Editorial

Increasing the efficiency of detecting active tuberculosis
cases in intermediate and high-burden tuberculosis
countries: A way forward
Tuberculosis (TB) is a major global health problem with an
annual incidence rate of 9 million cases worldwide. It is the
largest single infectious cause of death among young individuals
and adults in the world, accounting for approximately 2
million deaths every year.[1] The fundamental objectives of
TB control are to detect the disease as early as possible, and
to make sure that those diagnosed complete their treatment
and are cured. Contact tracing is the process that is usually
adopted for identifying the relevant contacts of persons with
TB, and ensuring they are aware of the infection to which they
may have been exposed.[2] The World Health Organization
(WHO), the International Union Against Tuberculosis and
Lung Disease, and the International Standards for Tuberculosis
Care recommend as a minimum: (a) screening households and
close contacts of smear positive pulmonary TB cases to detect
new TB cases; (b) providing isoniazid preventive therapy (IPT)
for children under 5 years of age and for all people with HIV
without symptoms suggestive of TB.[3-5]
In this era of economic decline, healthcare managers need to
use the most cost-effective ways to stop the progression of the
disease. One way of saving valuable resources is the prioritization
of TB suspects. The criteria for prioritizing contacts as high,
moderate, and low are listed in various guidelines.[6-8] Looking
at the current medical records of index cases,[9,10] determining
the infectious period[11-13] and interviewing the patients[13,14] are
components of the identification and prioritization procedure.
The Center for Disease Control and Prevention in the USA has
suggested that the prioritization of contacts has a favorable
impact on the efficiency of the contact investigation procedure.
Another way of preventing the wastage of valuable resources
is to employ more sensitive and accurate techniques for the
contact tracing procedure. Tuberculin skin testing (TST)
and chest X-rays are most commonly employed contact
investigation techniques worldwide.[6,8,15,16] It has long been
known, however, that TST is far from ideal, due to its low
sensitivity and specificity and to numerous operational
drawbacks. Schwartzam and Menzie[17] have reported that

TST is comparatively less cost-effective than radiological
examination.
While WHO guidelines on screening for active TB cases are still
awaited, it is strongly recommended that countries with a high
and an intermediate burden of TB should trace TB suspects
through an adequate prioritization process. Competency on the
part of the contact investigation staff is key to the success of the
process. The prioritization process can be further enhanced by
engaging healthcare professionals working in the private sector.
Involving community pharmacist often the first contact for a
person with a cough, mild fever, and associated symptoms would
be particularly promising with regard to the identification of
the highly suspected TB patients. Similarly, holistic healthcare
practitioners are the other options in that a larger number of
people tend to consult them for their common ailments. Once
the prioritization process is complete, it should be followed by
employing adequate diagnostic techniques. Based on available
evidence on cost-effectiveness and the sensitivity/specificity of
available methods, it is suggested that the diagnosis process
should start by investigating suspects for signs and symptoms,
followed by radiological examination. The investigation process
can be further extended to more suspicious contacts through
QuantiFERON-TB Gold (QFT-G; Cellestis, Carnegie, Australia)
and T-SPOT. TB (Oxford Immunotec, Oxford, UK). Sputum
smear examination for acid fast bacilli is another option for
those complaining cough with sputum.
A recent meta-analysis[18] has shown that the yield from TB
contact tracing (active cases) in low- and middle-income
countries is 6.5% (aged >15 years). This can be further
improved through adequate prioritization of TB suspects and
the use of more appropriate contact investigation procedures
for detecting active TB cases.
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