
A False Sense of Security: Disseminated Tuberculosis 
Despite a Negative QuantiFERON-TB Gold Test

Maya Marshall1, Sneha Vaddadi MD2, Jacqueline Lee MD2, Mithu Molla MD2

1UC Davis School of Medicine, 2Department of Internal Medicine, University of California, Davis, Sacramento CA

INTRODUCTION

• Over a quarter of the world’s population is infected with 

Tuberculosis (TB)1 and 5-10% of cases of latent TB infection 

(LTBI) progress to active TB in an individual’s lifetime.2,3

• Though screening tests are widely utilized for diagnosing LTBI, they 

are far from perfect.

• We describe a case of disseminated TB in a patient treated with 

aggressive immunosuppression after a false-negative 

QuantiFERON-TB Gold test.

CASE PRESENTATION

• 29-year-old Filipino gentleman with a history of Crohn’s disease 

presented to emergency department (ED) with two weeks of 

productive cough and fever.

Past Medical History:

• Patient was born in the Philippines and emigrated to the US in 2015.

• In 2017, the patient had a positive PPD and was prescribed isoniazid 

for 9 months, but only completed two months of therapy.

• In 2020, he was diagnosed with Crohn’s disease and started on an 

oral steroid taper.

• One month after initiating his steroid taper, his QuantiFERON-TB 

Gold in-tube (QFT-GIT) test returned negative and he was started on 

vedolizumab for Crohn's disease.

• Subsequently, he transitioned to infliximab, with his last infusion 

one month prior to presentation to ED.

Physical Exam:

• On exam, he had normal vital signs with good oxygen saturation at 

98% on room air. He appeared thin and chronically ill. His cardiac 

exam was normal, and he had diminished breath sounds bilaterally. 

His abdomen was soft and nontender, and his extremities were 

without cyanosis, clubbing, or edema.

A

CASE PRESENTATION CONTINUED

Labs/Imaging

• His initial white blood cell count was elevated at 17 K/Cmm.

• Chest X-ray, followed by CT scan, revealed a right middle lobe 

cavitary lesion and right pleural effusion for which he was placed on 

empiric antibiotics for community-acquired pneumonia.

• Sputum cultures returned positive for acid fast bacilli and for TB on 

polymerase chain reaction.

• Antibiotics were discontinued and he was started on rifampin, 

isoniazid, pyrazinamide, and ethambutol (RIPE) therapy.

DISCUSSION

• The importance of ruling out mycobacterial diseases prior to starting 

anti-TNF therapy is universally accepted.4

• In recent years, the QFT-GIT test has been recognized and widely 

applied to the early diagnosis and monitoring of TB.5 However, 

several factors can lead to a false-negative QFT-GIT test, including 

smoking status, hormone therapy, immunological inhibition, site of 

infection, and diabetes.6

• Our patient likely had a false-negative QFT-GIT test secondary to 

steroid immunosuppression.

• An individualized approach based on patient factors and 

epidemiologic risk should be utilized when screening for LTBI.

• Dual-testing with TB skin testing and QFT-GIT prior to starting 

biologic agents has been proposed to improve sensitivity of 

screening.7

CONCLUSION

• A higher index of suspicion and dual-testing for LTBI can help 

to avoid a false sense of security when considering aggressive 

immunosuppression in select patients.
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Figure 1. Chest x-ray and CT scan showing RML cavitary lesions and right-sided pleural effusion.

• He had an extended hospital course complicated by TB dissemination 

to the spleen and bone marrow as well as hepatotoxicity from RIPE 

therapy.

• Eventually, he was discharged on a 3-drug TB regimen (isoniazid, 

rifampin, ethambutol) with plans for outpatient infectious disease 

follow-up.
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