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In Thorax, Cavany et al1 present the
results of an analysis of contact tracing for
TB conducted in London between 2012
and 2015, using cohort review data from
the London TB Register, and try to iden-
tify some characteristics associated with
indicators and yield. The study concludes
that contacts of cases with smear-positive
pulmonary TB are identified with active
disease in a much higher proportion than
contacts of non-pulmonary cases (4.1% vs
0.7%), that the identification of contacts
is less frequent among men and former
prisoners than among women and persons
who were never imprisoned and that the
identification of contacts is more likely if
the contacts are examined at the same
clinic as the index case. Furthermore,
10% of evaluated children contacts have
been identified with latent TB infection.

TB is a transmissible disease, with a
slow and unpredictable evolution, from
transient or stable latent infection (in the
majority of contacts) to active disease in a
minority.2 Search for secondary cases
(persons with another active but still
undetected disease among the contacts of
an index case) has long been the main
reason for investigating the contacts of a
TB case, and is still so in many high-
incidence countries3 where resources do
not allow more than detection and treat-
ment of active TB cases. Recently, it has
been realised that the search for infected
contacts, particularly if they belong to a
group with an increased risk of progression
to TB who may benefit from a preventive
treatment (children, immunocompromised
hosts, recently infected adults) is equally
warranted and may contribute to the
decrease of the pool of future cases.4 This
policy has been integrated within the new
vision of TB elimination as envisaged for
low-incidence countries.5

In theory, contact tracing should follow
simple rules and should detect most
persons at risk. International recommen-
dations set indicators for the successful

performance of contact tracing.6 In prac-
tice however, the performance is influ-
enced by many factors, some of them
unpredictable and associated with the
local traditions, organisation and available
human resources, and ease and quality of
contacts of the health workers with the
index case and the contacts. Some contacts
may escape the screening, because of
reluctance to be examined by a delegate
from a governmental office, by fear of
rejection if found infected or because the
mere idea of contagion is unknown to
them. In some settings, migrants may be
less examined than contacts from the local
population7 probably in part because they
are a mobile population with frequent
residency change.
The report by Cavany et al demon-

strates that it is possible to reach the
target of a high proportion of contacts
screened and that few factors decrease the
yield of contact tracing. It is particularly
reassuring to note that migrant status is
not an obstacle to contact tracing. On the
other side, is also confirms that experi-
enced staff with sufficient resources and
time available perform better than over-
burdened teams. In some places, absence
of staff or lack of resources may be the
main reason for not performing serious
contact investigations, thus missing oppor-
tunities to detect new cases.8 The lesson is
that, if contact investigation is recom-
mended in national guidelines, sufficient
resources should be made available, par-
ticularly if the screening is mainly targeted
to the detection of secondary cases and
latent infection in children.
Finally, contact investigation should be

followed by an appropriate offer of pre-
ventive treatment to all infected contacts
who may benefit from it, which is not
always the case.9 The reluctance of medical
doctors to prescribe a preventive treatment
to persons who are asymptomatic may also
play an important role. The study by
Cavany et al does not consider this final
aspect of the screening procedure, but this
should be obvious for all teams performing
screening. The prescription of preventive

treatment to infected contacts at risk of
developing TB (mainly children, immuno-
compromised persons and recent contacts)
is beneficial10 even if the current diagnostic
tools do not have a sufficient positive pre-
dictive value for targeting only those
contacts who are at highest risk. New devel-
opment in this area may decrease the
number needed to treat to prevent one case
of TB and avoid useless and potentially
harmful treatment.11
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