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I
n the modern era, tuberculosis (TB) is the leading

cause of morbidity and mortality resulting from an

infectious disease (1). In fact, recent global estimates

suggest that almost 11.6 million new cases of TB have

been diagnosed and approximately 1.3 million people

succumbed to the disease-related complications in the

year 2012 (1). In addition, the health status of the masses

has been further endangered by the emerging epidemic

of multi-drug-resistant TB, extensively drug-resistant TB,

extra-extensively drug-resistant TB, and even total drug-

resistant TB (1, 2).

Worldwide, early detection and initiation of effective

and prompt treatment of TB patients have been recom-

mended as the most successful strategy in prevention

and control activities (1, 3). Furthermore, the globally

recommended strategy � Directly Observed Treatment

and short-course chemotherapy does not appear to have

been as successful as expected in some of the high-

prevalence settings (4). Thus, strategy of ‘contact tracing’

can play a crucial role along with the other multiple

strategies advocated by the national governments and

international health agencies to reduce the burden of TB

(5). Although, passive case finding approach is recom-

mended in most of the developing nations owing to

resource constraints, contact tracing is a promising strategy

to identify (viz. active case search) and to treat recently

infected persons (4, 6). The ultimate goal of contact

tracing is to significantly minimize the time required to

detect and treat a case of TB and thereby reduce the risk

of transmission to susceptible contacts (6).

However, the practical execution of contact tracing

essentially involves consideration of multiple parameters

� need of the same (depending on the burden of TB in

local settings), identification of relevant contacts, proxi-

mity to the index case, duration of exposure, extent of

tracing required, tools/technique to perform tracing, and

assessment of other risk factors that may affect the in-

fectiousness of the case or the susceptibility of the contact

(4, 7). Contact tracing has been of great significance in

increasing case detection rates of both pulmonary and

non-pulmonary TB; initiation of prompt treatment; early

detection of multi-drug-resistant TB cases; and in ensur-

ing exhaustion of the reservoir of future cases by prevent-

ing reactivation (4, 6). In fact, definite evidence is available

to suggest that implementation of contact tracing strategy

has resulted in reduction in the incidence of TB cases in

different settings (5, 8).

The strategy of contact tracing finds application in

the control of many other notifiable communicable dis-

eases as well (8). However, its universal application is

restricted owing to the time-consuming process; execution

by the overburdened health care professionals; and inef-

ficiencies in data collection, storage, and retrieval as

contact tracing is conducted either by interviewing or

using paper forms (7, 8). In order to address these limi-

tations, multiple strategies such as conducting home and

workplace visits instead of interview (viz. useful in im-

proving adherence to screening procedures and identifi-

cation of more number of at-risk contacts) (9); adoption

of mobile health applications to promote digitalization

and easy retrieval of data (7); and employment of different

technologies (viz. interferon gamma release assays and

tuberculin skin test in adults and children aged under-5)

to facilitate the overall process of contact tracing (10)

have been implemented in different settings.

In conclusion, contact tracing in collaboration with addi-

tional preventive and control strategies can substantially
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reduce the magnitude of different types of TB, especially

in low- and middle-income countries.

Keypoints

1. Program managers working in the field of TB

should emphasize on the need of contact tracing

in order to reduce the magnitude of the disease to

a significant extent.

2. The health professionals should sensitize the out-

reach workers about the rationale and importance

of contact tracing in TB control. In addition,

adequate monitoring and supervision is required

for not only ensuring that contact tracing becomes

a routine practice but also to allow provision of

appropriate guidance to the outreach workers.
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