Original article

SWISS MED WKLY 2008;138(5-6):78-84 - www.smw.ch 78

Peer reviewed article

No financial
support declared.

Contact tracing for tuberculosis and treatment
for latent infection in a low incidence country

Elisabeth Langenskiold®, Francois R. Herrmann®, BL Luong’, Thierry Rochat’, fean-Paul fanssens*

@ Division of Pulmonary Diseases; CHUYV, Lausanne, Vaud, Switzerland

b Department of Rehabilitation and Geriatrics; Geneva University Hospital, Geneva, Switzerland
¢ Division of Clinical Epidemiology, HUG, Geneva University Hospital, Geneva, Switzerland

¢ Division of Pulmonary Diseases; Geneva University Hospital, Geneva, Switzerland

¢ Division of Pulmonary Diseases; Geneva University Hospital, Geneva, Switzerland

Abstract

Objective: To determine the yield of contact
tracing after exposure to active tuberculosis (TB)
cases in a low incidence area for TB as well as
completion rate and tolerance to treatment for la-
tent T'B infection (L'TBI).

Methods: Retrospective study based on a data-
base including all patients evaluated in Geneva
during contact tracing procedures; review of
medical records of contacts for whom treatment
of LTBI was indicated.

Results: 3582 subjects were screened over
10 years (on average 4.3 contacts per index case);
8 (0.2%) had active TB. LTBI was detected in
28% of subjects screened. Foreign origin, exposure
and contagiousness of index case were predictive

of LTBI. Of the 996 subjects with LTBI, files of

705 subjects followed at our centre were re-
viewed: treatment was indicated in 571 (81%).
Side-effects led to interruption of treatment for
LTBI in 32 cases (6.9% of subjects treated);
227 subjects eligible for treatment (40%) either
refused or stopped treatment, or were lost to
follow-up. Completion rate was 67%.

Conclusions: In a low-incidence environment
for TB, contact tracing procedures had a very low
yield for detection of active TB cases; acceptance
and completion rates for ITBI therapy were in
agreement with recent studies.
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Introduction

Since the early 1990s, as in most western in-
dustrialized countries, the incidence of tuberculo-
sis (I'B) in Switzerland has been steadily decreas-
ing (12.7 cases per 10° inhabitants in 1990, 8.0 per
10° inhabitants in 2004) [1]. For the Geneva area
(440,000 inhabitants, 245 km?), the incidence of
‘T'B is 20 per 10° inhabitants i.e. roughly 2.5 times
the national incidence, mainly because of a higher
proportion of foreign-born subjects. In fact, 80%
of all TB cases detected in Geneva are foreign-
born.

Prevention of TB relies mainly on the detec-
tion of active or latent TB in high risk popula-
tions and on contact tracing procedures for each
case of active pulmonary TB. Yield of contact
tracing procedures, in terms of detection of either
active disease or latent TB infection (LITBI),
varies with the baseline incidence of TB [2]. In-
deed, very high detection rates of active smear-
positive cases have been reported in low-income
and high incidence countries (up to 15%) [2-4].

In USA and Canada, 20-40% of contacts are
found to have LIBI and 1-2% have active TB
[5-12]. For patients in whom LI'BI is detected,
treatment is recommended [13]. However, in sub-
jects with documented LI'BI, rate of treatment
prescription (45-88%) and completion (16-79%)
are often disappointingly low [5-8, 11, 12, 14].

The Geneva area offers a privileged opportu-
nity to study the efficacy of contact tracing proce-
dures in a population with a low T'B incidence.
Indeed, all contact tracing procedures are super-
vised by one specialized centre. The present study
details 10 years of contact-tracing for TB in the
Geneva area, with an emphasis on rate of active
and latent infection as well as completion rate and
side effects of therapy for LI'BL

This study was performed before the gamma-
interferon release assays (IGRA) became available
[15]; IGRA are more specific than the tuberculin
skin test and recommended in the most recent
Swiss [16], ATS/CDC and UK guidelines.
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Figure 1

Algorithm used for
contact tracing dur-
ing study period (Jan
1993-Dec 2002).
TST:Tuberculin skin
test; CXR: Chest
X-ray; LTBI: Latent
tuberculosis infec-
tion.

Materials and methods

The outpatient clinic of the Division of Pulmonary
Diseases of Geneva University Hospital supervises all
contact tracing procedures for TB in the Geneva area. All
patients either treated for TB, or evaluated in contact
tracing procedures, are entered in a database which stores
information on gender, age, origin, exposure to index
case, microbiological details of index case, BCG, Tuber-
culin skin test (T'ST; 2U of RT23 Tuberculin, Statens
Serum Institute, Copenhagen, DK), co-morbidities,
diagnosis of active, latent or history of TB and treatment
prescribed.

This retrospective study includes all subjects evalu-
ated over 10 years for contact with an index TB case with
either smear positive and culture positive pulmonary tu-
berculosis (S+/C+TB), smear negative and culture posi-
tive pulmonary TB (S-/C+TB) or smear negative and
culture negative pulmonary TB (S-/C-TB). Medical
records of all contacts followed by our centre for whom a
treatment for LTBI had been recommended were re-
viewed and acceptance to treatment, adherence (assessed
by visit attendance and monthly urinary tests for isoni-
azid), tolerance (results of monthly ASAT: Aspartate
amino-transferase; and ALAT: Alanine amino-trans-
ferase, reported side-effects), interruption of treatment
and their causes were analyzed.

"Two subgroups of subjects were not followed by our
centre after initial screening and are not included in our
analysis of treatment for LTBI: subjects known to be
HIV-infected (referred to our HIV clinic), and children
(referred to the Children’s hospital or to their paediatri-
cian).

Algorithms used for contact tracing

For subjects exposed to a S+/C+ TB, population
screened included household contacts, close friends or

relatives, home-care professionals and work or school
contacts. For subjects exposed to a S-/C+ or S-/C- TB,
household contacts only were screened (fig. 1). TST was
considered positive if induration was >10 mm, in agree-
ment with national guidelines [17]. For subjects screened,
HIV testing was not mandatory and thus not recorded.
For workplace contacts aged >35, unless identified as
having a high exposure to the index case, screening
consisted of a chest X-ray (CXR) 8-12 weeks after end of
exposure. The default treatment prescribed for LTBI was
isoniazid (INH) for six months, in accordance with the
recommendations prevailing at that time in Switzerland
and in the UK [18, 19].

In this study, probable LTBI was defined as having
either a TST induration >10 mm or a chest X-ray with
images suggestive of prior TB. LTBI is reported as
“probable” because of the lack of specificity of the TST
and the chest X-ray.

Statistical analysis

Variables are reported as mean x (SD y). Exact Pois-
son confidence intervals were calculated for incidence of
rare events. Comparison between groups was performed
using unpaired t tests or chi-square tests when appropri-
ate. Multiple logistic regression was performed to analyse
the relationship between significant variables and occur-
rence of LTBI, probability of pursuing treatment for
LTBI, or suffering from side effects. A p level of <0.05
was used for determining statistical significance. Statisti-
cal analyses were performed with Stata Statistical Soft-
ware for PC computers (Version 9.2, 2005; Stata Corpo-
ration, College Station, Texas, USA).
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Table 1

Results

Between January 1993 and December 2002,
3582 subjects were screened for contact with a pa-
tient with TB, 1718 (48%) of whom were evalu-
ated at our centre (table 1). The remaining 1864
were evaluated either by private practitioners or
by the Paediatric Department if aged under 16
(n=356). Only one subject was known to be HIV-
infected.

Microbiological status of index case was
S+/C+ TB for 84% of subjects screened, S-/C+
TB for 10%, S-/C- pulmonary TB for 2.3% and

unknown for 3.8%. Average number of contacts
screened per case was 4.3.

Subjects (48% male, 52% female) were (mean
(SD)) 36 (18) years of age; 42% were Swiss na-
tionals, 57 % were foreign-born subjects, of whom
24% were refugees or seeking asylum (0.5%: sta-
tus unknown). Swiss subjects (41 (19) years;
range: 0-95) were on average 9 years older than
foreign-born subjects (32 (15) years; range: 0-92).
History of BCG was undetermined in 2506
(70%); 699 (20%) had a history of BCG vaccina-

Results of tuberculin skin tests (TST) according to exposure to index case and bacteriological status of index case. S+/C+ : smear positive and culture
positive; S-/C+: smear negative and culture positive; S-/C-: smear negative and culture negative

Swiss Foreign-born Swiss and NoTST Al %
Foreign-born or result
unknown
Size of TST induration <5 5-10 >10 ‘Total <5 5-10 >10 Total <5 5-10 >10 Total Total
(mm) % % % N % % % N % % % N N
Exposure to index case
Household contacts 63% 7.7% 29% 453 45% 8.0% 47% 638 53% 7.9% 40% 1091 112 1203 34%
Friends/close relatives 61% 52% 34% 271 55% 72% 38% 419 57% 64% 36% 690 81 771 22%
Home support professionals ~ 64% 5.6% 31% 36 52% 89% 39% 56 57% 7.6%  36% 92 41 133 3.7%
Professional or school contacts 61% 10%  28% 383 57% 10%  32% 431 59% 10% 31% 814 583 1397 39%
Exposed during hospital stay ~ 70% 10%  20% 30 50% 30%  20% 10 65% 15% 20% 40 33 73 2.0%
Undetermined 1 33% 0.0% 67% 3 50% 0% 50% 4 1 5 0.1%
Total 62% 7.9% 30% 1174 51% 9% 40% 1557 56% 8% 36% 2731 851 3582
Characteristics of index case
S+/C+ 62% 82% 30% 950 49% 8.7% 42% 1303 55% 85% 37% 2253 748 3001 84%
S-/C+ 69% 7.7% 23% 143 63% 10%  27% 149 66% 89% 25% 292 69 361 10%
S-/C- 55% 0.0% 45% 29 86% 0.0% 14% 36 72% 0.0% 28% 65 19 84 23%
Unknown 54% 7.7% 38% 52 3% 72% 49% 69 48% 74% 45% 121 15 136  3.8%
Total 62% 7.9% 30% 1174 51% 9% 40% 1557 56% 8% 36% 2731 851 3582
Table 2

Results of multiple logistic regression models for estimating probability of latent tuberculosis infection (LTBI) in contacts,
probability of completing treatment for LTBI, and probability of treatment interruption due to side-effects of treatment for
LTBI. OR: odds ratio; 95%Cl: 95% confidence interval. S+: smear positive; S-: smear negative; C+: culture positive; C-: culture
negative. Age is expressed per 10 years. Adjusting for clustering was not possible due to lack of information regarding
relationship between index cases and contacts in the original database. This may slightly underestimate confidence intervals.

Probability of Probability of Probability of
LTBI completing treatment interruption
treatment due to side effects

OR 95% CI OR 95% CI OR 95% CI
Age (per 10 years) 1.01 1.01-1.02 0.99 0.98-1.01 1.03 1.00-1.05
Male gender 1.35 1.15-1.59 0.78 0.52-1.17 1.33 0.71-2.49
Swiss vs Foreigner 0.64 0.54-0.76 1.02 0.63-1.63 1.76 0.90-3.44
Relation to index case (reference value: household contacts)
Friends — close relatives 0.76 0.62-0.93 0.74 0.47-1.18 - -
Home care professionals 0.80 0.51-1.25 2.14 0.45-10.1 - -
Workplace or school contact 0.60 0.49-0.73 0.85 0.49-1.45 - -
Exposed during hospital stay 0.27 0.12-0.60 0.43 0.03-6.98 - -

Characteristics of index case (reference value: S+/C+)

S-/C+ 0.52 0.39-0.69

S-/C- 0.55 0.31-0.96
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tion, 377 (10%) had none. TST with chest X-ray
when indicated were available in 2731 subjects;
851 subjects either had no TST (chest X-ray only)
or TST result was unavailable (no information
from private practitioner or patient did not show
up for reading of TST).

TST induration was <5 mm in 56% of sub-
jects (n = 1530); 5-10 mm in 8.3% (n = 227), and
>10 mm in 36% (n = 974). The proportion of
skin tests >10 mm was higher in foreign-born
subjects than in Swiss nationals (40% versus 30%:
table 1).

Thus TST identified 974 subjects with prob-
able LTBI (36% of subjects in whom a skin test
was performed). Among them, 105 (3.8%) had a
documented T'ST conversion (increase 10 mm in
induration). Among the 3582 subjects screened,
X-ray images suggestive of prior TB were found
in 32 subjects (0.9%; 95% CI: 0.6-1.3%) and ac-
tive TB in 8 subjects (0.2%; 95% CI: 0.1-0.4%).

Figure 2

Flow chart of subjects screened for latent tuberculosis infection (LTBI) or TB and out-
come of follow-up of patients treated for LTBI. *: Subjects with LTBI had TST >10 mm
and/or chest X-ray suggestive of priorTB. ®: percentages refer to patients who started

treatment.
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Combining chest X-ray and TST, a diagnosis of
probable LI'BI was made in 996 subjects (28% of
subjects screened).

Predictors of LTBI

In a muldple logistic regression, male gender
and age were significantly associated with a
higher rate of LTBI (table 2). Conversely, Swiss
nationality was associated with a lower rate of
LTBI. Risk of I'TBI was significantly related to
exposure to the index case and to microbiological
status of the index case (table 2).

Treatment for LTBI

Among the 996 subjects with LTBI, 705 were
followed at our centre (fig. 2). Of these, 1.4%
(n = 10) had a history of treated TB, 0.6% (n = 4)
had received previous treatment for LTBI, 0.1%
(n = 1) had a history of probably untreated TB
and 7.4% (n = 52) had a previously documented
positive TST. For 67 (9.5%) subjects, treatment
for LTBI was withheld for medical reasons (eg
excessive alcohol consumption). Thus, treatment
for LTBI was recommended in 571 subjects. Of
these, 108 (19%) refused treatment or were lost to
follow-up before treatment was initiated. Among
the 463 (81%) who started treatment (aged 34.2
(11.5) years; range: 14-82, 21% Swiss), INH was
prescribed to 97% (n = 449); 1.7% (n = 8) re-
ceived rifampicin either alone or in combination
with INH; 1.3% (n = 6) received other medica-
tions because of resistance of the index case to
INH and rifampicin (MDR-TB); 7.6% (n = 38)
were switched to rifampicin either because of in-
tolerance (n = 17) or resistance to INH in the
index case (n = 21). At 6 months, overall comple-
tion rate was 67% (n = 312); treatment was inter-
rupted in 22% (n = 100) after a mean of 84 (49)
days (range 3-200), either as a result of non-ad-
herence (n = 68, 15%) or side effects (n = 32, 7%);
11% were lost to follow-up (n = 51). Neither age,
gender, foreign origin nor intensity of exposure to
index case was predictive of treatment completion
by multiple logistic regression (table 2).

INH-related adverse effects and cases in
which treatment was changed or interrupted be-
cause of adverse effects are shown in table 3. In
multiple logistic regression, treatment interrup-
tion because of side effects was more likely in
older patients. For example, the proportion of pa-
tients with ASAT or ALAT >5X upper normal
limit was 2.5% for subjects aged 14-34 years, vs
4.9% for the 35-49 years age group and 13%
for subjects aged >50. Among all subjects, 101 pa-
tients (22%) experienced one or more side effects,
resulting in change or interruption of treatment
in 45 subjects (10%). Hepatotoxicity accounted
for change or interruption of treatment in 26
cases (5.6%).
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Table 3

Discussion

"This study reports the yield of contact tracing
over a 10-year period in a low incidence area for
tuberculosis. Prevalence of LTBI in contacts was
significantly related to exposure to the index case
and to the contagiousness of the index case
(table 2). The yield of contact screening for active
TB cases was very low (n = 8 cases, 0.2% of
subjects screened; 95 % CI: 0.1-0.4%), when
compared to previous reports in low-incidence
countries [5, 6, 9-12, 20, 21] and far below that
reported in developing countries [2, 3]. Among
contacts with LI'BI for whom treatment was
recommended and who were followed at our
centre, 81% started treatment (usually isoniazid),
of which 67% completed treatment. Treatment
was interrupted because of side effects in 7% of
subjects and such interruptions were more preva-
lent in older patients.

Rate of TB detected through contact screen-
ing in Europe, USA or Canada ranges from 0.8%
to 4.9%, and that of LTBI from 7.6% to 47%
[5-12, 14, 20, 22]. In the present study, the rate of
TST-based diagnosis of LTBI (36%) was similar
to previous reports. Changing the threshold value
tor TST positivity to 5 mm, in agreement with re-
cent ATS, CDC and IDSA (Infectious Disease
Society of America) guidelines, would increase
the infection rate by 8.3% (44%), ie in the upper
range of previously reported data [23]. Con-
versely, the number of active cases detected in this
study was surprisingly low: the 8 active TB cases
represented less than 1% of the 837 cases of ac-
tive TB reported in Geneva during the study pe-
riod. The reason for such a low rate of TB is
unclear. A plausible hypothesis would be under-
detection of infected contacts [24]. This seems

Isoniazide-related side effects during treatment for latent tuberculosis infection (LTBI).
ASAT: Aspartate amino-transferase; and ALAT: Alanine amino-transferase;
ULN: upper limit of normal values.

Treatment
changes or
interruptions
Side effects N % N %
Gastro-intestinal symptoms 37 82% 8 1.8%
Asthenia 24 53% 2 0.4%
Hepatotoxicity
Increase in ASAT or ALAT (3-5 x ULN) 16 3.6% 7 1.6%
Biological hepatitis (increase in ASAT or ALAT >5 X ULN) 13 2.9% 13 2.9%
Clinical hepatitis 6 1.3% 6 1.3%
Cutaneous drug reaction 5 11% 3 0.7%
Neurological symptoms
Headache 6 13% 3 0.7%
Dizziness 4 09% 0 0.0%
Paresthesias 307% 1 0.2%
Tinnitus 1 02 1 0.2%
Psychiatric symptoms 1 02% 1 0.2%

unlikely however, because, over the study period,
newly detected cases of TB were not related to
previous cases, albeit for the above mentioned
8 active cases. Indeed, DNA fingerprinting of my-
cobacteria in Switzerland shows a very low num-
ber of clusters of TB cases [25, 26]. The easy ac-
cess to care in Geneva even for homeless subjects,
illegal immigrants or other high risk groups may
contribute to earlier detection of active cases, and
thus decrease exposure of community members.

The major goal of contact-tracing is the de-
tection and treatment of newly infected subjects
with UTBI. Screening 3582 contacts led to com-
plete treatment for UTBI in at least 312 subjects
(number of patients completing treatment and
followed by private practitioners is unknown),
thus theoretically preventing 11 cases of TB
(based on the assumption of a 5% life-time risk of
reactivation and a 70% protection by a 6 month
regimen of INH) [27]. Among subjects followed
by our centre (fig. 2), 32 subjects would be at
lifetime risk of developing active TB (5% of the
638 patients for whom treatment for LTBI was
indicated, including those for whom it was with-
held for medical reasons). Therefore, one can as-
sume that 34% (11/32) of future TB cases were
prevented by contact tracing. Similar estimations
were derived from a large multicentre evaluation
of contact investigations in California [12].

Prevalence of positive TST increased signifi-
cantly with age, exposure to index case and conta-
giousness of index case (S+/C+ vs S-/C+ or S-/C-).
This contrasts with recent reports showing very
low associations between exposure to index case
and TST status when compared to y-IFN blood
assays [28, 29] (table 2).

Treatment for LTBI was completed in 55% of
eligible subjects and 67% of those who started. A
total of 40% of eligible subjects refused, stopped
their treatment or were lost to follow-up (fig. 2).
Reported adherence to treatment for LTBI is
highly variable. In a large INH preventive ther-
apy programme in Atlanta, GA, 76% of subjects
for whom preventive therapy was indicated
started INH, but only 20% completed therapy.
Foreign birth and age over 65 years were associ-
ated with higher rates of completion in multivari-
ate analysis [7]. In recent US studies of contact in-
vestigations, 66-97% of subjects eligible for INH
preventive therapy started their treatment, with
completion rates of 44-64% [5, 6, 11, 12, 14, 30].
"Two smaller Swiss studies reported 68-76% com-
pletion rates for patients treated for LTBI, most
of whom were immigrants or asylum seekers [31,
32]. In our study, adherence was assessed by
recording attendance to monthly visits and results
of a qualitative urinary assay for INH. Age, gen-
der, origin and importance of exposure to index
case were not predictive of treatment completion

(table 2).
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Increase in ASAT or ALAT above 5 times
upper limit of normal (ULN), or above 3 times
ULN with symptoms suggesting hepatotoxicity
led to interruption of treatment, according to
ATS/CDC guidelines [33]. A moderate elevation
of ASAT or ALAT is expected in 10-20% of
patients treated with INH [34]. As in previous
studies, hepatotoxicity increased with age. Inter-
ruption of treatment because of liver toxicity
occurred in 4.7% of subjects with INH alone,
which is slightly higher than previously reported
(0.3-4%) [34]. Rate of INH-related clinical hepa-
titis was similar to previous reports (0.6%) [33].
Monthly liver function testing may lead to a
higher detection of INH-induced hepatotoxicity,
since it is frequently asymptomatic. Although
not recommended by ATS/CDC guidelines
nor by recently revised Swiss guidelines [16]
(www.lung.ch), as stated by Fountain et al, the ra-
tionale for routine testing of ASAT and ALAT is
that it probably leads to an earlier detection of
liver toxicity. Some of these patients would have
probably become symptomatic, had INH been
pursued [34].

In summary, this study performed in a low TB
incidence area shows that contact tracing for TB
in our area has a very low yield in terms of detec-
tion of secondary TB cases. Secondly it is associ-
ated with a moderate rate of acceptance for I'TBI
therapy and an average rate of treatment comple-
tion. Improving effectiveness of contact tracing
thus relies on detecting ITBI with better speci-
ficity (ie through algorithms including the y-IFN
assays as stated in the revised Swiss guidelines)
and improving both initial acceptance to preven-
tive therapy and completion rates.

Correspondence:

Jean-Paul Janssens

Centre antituberculeux

Hoapital Cantonal Universitaire

Rue Micheli-du-Crest

CH-1211 Geneva 14

Switzerland

E-Mail: fean-Paul. fanssens@bcuge.ch

References

—_

Helbling P. La tuberculose en Suisse de 2001 a 2004 (Tubercu-
losis in Switzerland between 2001 and 2004). Bulletin de 'Of-
fice Fédéral de la Santé Publique 2006;(22):428-33.

2 Rieder HL. Contacts of tuberculosis patients in high-incidence
countries. Int ] Tuberc Lung Dis. 2003;7(12 Suppl 3):S333-6.
Noertjojo K, Tam CM, Chan SL, Tan J, Chan-Yeung M. Con-
tact examination for tuberculosis in Hong Kong is useful. Int J
Tuberc Lung Dis. 2002;6:19-24.

4 Wang PD, Lin RS. Tuberculosis transmission in the family.
J Infect. 2000;41:249-51.

Dasgupta K, Schwartzman K, Marchand R, Tennenbaum TN,
Brassard P, Menzies D. Comparison of cost-effectiveness of
tuberculosis screening of close contacts and foreign-born pop-
ulations. Am J Respir Crit Care Med. 2000;162:2079-86.

6 Marks SM, Taylor Z, Qualls NL, Shrestha-Kuwahara RJ, Wilce
MA, Nguyen CH. Outcomes of contact investigations of infec-
tious tuberculosis patients. Am J Respir Crit Care Med. 2000;

162:2033-8.

Bock NN, Metzger BS, Tapia JR, Blumberg HM. A tuberculin
screening and isoniazid preventive therapy program in an
inner-city population. Am J Respir Crit Care Med. 1999;159:
295-300.

Davidow AL, Mangura BT, Wolman MS, Bur S, Reves R,
Thompson V, et al. Workplace contact investigations in the
United States. Int J Tuberc Lung Dis. 2003;7(12 Suppl 3):
S446-52.

9 Underwood BR, White VL, Baker T, Law M, Moore-Gillon
JC. Contact tracing and population screening for tuberculosis —
who should be assessed? J Public Health Med. 2003;25:59-61.

10 Reichler MR, Reves R, Bur S, Thompson V, Mangura BT, Ford
J, et al. Evaluation of investigations conducted to detect and
prevent transmission of tuberculosis. JAMA. 2002;287:991-5.

Jereb J, Etkind SC, Joglar OT, Moore M, Taylor Z. Tuberculo-
sis contact investigations: outcomes in selected areas of the
United States, 1999. Int J Tuberc Lung Dis. 2003;7(12 Suppl

3):5384-90.

12 Sprinson JE, Flood J, Fan CS, Shaw TA, Pascopella L, Young
JA, et al. Evaluation of tuberculosis contact investigations in
California. Int J Tuberc Lung Dis. 2003;7(12 Suppl 3):S363-8.
Targeted tuberculin testing and treatment of latent tuberculo-
sis infection. Am Thoracic Soc. MMWR 2000;49(RR-6):1-51.

[o%)

w

~I

[*2]

1

—_

1

[9%)

14 Driver CR, Balcewicz-Sablinska MK, Kim Z, Scholten J, Mun-
siff SS. Contact investigations in congregate settings, New York
City. Int J Tuberc Lung Dis. 2003;7(12 Suppl 3):5432-8.

15 Lalvani A, Richeldi L, Kunst H. Interferon gamma assays for
tuberculosis. Lancet Infect Dis. 2005;5:322-4.

16 Brindli O, Desgrandchamps D, Gabathuler U, Helbling P,
Miiller M, Nadal D, et al. Manuel de la tuberculose (Manual of
tuberculosis). Bern: Ligue Pulmonaire Suisse (www.lung.ch);
2007.

17 Rieder H, Zellweger ], Quadri F, Desgrandchamps D.
Dépistage et traitement de I'infection tuberculeuse, vaccination
BCG (Detection and treatment of tuberculosis infection, BCG
vaccination). Forum Med Suisse. 2003;23:531-9.

18 Joint Tuberculosis Committee of the British Thoracic Society.
Chemotherapy and management of tuberculosis in the United
Kingdom: recommendations 1998. Thorax. 1998;53:536—48.

19 Swiss Association against Tuberculosis and Pulmonary diseases
(ASTP). Lignes directrices pour la chimiothérapie préventive
de la tuberculose (Guidelines for preventive therapy of tuber-
culosis). Bulletin de I'Office Fédéral de la Santé Publique
1991(Annex 4):38-9.

20 Reichler M, Taylor Z, Castro KG. Factors in tuberculosis con-

tact investigations. JAMA. 2002;287:2944.

Capewell S, Leitch AG. The value of contact procedures for tu-

berculosis in Edinburgh. Br J Dis Chest. 1984;78:317-29.

22 Behr MA, Hopewell PC, Paz EA, Kawamura LM, Schecter GF,

Small PM. Predictive value of contact investigation for identi-

fying recent transmission of Mycobacterium tuberculosis. Am J

Respir Crit Care Med. 1998;158:465-9.

ATS/CDC joint statement. American Thoracic Society/Cen-

ters for Diseases Control and Prevention/Infectious Diseases

Society of America: controlling tuberculosis in the United

States. Am ] Respir Crit Care Med. 2005;172:1169-227.

24 Shrestha-Kuwahara R, Wilce M, DeLuca N, Taylor Z. Factors

associated with identifying tuberculosis contacts. Int J Tuberc

Lung Dis. 2003;7(12 Suppl 3):S510-6.

Ptyffer G. Epidémiologie moléculaire de la tuberculose (Mole-

cular epidemiology of tuberculosis). Bulletin de 1'Office

Fédéral de la Santé Publique 2002;9:175-6.

26 Philippin O. Role of DNA fingerprinting in epidemiological
surveillance of tuberculosis in the Canton of Geneva (1995-7).
Thesis N°10190; Geneva University Hospital; 2001.

2

—_

2

[oN}

2

[



Contact tracing for tuberculosis and treatment for latent infection in a low incidence country 84

27 Horsburgh CR, Jr. Priorities for the treatment of latent tuber- 32 Breuss E, Helbling P, Altpeter E, Zellweger JP. Screening and

—_

culosis infection in the United States. N Engl ] Med. 2004;350:
2060-7.

Lalvani A, Pathan AA, Durkan H, Wilkinson KA, Whelan A,
Deeks J], et al. Enhanced contact tracing and spatial tracking of
Mycobacterium tuberculosis infection by enumeration of anti-
gen-specific T cells. Lancet. 2001;357:2017-21.

Zellweger JP, Zellweger A, Ansermet S, de Senarclens B,
Wrighton-Smith P. Contact tracing using a new T-cell-based
test: better correlation with tuberculosis exposure than the tu-
berculin skin test. Int ] Tuberc Lung Dis. 2005;9:1242-7.

Yun LW, Reves RR, Reichler MR, Bur S, Thompson V, Man-
gura B, et al. Outcomes of contact investigation among home-
less persons with infectious tuberculosis. Int J Tuberc Lung
Dis. 2003;7(12Suppl 3):S405-11.

Racine-Perreaud E, Zellweger JP. Preventive antituberculosis
chemotherapy in 250 patients of the antituberculosis outpa-
dent clinic in Lausanne. Schweiz Med Wochenschr.
1994;124:705-11.

treatment for latent tuberculosis infection among asylum seek-
ers entering Switzerland. Swiss Med Wkly. 2002;132:197-200.
Blumberg HM, Burman WJ, Chaisson RE, Daley CL, Etkind
SC, Friedman LN, et al. American Thoracic Society/Centers
for Disease Control and Prevention/Infectious Diseases Soci-
ety of America: treatment of tuberculosis. Am J Respir Crit
Care Med. 2003;167:603-62.

34 Fountain FE, Tolley E, Chrisman CR, Self TH. Isoniazid hepa-

totoxicity associated with treatment of latent tuberculosis in-
fection: a 7-year evaluation from a public health tuberculosis

clinic. Chest. 2005;128:116-23.



Y

FMH
EMH o SCHWABE

Established in 1871

Formerly: Schweizerische Medizinische Wochenschrift

Swiss Medical Weekly

The European Journal of Medical Sciences

The many reasons why you should choose SMW to publish your research

What Swiss Medical Weekly has to offer:

e SMW's impact factor has been steadily
rising. The 2006 impact factor is 1.346.
e Open access to the publication via
the Internet, therefore wide audience
and impact
Rapid listing in Medline
LinkOut-button from PubMed
with link to the full text website
http://www.smw.ch (direct link from
each SMW record in PubMed)

¢ No-nonsense submission — you submit
a single copy of your manuscript by
e-mail attachment

® Peer review based on a broad spectrum
of international academic referees

e Assistance of professional statisticians
for every article with statistical analyses

* Fast peer review, by e-mail exchange
with the referees

e Prompt decisions based on weekly con-
ferences of the Editorial Board

¢ Prompt notification on the status of
your manuscript by e-mail

* Professional English copy editing

Editorial Board
Prof. Jean-Michel Dayer, Geneva
Prof Paul Erne, Lucerne
Prof. Peter Gehr, Berne
Prof. André P. Perruchoud, Basel
Prof. Andreas Schaffner, Zurich
(editor in chief)
Prof. Werner Straub, Berne (senior editor)
Prof. Ludwig von Segesser, Lausanne

International Advisory Committee

Prof. K. E. Juhani Airaksinen, Turku, Fin-
land

Prof. Anthony Bayes de Luna, Barcelona,
Spain

Prof. Hubert E. Blum, Freiburg, Germany

Prof. Walter E. Haefeli, Heidelberg, Ger-
many

Prof. Nino Kuenzli, Los Angeles, USA

Prof. René Lutter, Amsterdam,
The Netherlands

Prof. Claude Martin, Marseille, France

Prof. Josef Patsch, Innsbruck, Austria

Prof. Luigi Tavazzi, Pavia, Italy

We evaluate manuscripts of broad clinical
interest from all specialities, including
experimental medicine and clinical in-
vestigation.

We look forward to receiving your paper!

Guidelines for authors:
http://www.smw.ch/set_authors.html

All manuscripts should be sent in electronic
form, to:

EMH Swiss Medical Publishers Ltd.
SMW Editorial Secretariat
Farnsburgerstrasse 8

CH-4132 Muttenz

submission@smw.ch
letters@smw.ch
red@smw.ch
http://www.smw.ch

Manuscripts:
Letters to the editor:
Editorial Board:
Internet:

Official journal of the Swiss Society of Infectious Diseases,

Editores Medicorum Helveticorum

the Swiss Society of Internal Medicine and the Swiss Respiratory Society

Supported by the FMH (Swiss Medical Association) and by Schwabe AG,
the long-established scientific publishing house founded in 1488





