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Abstract

Background

Contact investigation is an active case finding strategy to increase detection of Tuberculosis

(TB) and a key component of TB control programs. The household contacts are at a higher

risk of exposure than members of the general population. The information on the value and

yield of household contact screening and the approaches used in high incidence settings

like India is limited.

Objective

To evaluate the yield of active case finding in household contacts of newly diagnosed

smear positive TB patients and the factors associated with increased yield.

Method

Retrospective record review of the household contacts of newly diagnosed sputum smear

positive patients (index case) enrolled in a clinical trial at National Institute of Research in

Tuberculosis, Chennai during the period 2007–2014. A sequential screening algorithm with

chest x-ray followed by symptom screen was employed to identify presumptive TB patients.

Results

643 household contacts of 280 index TB patients were identified out of which 544 (85%)

consented for screening. 71/544 (13%) patients had an abnormal chest radiograph and out

of them 70% were symptomatic. A total of 29/544 (5.3%) contacts were found to have TB

among whom 23/29 (79%) were sputum smear positive. The number needed to screen

(NNS) to identify a new TB case among all household contacts was 19 and among those

with an abnormal CXR was 02. Age group > 44 years, male gender and siblings of the index
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case was associated with abnormal chest radiograph whereas age group between 15–44

was significantly associated with developing TB disease among household contacts.

Conclusion

Active screening among household contacts is an effective way to improve TB case detec-

tion. The yield for new TB cases among contacts with abnormal x-ray was high in this study

and the use of Chest X-rays in combination with symptom screen is recommended.

Introduction
Contact screening is a key component in national tuberculosis (TB) programs and is an active
case finding strategy to identify more TB cases. It involves systematic screening of the contacts
of known TB patients. It ensures early detection of disease and prompt initiation of treatment
thus reducing the disease burden, the risk of TB transmission and poor treatment outcomes
[1].

There is an increased risk of exposure to the disease causing organism among the household
contacts of TB patients than the general population [2]. The risk of developing TB infection
and disease in contacts relates to the infectiousness of the patient, duration of exposure and
proximity [3, 4] and susceptibility of the contact [5, 6].

A systematic review has shown that among household contacts or other close contact of an
index TB case, around 3.5–5.5% are found to have previously undiagnosed and active TB.
Despite this potential benefit, routine contact investigation is performed rarely and inconsis-
tently in resource-limited settings probably due to constraints in finance and human resources
[7, 8].

Contact screening can be either passive or active. The various modalities used for the con-
tact screening include symptom screening, chest radiography (CXR), sputum smear and cul-
ture examination, rapid molecular diagnostic tests–GeneXpert, tuberculin skin test (TST) and
interferon-γ release assay (IGRA). Active screening may be done with either symptom evalua-
tion or CXR, or with symptom evaluation and CXR combined in parallel or sequentially.

Recent data revealed that compared to screening by symptoms, CXR generally shows
greater accuracy and less heterogeneity, but is resource intensive. The pooled sensitivity of
CXR reading (98%) was higher than that of the symptom screens (87%). A sequential screening
algorithm with chest X-ray as a second screen for TB symptomatic shows a sensitivity and
specificity of 90% and 56% respectively [9, 10]. However, there is very limited information on
the value and yield of contact investigations and the approaches used in high incidence settings
like India.

The objective of our study was thus to evaluate the yield of active case finding in household
contacts of newly diagnosed smear and culture positive tuberculosis patients and the factors
associated with increased yield.

Methods

Study settings and design
The National Institute for Research in TB (NIRT), Chennai, is an internationally recognized
institution in TB research in India. This was a retrospective record review of the household
contacts (HC) of newly diagnosed sputum smear and culture positive pulmonary TB patients
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(index case).These index cases were enrolled in a clinical trial at NIRT during the period 2007–
2014. The household contacts (HC) of these patients were screened to rule out TB disease as
per the national guidelines [11].

For this study, an index case was defined as newly diagnosed sputum smear and culture pos-
itive adult HIV seronegative pulmonary TB patients. A household contact (HC) was defined as
a person living with and sharing food from the same kitchen as the index case for a minimum
of three months prior to diagnosis of TB disease of the index case. The yield of contact investi-
gations was defined as the number of household contacts who were identified as new TB cases
as a result of active screening of the household contacts.

The basic demographic details of the index case such as age, sex, body weight, duration of
symptoms, family history of TB, smoking habit, sputum smear and culture grading and chest
radiograph (CXR) were recorded. A list of household contacts was obtained from the index
case during the initial house visit by the health staff. At the time of enrollment of the index case
to the trial all the household contacts were advised to attend for screening and investigations at
NIRT. Household contacts who were willing to be screened were registered and their demo-
graphic details such as age, sex, relationship to the index case, bodyweight were noted. The con-
tacts were screened using a chest radiograph (CXR) and evaluated for any symptoms
suggestive of TB. A postero-anterior view was done in all and an additional lateral view was
done in children less than 14 yrs. The CXR was read by a panel of three doctors and a consen-
sus decision was taken. An abnormal CXR with symptoms suggestive of TB were referred for
sputum microbiological examination including smear, culture and drug susceptibility test
(DST).The culture testing was done using the solid medium (Lowenstein Jenson) and DST was
done by minimal inhibitory concentration (MIC) for Isoniazid, Rifampicin and Ethambutol
and by Resistance Ratio (RR) method for Streptomycin [11]. In the absence of symptoms with
an abnormal CXR a course of antibiotics was given and a repeat CXR was performed two
weeks later to rule out persisting abnormality.

All the asymptomatic contacts were advised to attend the clinic if symptomatic at any time.
Contacts with a normal CXR, but with persisting symptoms were evaluated for extra-pulmo-
nary TB. The contacts who were diagnosed with TB disease were initiated on treatment as per
the national guidelines.

All pediatric contacts less than 6 yrs of age were given INH prophylactic therapy (10mg/kg
body weight) for a period of 6 months along with pyridoxine, after excluding active TB disease
(standard of care in the national programme). They were followed up every month until 6
months and thereafter once in 3 months for 12 months.

This was a retrospective record review of the household contacts screened as per the
national guidelines and standard of care. Specific ethical approval and individual written con-
sent was therefore not obtained. The clinical trial was approved by a Scientific Advisory Com-
mittee and independent ethics committee and registered with the Clinical Trials Registry of
India (CTRI/2008/091/000024).

Statistical analysis
Data were entered and checked for errors in Microsoft Excel 2013. Statistical analysis was
done using STATA/SE 9.1. Categorical variables were described in terms of frequencies and
percentages. Chi-square test was used to examine associations between socio-demographic
characteristics, and other covariates of interest with x-ray abnormality and TB disease
among contacts. Univariate and multiple logistic regression analysis were used to determine
the predictors of x-ray abnormality and TB disease among contacts. Variables entered into
the multiple regression models were selected on the basis of significance in the univariate
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analysis. A 95% confidence interval and a 5% level of significance were used to interpret sta-
tistical significance. The p-values were adjusted for clustering at the household level. All sta-
tistical tests were two-tailed.

Results
A total of 280 index TB cases were recruited. The demographic profile of the index cases is
shown in Table 1. The index cases were predominantly males (70%) and most of the patients
(77%) belonged to the age group 15–44. The mean body weight was 43 ±9 kgs. CXR showed
cavitary lesion in 91 (33%) and 263 (94%) had a higher sputum culture grading (> = 2+). A
total of 106 (38%) had history of smoking and 89 (32%) had history of TB in the family. All
were symptomatic and 210 (70%) had cough for more than 4 weeks.

A total of 643 contacts (an average of 2–3 contacts per index case) were registered during
the house visits. The basic demographic details are given in Table 2. A total of 311(48%) were
in the age group 15–44 and 111 (17%) were children less than 6 yrs of age. Around 59% of
them were female contacts.

Table 1. Socio-demographic and clinical characteristics of new sputum smear positive index cases
(N = 280) in Chennai, India.

Characteristic No. of Patients %

Age (years)

< 45 216 77.1

> = 45 64 22.9

Sex

Male 196 70.0

Female 84 30.0

BodyWeight (Kg.)*

< 45 172 61.4

> = 45 104 37.1

X Ray Cavity

No 189 67.5

Yes 91 32.5

SputumGrading- Culture

< 2 17 6.1

> = 2 263 93.9

SputumGrading- Smear

< 2 49 17.5

> = 2 231 82.5

Smoking

Never 174 62.1

Current & Past 106 37.9

History of TB in family

No 191 68.2

Yes 89 31.8

Cough (in weeks)

< 4 70 25.0

4–8 134 47.8

> 8 76 27.2

*Details missing in 4 patients.

doi:10.1371/journal.pone.0162090.t001
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Among the contacts registered 544 (85%) presented themselves for CXR and symptom
screening. Others did not attend due to various reasons (no symptoms, lack of time, already
investigated, etc.) There were 71(13%) patients with abnormal CXR (consolidation, cavitary
lesions, fibrosis, and pleural effusion). Among the contacts with abnormal CXR, 50 (70%) had
symptoms suggestive of TB. Among the contacts screened 29 (5.3%) were diagnosed as new TB
cases and initiated on anti-TB treatment (Category I). 23 (4.2%) contacts were new sputum
smear positive pulmonary TB cases (Fig 1).

A multiple logistic regression model showed that age> 44 years (Adjusted O.R.: 5.5 [95%
C.I.: 1.6, 19.0]), male gender (Adjusted O.R.: 2.2 [95% C.I.: 1.2, 3.9]) and siblings of the index
case (Adjusted O.R.: 3.4 [95% C.I.: 1.2, 9.7]) were significant risk factors of abnormal CXR
among household contacts.

Age group between 15–44 was a significant risk factor for developing TB disease while
adjusting for other factors whereas sex and relationship to the index case were not found to be
significant (Table 3).

Association of various characteristics of the index case and yield of TB disease among con-
tacts showed that past history of TB in the family was a significant associated factor (Table 4).
Contacts of index cases who had a history of TB in the family had 2.5 (95% C.I.: 1.1, 5.7) times
the risk for TB disease as compared to those without a family history of TB.

Table 2. Socio-demographic and clinical characteristics of house hold contacts of (N = 643) new spu-
tum smear positive index cases in Chennai, India.

Criteria No. of Contacts %

Age (years)

< 6 111 17.3

6–14 122 18.9

15–44 311 48.4

>44 99 15.4

Sex

Male 264 41.1

Female 379 58.9

Relationship to the index case*

Spouse 175 27.6

Parent 84 13.2

Child 281 44.2

Sibling 52 8.3

Grandchild 10 1.6

Other adult(>14) 25 3.9

Other child (< = 14) 8 1.2

Contacts screened 544 84.6

Abnormal CXRa 71 13.1

Past history of treatmenta 17 3.1

Initiated on ATTa 29 5.3

Smear positives^ 23 4.2

Smear negatives^ 3 0.5

Extra-pulmonary TB^ 3 0.5

*8 missing
a % among those who were screened

^ % among those who were started on anti-TB treatment.

doi:10.1371/journal.pone.0162090.t002
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The number needed to screen (NNS) to identify one new case of TB among all household
contacts was 19. NNS was found to be 02 for household contacts with an abnormal CXR and
contacts with both presumptive TB symptoms and an abnormal CXR. (Table 5).

Evaluation of x-ray as a screening tool for household contacts of Pulmonary TB patients
was determined taking smear positivity as the gold standard. The sensitivity was 96% (95% C.
I.: 79.7–99.9) and specificity was 90.9% (95% C.I.: 88.1–93.3).

Culture and drug susceptibility testing of the isolates were available for 12 smear positive
contacts. The drug susceptibility pattern showed susceptibility to Isoniazid, Rifampicin, Eth-
ambutol, and Streptomycin which was similar to that of the index cases.

Fig 1. Flow chart of index TB cases and their household contacts, Chennai, India.

doi:10.1371/journal.pone.0162090.g001
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Discussion
This study reports the results of screening of household contacts of smear-positive HIV sero-
negative pulmonary TB index cases. The overall yield for active tuberculosis cases was 5.3%
which was low among children<15 years with 1.5%. However the yield for new TB cases
among contacts with abnormal x-ray was high (41%). Many studies have shown that active
case finding among household contacts yields substantially more TB cases than passive case

Table 3. Factors associated with abnormal CXR and TB disease among the household contacts who had their CXR done (N = 544) in Chennai,
India.

Characteristic Total N CXR
Abnormal
n (%)

Unadjusted OR
(95% CI, p value)

Adjusted OR
(95% CI, p value)

TB disease
n (%)

Unadjusted OR
(95% CI, p value)

Adjusted O.R.
(95% CI, p value)

Age in years

0–14 194 10 5 1.0 (Ref) 1.0 (Ref) 3 2 1.0 (Ref) 1.0 (Ref)

15–44 273 38 14 3.0(1.4–6.1, 0.003) 2.3(0.9–6.0, 0.09) 23 8 5.9 (1.7–19.8, 0.004) 7.3(1.4–36.7, 0.02)

>44 77 23 30 7.8(3.5–17.5, <0.001) 5.5(1.6–19.0, 0.01) 3 4 2.6(0.5–13.1, 0.25) 2.2(0.2–21.4, 0.5)

Sex

Male 220 38 17 1.8(1.1–3.0, 0.02) 2.2(1.2–3.9, 0.01) 17 8 2.2(1.1–4.6, 0.04) 2.0(0.8–4.9, 0.14)

Female 324 33 10 1.0 (Ref) 1.0 (Ref) 12 4 1.0 (Ref) 1.0 (Ref)

Relationship to the index case*

Spouse 155 17 11 2.3 (1.1–4.9, 0.04) 1.4 (0.5–3.9. 0.47) 5 3 1.5(0.4–5.4, 0.5) 0.7(0.2–3.0, 0.67)

Parent 64 18 28 7.3 (3.3–16.1, <0.001) 2.7 (0.8–9.2, 0.12) 4 6 3.1(0.8–11.8, 0.1) 3.2(0.5–19.9, 0.21)

Child 235 12 5 1.0 (Ref) 1.0 (Ref) 5 2 1.0 (Ref) 1.0 (Ref)

Sibling 47 11 23 5.7(2.3–13.8, 0.001) 3.4 (1.2–9.7, 0.02) 6 13 6.7(2.0–23.1, 0.002) 2.6(0.7–10.0, 0.16)

Others** 37 8 22 5.1(1.9–13.6, 0.001) 3.7 (1.3–10.8, 0.02) 4 11 5.6(1.4–21.8, 0.01) 4.1(1.0–17.2, 0.06)

* Details missing in 6 contacts

**Included other second degree relatives (Grandchild, cousin, uncle).

doi:10.1371/journal.pone.0162090.t003

Table 4. Index case factors associated with TB disease among their house hold contacts (N = 544) in Chennai, India.

Characteristics Index cases Contacts TB disease No TB disease O.R (95% C.I.) p-value

N n % n %

CXR cavity

No 364 20 5.5 344 94.5 1.1 (0.5, 2.7) 0.82

Yes 180 9 5.0 171 95.0 1.0(Ref)

Sputum Smear

< 2 94 4 4.3 90 95.7 1.0(Ref)

> = 2 450 25 5.6 425 94.4 1.3(0.4, 5.0) 0.68

Sputum Culture

< 2 21 2 9.5 19 90.5 1.9(0.5, 7.9) 0.36

> = 2 523 27 5.2 496 94.8 1.0(Ref)

Smoking

Never 357 17 4.8 340 95.2 1.0(Ref)

Current & Past 187 12 6.4 175 93.6 1.4(0.6, 3.1) 0.45

H/o of TB in family

No 391 15 3.8 376 96.2 1.0(Ref)

Yes 153 14 9.2 139 90.8 2.5(1.1, 5.7) 0.03

Cough (avg. weeks)

< 4 125 11 8.8 114 91.2 2.1(0.8, 5.4) 0.11

4–8 278 12 4.3 266 95.7 1.0 (0.3, 2.8) 0.98

>8 141 6 4.3 135 95.7 1.0(Ref)

doi:10.1371/journal.pone.0162090.t004
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detection [12,13,14,15]. The yield for active TB case finding through contact investigations ran-
ged from 0 to 6.9% among household contacts in high burden countries [16, 17]. The overall
yield for active screening was 5.3% in our study which is less when compared to the findings of
a similar study conducted in Chhattisgarh, India with an yield of 9.0% [18].

Hoog et al. found higher sensitivity and accuracy with CXR screening compared to symp-
tom screening alone. However, a combination of CXR and symptom screening offers the high-
est sensitivity for identification of presumptive TB patients [9]. The number of contacts with
abnormal x-ray needed to screen to find a new case of TB was unusually low (02), indicating a
very effective strategy. In another study at Malawi only 8% of smear-positive TB and 31% of
either smear- or culture-positive disease had normal CXR. Conversely, 27% of patients who
had smear- and culture-negative sputum had a CXR suggestive of TB [13]. In our study,
though few in numbers, CXR was abnormal in almost all the household contacts who devel-
oped the disease. The utility of CXR as an alternative modality in contact screening investiga-
tions in terms of feasibility and cost effectiveness should be explored further. We also observed
a higher proportion of abnormal CXR in adults above 45 years. This may be due to age-related
changes, such as loss of supporting tissue resulting in enlargement of the distal airspaces [19].
Cost-effective analysis of various screening strategies needs to be done. In the light of the End
TB Strategy a more aggressive approach is warranted if we are to end TB in our time [20].

The risk of infection among contacts depends on several factors such as the distance of the
source case from the contact during exposure, the duration of exposure and other environmen-
tal factors [21]. First-degree relatives are up to five times more likely to cause infection in con-
tacts [22]. However in the present study, the effect was not statistically significant among first
degree relatives (parents and siblings). More research is warranted to identify the various socio-
logical and environmental factors for transmission in a larger group of vulnerable population.

All the contacts who developed the disease were incident cases. History of TB in the family
of the index case had a higher risk of TB disease in the contacts. There are several explanations
for this association such as HLA association [23], variation in the natural resistance-associated
macrophage protein 1 (NRAMP1) gene [24] or the Mendelian predisposition [25]. But the role
of genetics in TB still remains a topic for further research. A more detailed understanding of

Table 5. Number of household contacts of TB index cases needed to screen (NNS) to identify one new case of TB/smear positive TB, Chennai,
India.

Household contacts
screened

New TB
case

NNS for New TB
case

New smear positive
TB

NNS for new smear positive
TB

Total 544 29 19 23 23

Abnormal CXR 71 29 02 23 03

Abnormal CXR & presumptive
TB

50 26 02 23 02

Children 0-14y

Total 194 03 65 02 97

Abnormal CXR 10 03 03 02 05

Abnormal CXR & presumptive
TB

7 02 03 02 03

Adults

Total 350 26 13 21 17

Abnormal CXR 61 26 02 21 03

Abnormal CXR & presumptive
TB

43 24 02 21 02

TB = tuberculosis; NNS = number needed to screen.

doi:10.1371/journal.pone.0162090.t005
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the genetic susceptibility to TB is needed to support development of new vaccines and
therapies.

The study had several strengths. First, CXR and symptom screen was available for all the
contacts who developed the disease. Second, the fact that the study was a part of an ongoing
clinical trial ensures robust methodology and systematic data collection. Third, the study find-
ings were reported in accordance with the STROBE guidelines [26]. Our study had few limita-
tions as well. The study was done in a clinic setting among the patients registered under a
clinical trial, hence may not be a representative sample of the population. Also the focus was
only on active TB disease and not on TB infection due to the difficulty of discerning between
remote and recent TB infection. We could not ascertain the BCG immunization status of con-
tacts and also the other co-morbid conditions like HIV, diabetes and malnutrition. No infor-
mation was available on participants who did not consent to participate; it is likely that those
participants were different from the consenting ones. For those contacts who developed TB, we
did not perform genotyping of index and contact pairs to ascertain whether transmission
occurred in the household or community.

To conclude, the yield for new TB cases among contacts with abnormal x-ray was very high
with the number needed to screen being unusually low i.e. 02, indicating a very effective screen-
ing strategy. Thus, we recommend the use of x-rays alone or in combination with symptom
screen for household contact screening to identify new TB cases.

Author Contributions

Conceived and designed the experiments: DN NR JSK BRV.

Performed the experiments: DN NR JSK.

Analyzed the data: BW JPT.

Contributed reagents/materials/analysis tools: BW JPT.

Wrote the paper: DN NR JSK BRV JPT MSJ SS.

References
1. World Health Organization. Global tuberculosis control. WHOReport. Geneva. 2015; Available at

http://www.who.int/tb/publications/global_report/2015/gtbr11_full.pdf. Accessed on November 14,
2015.

2. Greenaway C, PalayewM, Menzies D. Yield of casual contact investigation by the hour. Int J Tuberc
Lung Dis 2003; 7 (12 Suppl 3): S479–S485. PMID: 14677841

3. Fok A, Numata Y, Schulzer M, FitzGerald MJ. Risk factors for clustering of tuberculosis cases: a sys-
tematic review of population-based molecular epidemiology studies. Int J Tuberc Lung Dis 2008; 12(5):
480–492. PMID: 18419882

4. Kenyon TA, Valway SE, Ihle WW, Onorato IM, Castro KG. Transmission of multidrug-resistant Myco-
bacterium tuberculosis during a long airplane flight. N Engl J Med 1996; 334 (15): 933–938. PMID:
8596593

5. Yim J, Selvaraj P. Genetic susceptibility in tuberculosis. Respirology 2010; 15(2): 241–256. doi: 10.
1111/j.1440-1843.2009.01690.x PMID: 20199642

6. Suggaravetsiri P, Yanai H, Chongsuvivatwong V, Naimpasan O, Akarasewi P. Integrated counseling
and screening for tuberculosis and HIV among household contacts of tuberculosis patients in an
endemic area of HIV infection: Chiang Rai, Thailand. Int. J Tuberc Lung Dis 2003; 7 (12 Suppl 3):
S424–S431.

7. World Health Organization. Recommendations for investigating contacts of persons with infectious
tuberculosis in low- and middle-income countries. Geneva.2012; Available at http://www.who.int/tb
(WHO/HTM/TB/2012.9)).

Yield of Household Contact Screening

PLOS ONE | DOI:10.1371/journal.pone.0162090 September 1, 2016 9 / 10

http://www.who.int/tb/publications/global_report/2015/gtbr11_full.pdf
http://www.ncbi.nlm.nih.gov/pubmed/14677841
http://www.ncbi.nlm.nih.gov/pubmed/18419882
http://www.ncbi.nlm.nih.gov/pubmed/8596593
http://dx.doi.org/10.1111/j.1440-1843.2009.01690.x
http://dx.doi.org/10.1111/j.1440-1843.2009.01690.x
http://www.ncbi.nlm.nih.gov/pubmed/20199642
http://www.who.int/tb(WHO/HTM/TB/2012.9)
http://www.who.int/tb(WHO/HTM/TB/2012.9)


8. Rieder HL. Contacts of tuberculosis patients in high-incidence countries. Int J Tuberc Lung Dis 2003; 7
(12 Suppl 3): S333–S336.

9. World Health Organization.Systematic screening for active tuberculosis: Principles and Recommenda-
tions. Geneva. 2013. Available at http://www.who.int/tb(WHO/HTM/TB/2013.04).

10. van’t Hoog AH, Meme HK, Laserson KF, Agaya JA, Muchiri BG, Githui WA, et al. Screening Strategies
for Tuberculosis Prevalence Surveys: The Value of Chest Radiography and Symptoms. PLoS ONE
2012; 7(7): e38691. doi: 10.1371/journal.pone.0038691 PMID: 22792158

11. Central TB Division. Technical and Operational Guidelines for Tuberculosis Control, Revised National
Tuberculosis Control Programme, Directorate General of Health Services, Ministry of Health and Fam-
ily Welfare, Government of India, 2005.

12. Kuaban C, Koulla-Shiro S, Lekama Assiene T, Hagbe P. Tuberculosis screening of patient contacts in
1993 and 1994 in Yaounde, Cameroon. M´edecine Tropicale 1996; 56 (2):156–158.

13. Harries AD, Kamenya A, Subramanyam VR, Maher D, Squire SB, Wirima JJ,et al. Screening pulmo-
nary tuberculosis suspects in Malawi: testing different strategies. Trans R Soc Trop Med Hyg 1997; 91
(4):416–419. PMID: 9373637

14. Zachariah R, Spielmann MP, Harries AD, Gomani P, Graham SM, Bakali E, et al. Passive versus active
tuberculosis case finding and isoniazid preventive therapy among household contacts in a rural district
Malawi. Int J Tuberc Lung Dis 2003; 7(11):1033–1039. PMID: 14598961

15. González-Ochoa E, Brooks JL, Matthys F, Calisté P, Armas L, Van der Stuyft P. Pulmonary tuberculo-
sis case detection through fortuitous cough screening during home visits. Trop Med Int. Health 2009;
14(2):131–135. doi: 10.1111/j.1365-3156.2008.02201.x PMID: 19236664

16. Liu E, Cheng S, Wang X, Hu D, Zhang T, Chu C. A systematic review of the investigation and manage-
ment of close contacts of tuberculosis in China. J Public Health 2010; 32(4):461–466.

17. Jia Z, Cheng S, Ma Y, Zhang T, Bai L, XuW, et al. Tuberculosis burden in China: a high prevalence of
pulmonary tuberculosis in household contacts with and without symptoms. BMC Infect Dis 2014;
14:64. doi: 10.1186/1471-2334-14-64 PMID: 24502559

18. Khaparde K, Jethani P, Dewan PK, Nair SA, Deshpande MR, Satyanarayana S, et al.(2015) Evaluation
of TB Case Finding through Systematic Contact Investigation, Chhattisgarh, India. Tuberc. Res Treat
2015; 2015:670167. doi: 10.1155/2015/670167 PMID: 26236503

19. Lee KW, Chung SY, Yang I, Lee Y, Ko EY, Park MJ. Correlation of aging and smoking with air trapping
at thin-section CT of the lung in asymptomatic subjects. Radiology 2000; 214 (3): 831–836 PMID:
10715053

20. World Health Organisation.The End TB Strategy: Global strategy and targets for tuberculosis preven-
tion, care and control after 2015.Available at www.who.int/tb/post2015_TBstrategy.pdf

21. Lienhardt C. From exposure to disease: the role of environmental factors in susceptibility to and devel-
opment of tuberculosis. Epidemiol Rev 2001; 23(2): 288–301. PMID: 12192738

22. Lienhardt C, Sillah J, Fielding K, Donkor S, Manneh K, Warndorff D, et al. Risk factors for tuberculosis
infection in children in contact with infectious tuberculosis cases in the Gambia, West Africa. Pediatrics
2003; 111 (5 Pt 1): e608–14.

23. Duarte R, Carvalho C, Pereira C, Bettencourt A, Carvalho A, Villar M, et al. HLA class II alleles as mark-
ers of tuberculosis susceptibility and resistance. Rev Port Pneumol 2011 17(1):15–19. PMID:
21251479

24. Hsu YH, Chen CW, Sun HS, Jou R, Lee JJ, Su IJ. Association of NRAMP 1 gene polymorphism with
susceptibility to tuberculosis in Taiwanese aboriginals. J Formos Med Assoc 2006; 105(5):363–369.
PMID: 16638645

25. Bustamante J, Boisson-Dupuis S, Abel L, Casanova JL. Mendelian susceptibility to mycobacterial dis-
ease: genetic, immunological, and clinical features of inborn errors of IFN-γ immunity. Semin Immunol
2014; 26(6):454–470. doi: 10.1016/j.smim.2014.09.008 PMID: 25453225

26. Von Elm E, Altman DG, Egger M, Pocock SJ, Gøtzsche PC, Vandenbroucke JP. The Strengthening
the Reporting of Observational Studies in Epidemiology (STROBE)statement: guidelines for reporting
observational studies. Bull World Health Organ. 2007; 85(11):867–872. PMID: 18038077

Yield of Household Contact Screening

PLOS ONE | DOI:10.1371/journal.pone.0162090 September 1, 2016 10 / 10

http://www.who.int/tb(WHO/HTM/TB/2013.04)
http://dx.doi.org/10.1371/journal.pone.0038691
http://www.ncbi.nlm.nih.gov/pubmed/22792158
http://www.ncbi.nlm.nih.gov/pubmed/9373637
http://www.ncbi.nlm.nih.gov/pubmed/14598961
http://dx.doi.org/10.1111/j.1365-3156.2008.02201.x
http://www.ncbi.nlm.nih.gov/pubmed/19236664
http://dx.doi.org/10.1186/1471-2334-14-64
http://www.ncbi.nlm.nih.gov/pubmed/24502559
http://dx.doi.org/10.1155/2015/670167
http://www.ncbi.nlm.nih.gov/pubmed/26236503
http://www.ncbi.nlm.nih.gov/pubmed/10715053
http://www.who.int/tb/post2015_TBstrategy.pdf
http://www.ncbi.nlm.nih.gov/pubmed/12192738
http://www.ncbi.nlm.nih.gov/pubmed/21251479
http://www.ncbi.nlm.nih.gov/pubmed/16638645
http://dx.doi.org/10.1016/j.smim.2014.09.008
http://www.ncbi.nlm.nih.gov/pubmed/25453225
http://www.ncbi.nlm.nih.gov/pubmed/18038077

