MA LTBI ECHO Session Summary, 10/14/21
1.      While 3 months of rifampin may provide some protection, we have evidence for the efficacy of four total months of treatment. If the patient stops treatment at 3 months, we cannot consider her fully treated, and would recommend restarting treatment at a later date.
2.      Rifampin can be used in pregnancy if indicated. Rifampin is well studied as part of treatment for active TB in pregnancy. The main concerns around rifampin use in pregnancy have to do with use close to term, when it may be associated with increased risk of postpartum hemorrhage. There is not known teratogenicity.
3.      Weigh your patient’s individual risk/urgency of LTBI treatment during pregnancy. In a high-risk patient (i.e. HIV+, immunosuppression, recent conversion, contact to known active case), the benefit of treating LTBI during pregnancy would likely outweigh any risk. When considering treating a pregnant individual for LTBI during pregnancy, consult your local TB clinic, ID specialist, or DPH team for guidance.
4.      Discuss patient preference regarding continuing vs. stopping treatment. The patient’s PCP reviewed risk/benefit of continuing treatment vs. stopping/deferring, and patient preferred not to take any additional rifampin in pregnancy, so treatment was discontinued. 
5.      When discussing treatment options with patients, check in to make sure you are on the same page. Pat Iyer taught us a great phrase: “What are your main take-aways from what we have talked about today?” This helps us to support patients in their decision-making, and to provide any remaining clarification they may need. 

