b PUEAF R I IFN-y
EHAELTVD I E 2R L7z MM aEIc e
2 U 2RI & /SEREACT ) v/ SEREERE SR F A
QFT-2G DK BT W e N S N5, 22T,
LWEET, EMREETRENT 5, PEREMEORZERE
727412 BT A QFT-2G & RMIM ) » 2k B o Iz >

WM 24T 5 720 42K QFT-2G D%, Ftk, &
" HERBZEE), HEATIZZNEN68%, 258
%, 6.2% Tdholzo MEEHEE) »/8EREIC X Y WM
WZRERMLL, ZhZEhofFIIBIT 5 QFT-2G D%
AT L 720 1) Y RERBAEH (>1800/pL n=104) TiE
Mtk 89.3%, HIEAT 0% TH - 7245, ) ¥ ISERED
WAL L BITHMIERIFET Lize V) 73885300~ 500/
uL (n=57) TIXREE49.1%, HERT14%, V) v 78
BRI 300/ LLLT (n=45) CTlBMES26.7%, HEA 0
378% TdH o720 £ o T, QFT-2GIZ & B fBEIDZ
BicBnT, )UKo db % &7 RmETREAT
DHERFE BV TIE, QFT-2G Dk H ORI 75 230
BLEZ bNb, AR, HIVIERYE, #195, S
DEUEEALE, EIEOTGEEAGR, o REHHRS
% O BE TR RIEOREESR Y VBB DRI
SN b, %3 AL QFT-3G (Gold In-Tube) (&, ¥ 4, &
FIZBWTHAWRRIC R 2 TETH S FEOPUER (TB
7.7) DSEMEN, EE FFICHERL2wWE I ATH B2,
QFT-2G (341l % WEAS R W HUR TR e L, Libd
DIFN-y ZWET %o b 9 —DDIGRATH 5T-SPOT.TB
¥, FAEIM A5 peripheral blood mononuclear cell (PBMC)
FREEL, ML 1 I oVvBo ) oMfa A L, R
PUR CTHIEL, K723 %o ELISPOTIEIC X V) IFN-y A
Wia 2 AL, MaRE S Y > b b, BIEET, HAR
2BV CRBEIS X 228, BORTIREET ShTwn b,
FAYIMLA & 1) > 7SERG AN AR S L) & /S ERBS R 2R B
REc-—bah b mT, BEOEMIMY) ¥/ SBRERA D
B T E, MR IS8T, ELISPOT
BRIV IGRADS L ) RIREE ISR 2 I T & %
WD D B0 €T, BBz LW
7360 (J569.9%, SEH15~975%, F¥60.2i) 1L,
RIRBALE 14 H DUNIZ QFT-2G & ELISPOT % [A]lF 1247\,
JEIEIZ DWW TGS L7z, 4k & PBMC{:, ELISA
B L ELISPOT D W HiEIC T2 2 E 2 HIWE L,
ELISPOT #: 12 B\ T QFT-2G & Al IR~ 75 N & H
W7z KRS A S 58 L 72 AL ER % 250,000/ 7 v i2
il B, AIM-VIZ THi# L, i It ® IFN-y. ELISPOT kit
(Pharmingen) % H\TC assay & 1T > 720 AR v MEHTIE
KS ELISpot (Carl Zeiss) {2 C{T- 72o ELISPOT ®¥I%E 1&
T-SPOT.TB DT O FEHEIHERL L 72 (BRI A K »
N6 ML LR o SR 2 A T S B0, K
FERNC—E A 71 4 R R il = G- 3T
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W7o, HIVIEGWE, RFEIREE, BEIRE, BURIREZ
CEGRERRZEDDHE Lo TGN E
73 %1 (QFT-2G Mz 1 #70.6%, ELISPOT [ % % 89.0%)
DH YL, FELOREMNHIRT = H 9 % 281 Tld QFT-2G
B k=812 57.1%, ELISPOT FnE=81385.7%, oy A
TEAH LRW4560Tld QFT-2G FE#R12 84.1%, ELISPOT
BtEI2933% CTH o720 Lo T, FEEEIZBWT,
RIEIHIZ O A7 &9, RIEIEHH TDH ELISPOT AT
LD EENFHVWREEIRIB I N, T2, bhvbh
@ preliminary data Tl&Y) ¥ 3Bk E TR HIL L 7254,
ELISPOT#: 2%, ELISA{E & D, KAL) ¥ 38k o i
B 2T W E & RO 7z, &Il QFT-2G 1 ELISPOT
B XD REFHRICBWTEMINIC, L) ifETH 575,
RIEPIHIRE D B E T, ELISPOT#H:UC & % IGRA A%
KRGS L, SREOMNTENTH S0 Lk,
QFT-2G & T-SPOT.7TB (ELISPOT ), ¥ K% Lk L 72
Systematic review C & QFT vs T-SPOT.TB vs Y [ T T
T5E, KE, BRERERZENENTED vs 90% vs T7%,
99% vs 93% vs 97% (BCGH:ffiZx L), 59% (BCGH:AEiH
D) EMEINTED, FREZ QFTMENTW 528
JEEE 1X QFT-2G £ 1) T-SPOT.TB D13 ) A3\ & iy &
NTws9, LiL, BlRLT, A TIEQFT-2G DA
PERLTEY, REREHICE TTXTT-SPOT.TB
BT ALERRI R VEEZ SNDLH, KGR
KEEDNFEIHD ) A7 OFHREIHIZ BV TIE
QFT-2G & ¥ & T-SPOT.TB 7 & ® ELISPOT A A T
HH0H LN\, HATIE T-SPOT. TBIZBLKE i TR
BRoBIiZ v, £72, PBMCZ4EEST 2 &) TR
mby, EMMcEfETHD, ARy bE2AT Y MTD
VAT ARET L0, WEREME LN — FEHOMED
Hbo FHICEEMEDE FETOMAIZBENTIE RV
b LNz, &5121%, T-SPOT.TB D4 ¥ FE % 4 I &f
POV TR TR T =5 0% L, SHBOMERET
H5bo
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1) Targeted tuberculin testing and treatment of latent tuberculo-
sis infection. This official statement of the American Thorac-
ic Society was adopted by the ATS Board of Directors, July
1999. This is a Joint Statement of the American Thoracic
Society (ATS) and the Centers for Disease Control and Pre-
vention (CDC). This statement was endorsed by the Council
of the Infectious Diseases Society of America. (IDSA), 1999,

3)

4)

5)

7)

10)

12)

13)
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and the sections of this statement. Am J Respir Crit Care
Med. 2000 Apr; 161 (4 Pt 2) : S221—-247.

Diel R, Loddenkemper R, Meywald-Walter K, et al.: Predic-
tive value of a whole blood IFN-gamma assay for the devel-
opment of active tuberculosis disease after recent infection
with Mycobacterium tuberculosis. Am J Respir Crit Care
Med. 2008 ; 177 : 1164—1170.

Richeldi L, Losi M, D'’Amico R, et al.: Performance of tests
for latent tuberculosis in different groups of immunocompro-
mised patients. Chest. 2009 ; 136 : 198—-204.

Mazurek GH, Jereb J, Lobue P, et al.: Guidelines for using
the QuantiFERON-TB Gold test for detecting Mycobacte-
rium tuberculosis infection, United States. MMWR Recomm
Rep. 2005 ; 54 (RR-15) : 49-55.

HAMMER PR TPYZERE 74 Y747 =1 Y°TB-
2G DT, Hik%. 2006 ; 81 : 393-397.

Aabye MG, Ravn P, PrayGod G, et al.: The impact of HIV
infection and CD4 cell count on the performance of an inter-
feron gamma release assay in patients with pulmonary tuber-
culosis. PLoS ONE. 2009 ; 4 : e4220.

Raby E, Moyo M, Devendra A, et al.: The effects of HIV on
the sensitivity of a whole blood IFN-gamma release assay in
Zambian adults with active tuberculosis. PLoS ONE. 2008 ;
3 :e2489.

Vincenti D, Carrara S, Butera O, et al.: Response to region
of difference 1 (RD1) epitopes in human immunodeficiency
virus (HIV)-infected individuals enrolled with suspected
active tuberculosis: a pilot study. Clin Exp Immunol. 2007 ;
150:91-98.

Rangaka MX, Wilkinson KA, Seldon R, et al.: Effect of
HIV-1 infection on T-Cell-based and skin test detection of
tuberculosis infection. Am J Respir Crit Care Med. 2007 ;
175 : 514-520.

Rangaka MX, Diwakar L, Seldon R, et al.: Clinical, immu-
nological, and epidemiological importance of antitubercu-
losis T cell responses in HIV-infected Africans. Clin Infect
Dis. 2007 ; 44 : 1639—1646.

Goletti D, Carrara S, Vincenti D, et al.: T cell responses to
commercial Mycobacterium tuberculosis-specific antigens
in HIV-infected patients. Clin Infect Dis. 2007 ; 15;45:
1652—-1654.

Harada N, Higuchi K, Yoshiyama T, et al.: Comparison of
the sensitivity and specificity of two whole blood interferon-
gamma assays for M. tuberculosis infection. J Infect. 2008 ;
56 : 348—353.

Pai M, Zwerling A, Menzies D: Systematic review : T-cell-
based assays for the diagnosis of latent tuberculosis infec-
tion: an update. Ann Intern Med. 2008 ; 149 : 177—-184.
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4, EMERZICH TS QFTOEADRER ESEOE

e e R S e A

] =

BB RZICBWTIGRA (4 ¥ ¥ —7 =81 ¥y il
RED) 21T DL, BRICEHLLTVEEZRAOT L7720
Thbo BICEHLRLTVHICIE, BEEMD 2VE,
B L OEYBREER D 5 TEW AP LR T VWRT%
boEDEEND, AETIE, EYEMD V7205
LR TVWEERGETT 5,

IGRA OF#EIL, OEE (BEL TV 2 0B %S
W), QBREDY 4 I v (MEZAT- LHHES
EL:0IZTTIRIHE LTV D, HHWIE, FHHISES
EDL7:0BEICRSR), QBRREBEMD Znh L) Hh
EMAHIEIITELN? Thbo

SEOY YRYTATREMAR I+ T4 71y
(QFT) 122V TZENZNOBUIRIZOWTHE 5,

QFT DRRRE

QFT D KL 2D W TIE, 70~90% & § % Wi A% v
B3, €D gold standard IFFEEIEIRHE ThH %o G LIRS
B LB ICOWTOHEIE RV, bbb &, QFT T
PETH o 72 6 HEARMIITBAERBRIEROBEH LTI L
BlETHo - BERLAVOT, EEEZFETLZ LI
AEETH S, LHL, QFTDA ¥ ¥ —7 0y EH%
WL TWAHBREERDED B LT HWADDHDS, D
IRFLASIE LU, BGeRIEN S TORREET X ) v
FTTH Do 200247 520054 F TITRHELMZER T -
7eMERZHNO QFTRAD 9 b, HfilE s oxt
REWVECTHLEMERNT, ZBROBFEIT-72D
DIZOWT, PEFITE TICZF DBEDOFHRIR 2 wab
#, QFTHHZ & ITHERI L7z AN L5676 TH -
7o, PRERT S DR 7R L 16884, BHR7R L6904,
QFT FE il TIZFEM L TV 72634, BGEIEH 2 <
AR EE 1334 % BRI L, 31024122 W T AT % 4T o
720 W 14904, 16124, 207% £ i 1022 44, 207% 1%
1251 %4, 307% 1446 %, 407% 181954, 505% 1% 139 44,
60i% 454, N4 4, BRIRIEZ=RD Y 21024, 22
7 L5184, ZMAWI4824%, EAIROWEEEIK 3+
AY1869 %4, 2+ 6854, 1+ LT 2724, RB2764,
PR % 2 2 ADINICZREER B DD H o T 5K
YR OB 958 44, [l —IRG WA © O QFT B Hz il
2044 PL 2872144, 10~19%4 2524244, 5~9 %4 H3714
%, [ — &GO QFT Fatk % 20% L. 181944, 15~19%

bl

613%, THo72. 4194 D QFTIHMEHE ZBEF L 204 D
&, 2683 % DBMED LW ERY TH - 7288
FOrPhH19% (BH134, HERY 64%) O
HRERL TV D, QFTHMER O 9 BRI EGH R
EITWE T LTW2E 3004 1144 3.7% D56, QFT
Ptk @ 9 HIBTERMZIEAGE B 2T Wl L2 H 234
4 %417.4% DFERR, BHERGKIEGEREITDED o7z
9641 5 44 5.2% DI TH > 720 HI w227 %,
B EREREIT PO 2o 728734
3.1%, BIEMZBREBREZITVRRODH - 72154 2
%13.3%, BAERZEISERE T bR o7 11454 1
£40.9% 2359 LT\ izo BBtk2456 4, ARG I%
ERETCHW O 205 7262%W 0% 0%, HERLK
PR BT O OH > 722240 0 44 0%, EFERHIR
YW AT D M- 722372 %W 1344 0.5% 23% L T
7oo BEMEF T EREH DS ORIEHE 19T VT h
b, HAEENTOQFT ik 15% ULk, QFT k&%
8“1 ThH o I EHIEG B TORAETH - 720 JEG
HOEWIEGIR O MG Tld, QFTREMETH - TH R
Dz EETLLENH L EMbNDL, LERMBITT
1%, QFTHEAAY K%M [adjusted OR 2.94 (95% CI 1.45—
5.88) 1, B IH O Ffil# QFT By 7 & 4 A%% \» [adjusted
OR 1.02 (95% CI 1.01-1.04) ], EGH OB L — P28
5\ [adjusted OR 1.42 (95% CI 1.02—1.98) ] 2557 L T
FHORT- & %o TWize QFTHMEEDADGHITIE, &
YR O EEflE QFT Byt # £ A5% > [adjusted OR 1.02 (95
% CI 1.01-1.04) ] IRV A7 ENTH 5 & & H I
AERBEREBR R IT VR T LB Lo 2B L
TIIEHAH BN % H o 72 [adjusted OR 0.25 (95% CI
0.07-0.84) ] 2%, EALAGIZEAIRH % T L 723 (3BT
RS GRIR R IT D e o 128 E BRI E 23R
- 72 [adjusted OR 0.61 (95% CI 0.06—5.74) ]o

BREDZAIVT

KA E T, REWIZ QFT A & 4 » 724 T,
WlEE o724 4 3 2 72T, ko T
FEEEE IR, 3 A ABRICHEMEL o 2B DR T
4~6 N ABICIEBIEE o 2BV W E 2 L
TWhY, BEEWARIRE TR, HHEREO®RIE3 +T
B O IER O FET, SEBIEHBGE 2 7 A%IC
QFTFaME, 5 7 A% ERE, 6 # ABICHIEE 2o
TR B ORER DS 0, TR L REIRE A R & R



Symposium/Novel Diagnostics for TB Infection

LEIZOVTOMRITV T 20 TR RV,
BT DR

M E T QFT 2SR E L, 72, BEOMBKY:
TIE QFTEMHALL TW A HIARH A Z s hTw
%2, WMITWH &, QFTH IR TI&, HEMHT L\ vIikge
THLHIUREDIE L, BREFOPTREBELLTVEL
Go TCWAMEEEIE S 50 BEERGE D) H i w0 H
TEBEHEICR o TWDH 2D, BRI T QFTH
PERAMEC (Fig.), QFTFtha 140 T 3%, 505&f%
T 7%, 60 L T10% TH 52, FEHEMME TO QFTF
PESRIZ25% IEE L 72 5 DT, 607 A O [F it g <
QFT Bk D e, WGl v ) L) -0
M (S0RRTIZ25/ 25+7) =78%) 728, N
—AFGA VDT =IDVRVEGETH, X—=2514 VBl
EIRELTLEZEITH D, LL, FROEENFS
e CEEEGRORmWEN, H D, EilE#S TR
LDfERAPENE 25 F TR Z IR TW 53551,
N=25 4 VEEHEOREIZHTEESLRVTHA I,

FEHEEER

B RZ TO QFTH MR RILT LB 2L, B
T CHERRETRY) 2O0RFEE L RO TWVD,
ZNOH TG AT C FPICS O QFTEE 2 L
TV BRPHOBEMBETH Y, TN o 0HEMEICONT
&, BUETHLRBOGHEEETRETH 5,

it QFT DT TOMMIZ 2 72534 H
PHH, TREZR E, XYL o THiEELT 263
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1) HI & EHEZ, MO8 b EMEmRZ o
DD F T4 7 /®TB-2G$’§€E0)574 IV
DWW, K5 2007 ; 82 : 655-658.

2) Mori T, Harada N, Higuchi K, et al.: Waning of the specific
interferon-gamma response after years of tuberculosis infec-
tion. Int J Tuberc Lung Dis. 2007 ; 11 : 1021—-1025.

5. FERREEXIER (BEDERERE) ND QFTOXRE EFE

TR R b A Fa S AT SR

U &I

PR TIE, #5 W IR B AE o IR AR R e
W%, HEE - BRBREHIC L D RIERIMKT L2 R
BHOBRIHEFRLTWDE, TDX) EEDSHMES
AT H I LB L, RGO RGE BIAE] % 5
i L, BRHREFREOMELZTFELILIRDENT NS,

QuantiFERON-TB ( £5 2 1 f) (QFT) (%, 20054F 4 A

WAV e LRSI, REEBEN IR e b
FIHTE2 L9107, WEDBCCHMITEEIN
Lwnizo, RV YOG (Y R) b BRI
ELTHEAZED TV S, BIEURFZEREE W) FHED
WL, RAEFECRZEE CRIEICH AL, QFTRHE

2% o> 72354, [isoniadid (INH) THIKR T §5 & v
IWERDEZ TS, NEMEMGERERE] T5 &
W) EZ IR L 72,
KRV A (ICDWHEEHE) T, THERFPESE
K@ Wi b T DR BN B R 2R3 & & b IZ, SH%D
EZ R LT <,

TEXRZEZHBHBRBRE OB EREIE A

T BE R AR A S I 9 Bt 1 835 R D i s B e B T,
R D 104 D ABEEHE 5 5 OFALE O 75 BER DX
ﬂﬁ3~5%f%éo%~@@%f%%gﬁ%%,ﬂﬁ

R BE, T A AR B D 1 & 1
Vv, FERIEEHE R SE PR 2 A L 72 RS RIS
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EML T b, TD7280, FAZIHE S 3 YA BN IE
BRELPETH Y, BEEEHGBHRE - 1ICT ([ 7 =
svay-aryha—VF—2r) HBPHLNEEZEZL

TWb, BEMAD S PERE A S 2L, HERIR
TR WA 2 Be YIS 0 W] eI 2 SRR LS BRI 2 1T -
Twb, NELEOWHEENEE TE RnEAE, T3
R OfRED D &, ICT, VY2 ¥ 85—, Yr7r
F—AxHRLTC, EMERZ T EL TV 5,

RERO#EmE @2

GERFD B2k SNz 7080 BB, ABBIEE
WY (24) OMifE & B SNz TEH R
NPT, WERORR, MBS EERTLI L 2R
E L7

RIRBFOYVANT v 7)) HEESTRE L3 HME
MBHOTHMNY A NT v 7 EN, QFT & W X#EH (&
HEZHRODDOEMNM) 2179 2L L Lz HAKBR
4 FHIREEDZ + 574 721 VOTB2G DA
TBEVITHE W Fig. 1 DTN THED 726

(51 QFT) VYA b7 v 7, HHIZHE 1M QFT%
FERiL7ze SN, R=ZAF54 Y OlZERT L LH
HHTHY, BRENKOTFPEIIRBENDNE, EVAN
RRICERL T, SR LB I EPHBTH S,
67424 (3%), HEhk@E 24 3%), Bk
62% (93%), WEAT 14 (1%) Tholz. Hik24
DHE XBEEIZIER TH Y, BN ZERY L Bk
Lto%@@%&%ﬁ&@%%’;éﬂmmT%ﬁiﬁ
mﬁ,%&%mﬁ%bfwéT e EwZ L+
FWIL729 2T, INHIZX BEHEZHIBL
[%zﬁmwlﬁ&%@%#%Qm%ﬁ_téifm
WMZEZEL, B20QFT% 24 HHBIZEM L 720 Xt
L3554, B 1NENE 2%, BAERERE S ZHITE

% & SRR DM REVEAMR W EE R 572104 & FRAt
L7ze MR, Btk 4, HIERE s 5, BE4s4,

After contact with active tuberculosis patient

(=) QFT* [(P)

After 2 months (baseline)
(—) ()
QFT* (2nd)
No active lesion Chest X-ray Active lesion (+)
No further Treatment for latent Treatment
examination tuberculosis infection for tuberculosis

*QFT: QuantiFERON TB-Gold

Fig. 1 Flow chart of contact screening

FEf% B85S 5 1 o 20104F 1 H

HEAT 14, EFHERMIZBTH 72, 811 QFT
HEMRE O 2 4B E o720 L L, 1 S
1A HEYE, 5 APHERE & ko7, BEEDIN
HXMEBEIZIER Th o 7285, SROHEMIZ X > TH
TR IE G D IRTEIZ B B W REEAT W L 2B L,
INHIZ X BEEZHB L. HEREOSHIZDOVT
i, W1 A ABRICQFT 2T 52 L& L,
(453 [l QFT) PN TH D, QFT D%
MRS 2592 TOBELLTRRT S0 WRITHE 20
QFT DI 5 4T, HERT 1 £, Bl4HTH-
7oo HAEMRBEHEDOIM XML EIZEF TH-720T,
RS Y 2 L C INHOEEZ BG L 72

QFT CHflFEZ 2179 BEICIE, X=X T4 YOtz
PLETH %, WIZTIEHT - EEEHE v 5 — O]
BB R A D L2005 DR E ST 7L
(Fig. 2) o FERAMB A 4T 5 20182 & 30 AHT D RE
EAFEL2.8%~3.9% TH D, ZOREDOHESET QFTH;
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Fig. 2 Estimated prevalence of Mycobacterium tuberculosis

infection in Japan in 2005

(This graph is made on the data in The Tuberculosis Surveillance
Center, The Research Institute of Tuberculosis/Japan Anti-Tubercu-
losis Association.)
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Abstract Since 2000, the incidence of tuberculosis (TB) has
decreased gradually in Japan. However, more than 24 thousand
TB patients were newly notified in 2008, and Japan is still
classified as an “intermediate burden country”. Early identifi-
cation and treatment of those with latent tuberculosis infection
(LTBI), having a high risk to progress to active TB, will decline
TB incidence effectively and result in elimination of TB.

The only method for identifying LTBI has been the tuber-
culin skin test (TST), but TST may give false positive results
in BCG-vaccinated people and in those exposed to nontuber-
culous mycobacteria. New diagnostic tests, called Interferon-
Gamma Release Assays (IGRAs), have been recently intro-
duced, in order to improve the specificity of TST. These include
the QuantiFERON-TB (QFT) and the T-SPOT.TB tests. The
former is available in two formats: QuantiFERON TB-Gold
(QFT-G) and a newer version of QFT assay, so-called Quanti
FERON-TB Gold In-Tube (QFT-GIT). The T-SPOT.TB test
has not been approved yet in Japan.

The Japanese Society for Tuberculosis recommends that
QFT tests should be used in all circumstances in which TST is
used, including contact investigations and TB screening of
healthcare workers. Although the QFT tests are widely utilized,
the QFT tests have shown some limitations and problems:
limited sensitivity of QFT-G, difficulty in interpretation of
data in immuno-suppressed subjects and in children, lack of
predictive value for future development of active TB, the
inter-laboratory variability and quality assurance. In this sym-
posium, we'll discuss the above mentioned issues and their

search for solutions.

1. Quality assurance of QFT and research on improvement of
its sensitivity : Nobuyuki HARADA (Immunology Division,
Department Mycobacterium Research and Reference, The
Research Institute of Tuberculosis)

Since there were some discrepancies of QFT-G results of
the same subjects among different laboratories, the quality
assurance of QFT-G is thought to be important. We have
carried out the quality assurances of QFT-G in 2007 and 2008.
Although, approximately half of participants were categorized
to be non-acceptable in the first quality assurance, many of
those categorized to be non-acceptable became acceptable in
the second one. From their results it is conceivable that the
introduction of the quality assurance would be effective to
improve the test skills. IGRAs including QFT-G are relatively
new methods to diagnose TB infection, and the efforts to
improve the performance of IGRAs are still under way. A new
version of QFT-G (QFT-GIT) is more convenient in the first

step of QFT (i.e. blood culture), and we have shown that QFT-
GIT has the higher sensitivity than QFT-G. Another method,
T-SPOT.TB based on ELISPOT method, has been shown to
be more sensitive than QFT assays. A recent study has demon-
strated that measurement of monokines, such as IP-10, along
with interferon-gamma (IFN-y), could improve the sensitivity
of QFT to diagnose TB infection. More promising diagnostic
methods could be developed in the near future.

2. Application of IGRAs to pediatric TB practice; its useful-
ness and limitation: Osamu TOKUNAGA, Takeshi MIYA-
NOMAE (Department of Pediatrics, National Hospital Organ-
ization Minami-Kyoto National Hospital)

Our study group, named “The Research Group on the Per-
formance of QuantiFERON-TB in Children”, has collected
data on the performance of QFT in pediatric patients with
active TB diseases and TB contact examination cases, and
also investigated the usefulness and limitation of QFT in the
diagnosis of tuberculosis infection in children.

Although the sensitivity of QFT for pediatric patients with
active TB diseases was about 90%, as high as for adult active
TB cases, the sensitivity for the diagnosis of latent TB infec-
tion in children, especially both in infants and toddlers, was
quite low.

Positive QFT results may be useful to confirm TB infection
and diagnose active TB disease in children whose radiological
findings are compatible with TB disease, but have no bacterio-
logical evidence. On the other hand, negative QFT results
should not be used to rule out TB infection in children who
had a contact history with contagious TB patients.

3. Performance of QFT for diagnosis of latent TB infection in
immunocompromised patients: Haruyuki ARIGA (National
Hospital Organization Tokyo National Hospital)

The detection of LTBI in compromised hosts is essential
for TB control, but T cell assay might be influenced by the
degree of cell-mediated immunosuppression. However, the
relationship between immunocompetence and specific IFN- y
response in QFT-G is uncertain. Our data indicated that the
proportion of positive QFT assay results was found to be posi-
tively associated with lymphocyte count. Conversely, indeter-
minate assay results showed a negative relationship with lym-
phocyte count. Indeterminate result rates significantly increas-
ed in the categories with less than 700 lymphocyte cells/mm?.
Most markedly, in severe lymphocytopenia with less than 300
cells/mm?, the fraction of test with indeterminate result was

37.8%. In patients with impaired cell-mediated immunity or
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lymphocytopenia, QFT-G results should be interpreted care-
fully since false-negative proportion could be increased.

4. QFT-G as a tool for the detection of TB infection among
contacts of TB cases: Takashi YOSHIYAMA (Fukujuji Hos-
pital, JATA)

QFT-G has become available for the detection of TB infec-
tion among contacts of TB cases in Japan. We would like to
discuss the limitations and problems of QFT-G and their
solutions.

1) Sensitivity of QFT-G

The meta-analysis has shown the sensitivity of QFT-G to
be approximately 80%. However, the reports on the sensitivity
of QFT-G for the contacts of TB cases are limited in number,
and we reviewed TB cases detected during a follow-up period
after contact investigations by the classification of QFT-G
results at the time of contact examinations. Among 39 cases
detected during a follow-up period, 19 cases were negative
with QFT-G at the time of contact examinations. All these
cases with negative QFT-G at the time of contact examination
were contacts of highly infectious (with high QFT-G positivity
among contacts) TB cases.

2) Timing of application of QFT-G

I previously reported that among 8 contacts who became
QFT-G positive during a follow-up period, all contacts became
positive within 3 months of last contacts before diagnosis,
except one pregnant woman, who became QFT-G positive 6
months after the last contacts with TB cases (QFT-G results at
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2 months and 5 months were negative). A certain immunolog-
ical status must be taken into consideration in the timing of its
application.

5. Introduction of QFT-G for the nosocomial infection con-
trol for health care workers: Hidetoshi IGARI (Division of
Control and Treatment of Infecious Diseases, Chiba Univer-
sity Hospital)

At Chiba University Hospital we have met some patients
with active TB every year, partly due to their immunocompro-
mised status. I presented a case of contact screening. QFT-G
is a useful tool to detect a condition of LTBI in the health care
workers. However there is scant evidence to support that the
QFT current cut-off value is appropriate for the diagnosis of
LTBI. Further study is needed to estimate its efficacy of QFT
as an administrative tool for the infection control in health care

facilities.
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