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Abstract
Background  Household contacts of tuberculosis (TB) patients are at a greater risk of infection and developing TB as 
well. Despite recommendations to actively screen such high-risk groups for TB, it is poorly implemented in Ethiopia. 
A community-based household contact screening was conducted to compare the yield of two different screening 
approaches and to identify factors associated with TB occurrence.

Methods  Smear-positive pulmonary TB index cases from six health facilities in six districts of Silti Zone were identified 
and enrolled prospectively between September 2020 and December 2022. Trained healthcare workers conducted 
house visits to screen household contacts for TB. WHO (World Health Organization) recommended symptom-based 
screening algorithms were used. The yield of screening was compared between a two-time screening at study site I 
and a single baseline screening at study site II, which is the current programmatic approach. Generalized estimating 
equation was used to run multivariate logistic regression to identify factors associated with TB occurrence.

Results  A total of 387 index TB cases (193 at site I and 194 at site II) with 1,276 eligible contacts were included 
for analysis. The TB yield of repeat screening approach did not show a significant difference compared to a single 
screening (2.3% at site I vs. 1.1% at site II, p < 0.072). The number needed to screen was 44 and 87 for the repeat and 
single screening, respectively, indicating a high TB burden in both settings. The screening algorithm for patients with 
comorbidities of asthma and heart failure had a 100% sensitivity, 19.1% specificity and a positive predictive value 
of 5.6%. Cough [AOR: 10.9, 95%CI: 2.55,46.37], fatigue [AOR: 6.1, 95%CI: 1.76,21.29], daily duration of contact with 
index case [AOR: 4.6, 95%CI; 1.57,13.43] and age of index cases [AOR: 0.9, 95%CI; 0.91–0.99] were associated with the 
occurrence of TB among household contacts.

Conclusion  Our study showed that the yield of TB was not significantly different between one-time screening and 
repeat screening. Although repeat screening has made an addition to case notification, it should be practiced only if 
resources permit. Cough, fatigue, duration of contact and age of index cases were factors associated with TB. Further 
studies are needed to establish the association between older age and the risk of transmitting TB.
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Background
The diagnosis of an index TB case and the subsequent 
screening of household contacts creates an ideal oppor-
tunity for TB control programs to identify additional 
cases and improve case notification [1]. Prompt screen-
ing and diagnosis of TB among household contacts helps 
to avoid delays in treatment and the associated increased 
risk of mortality [2]. On the other hand, the failure of 
early detection and missing cases create an enormous 
challenge for the prevention and control of the disease. 
Apart from a higher risk of late diagnosis and complica-
tions, they cause an increase in the cost of care both to 
healthcare systems and families [2, 3]. Furthermore, the 
longer the missed cases stay undetected in the house-
hold, the higher the likelihood that they sustain the chain 
of transmission in the community. This is particularly 
true in places with high population density and poor liv-
ing conditions, such as overcrowding and insufficient 
ventilation [4].

The WHO considers household contacts of TB patients 
as one of the high-risk groups that should be targeted 
by systematic active TB screening [5]. They are at an 
increased risk of infection and development of TB com-
pared to the general population. The incidence of active 
TB in this group could be up to ten times higher than 
that in the general population [6]. Studies have also found 
a TB prevalence of up to 7.8% among household con-
tacts of TB patients [7, 8]. Studies indicate that factors 
such as low income, illiteracy, smoking cigarette and HIV 
(Human Immunodeficiency Virus) infection are associ-
ated with TB occurrence among contacts of TB patients 
[9, 10]. Besides, malnutrition, previous history of TB in 
the family, drinking raw milk, living in a poorly ventilated 
and crowded houses were also factors found to be asso-
ciated with TB disease in contacts of TB patients [11]. 
Index TB case related factors such as the anatomical site 
of TB being pulmonary or laryngeal, cavitation on chest 
radiography and close/intimate contact with family mem-
bers are strongly associated with TB development among 
household contacts. On the other hand, age of index 
TB cases less than 10 years and extra pulmonary TB are 
associated with lower transmission as well as occurrence 
of TB among household contacts [12–14]. Although 
the WHO recommends household contact screening 
in high burden countries, its practical implementation 
is poor and faces various challenges. The absence of TB 
screening and diagnostic services in facilities [15], lack of 
adequate knowledge and skill to manage TB cases [16], 
scarcity of trained staff and poor screening and diagno-
sis practices [17] are a few of the health system-related 
challenges impeding its proper implementation. Fear of 

stigma, long distance between residence and healthcare 
facilities, competing priorities with screening appoint-
ments and poor knowledge about TB are some of the 
client-related factors affecting TB contact screening [18].

Ethiopia faces similar challenges in the implementation 
of household contact screening. The country introduced 
TB contacts register in healthcare facilities in 2014. How-
ever, various studies conducted in the country on con-
tact screening indicate poor implementation thus far. For 
instance, a study conducted in the northwestern Ethio-
pian district of Gondar found an overall household con-
tact screening adherence of 47.5%, indicating that more 
than half of eligible contacts were not screened [19]. Sim-
ilarly, in another study conducted in the Tigray region of 
Ethiopia, only one-fifth of the index cases had at least one 
of their contacts screened. Only 22.6% of household con-
tacts were screened, again indicating poor performance 
of household contact screening [20]. A study in five urban 
districts of the Amhara region in Ethiopia also showed a 
similar result. The proportion of adherence to contact 
screening was only 33.7% [21]. These findings suggest the 
need to devise ways to ramp up efforts to strengthen its 
implementation, which will help to improve the reduc-
tion of the annually missed one-third of TB cases in the 
country [17].

The high burden of TB in Ethiopia coupled with the 
low adherence to contact investigation warrants making 
household contact TB screening a high priority. Although 
household contact screening is integrated into the com-
munity-based TB prevention and control program, its 
effective implementation and capacity to identify cases in 
the Silti zone are not encouraging enough according to an 
unpublished zonal performance report of 2020. Hence, a 
prospective cohort study was conducted to estimate and 
compare the yield of TB among household contacts using 
two screening approaches and to identify individual- and 
household-level risk factors for TB disease in six districts 
of the Silti Zone in Central Ethiopia.

Methods
Study setting and period
Silti zone of Central Ethiopia, has 10 districts and three 
town administrations. The current study was conducted 
in six selected districts based on the reported preva-
lence of TB in the districts in 2019. Those districts having 
higher prevalence were selected for the study. The zone 
has a total population of 1,041,293 [22]. It is among the 
densely populated areas in Ethiopia, with an average of 
398.4 persons per km2 and an average family size of 7.3 
[22]. There are a total of 1,892 healthcare workers in the 
zone, including health extension workers (HEWs) [23]. 
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Two hospitals and seven health centers provide TB diag-
nostic and treatment services in the study districts.

Community DOTS (Directly Observed Treatment 
Short course) implementation was started in 2010. Ini-
tial TB diagnosis and treatment initiation are performed 
at hospitals or nearby health centers. Patients are then 
sent back through referral to the health posts closest to 
the patients’ residence for the rest of their treatment. 
HEWs ensure adherence to treatment and follow-up 
through daily observation. However, at the second, fifth 
and sixth months of treatment, patients are referred 
back to the health centers for scheduled follow-up tests, 
as health posts have no TB diagnostic services [24, 25]. 
Apart from community DOTS, HEWs are also involved 
in health education, tracing treatment interrupters and 
loss to follow-up, identification and referral of presump-
tive TB cases during their routine household visits and 
household contact screening [24]. In 2022, the estimated 
prevalence of all forms of TB in the study districts ranged 
from 60 per 100,000 population in Kibet town to 212 per 
100,000 population in Silti district [23].

This study was conducted from September 2020 to 
December 2022. The baseline screening was conducted 
from September 2020 to August, 2021 while repeat 
screening at study site I was conducted from September 
2021 until December, 2022.

Sample size estimation
One of the goals in this study was to compare the yield 
of TB cases between single baseline screening and repeat 
screening. The sample size is therefore calculated using a 
two-population proportion formula for finite populations 
with 5% level of significance and 1.7% margin of error. 
The formula for estimation of sample size for a single 
population proportion is:

	
n =

(
zα/2

)2

(p1q1 + p2q2)

d2

Where:
p1= proportion of TB cases among household con-
tacts with single/baseline screening
q1 = proportion of non-cases among household con-
tacts with single/baseline screening.
p2=proportion of TB cases among household con-
tacts with repeat screening
q2 = proportion of non-cases among household con-
tacts with repeat screening.
d2 = desired degree of precision (margin of error).

Previous studies indicate that the proportion of TB is 
1.3% among household contacts screened once at base-
line [26] and 3.8% among household contacts screened 

at baseline and subsequently during follow up period [6]. 
Hence using these figures, the sample size was calculated 
to be 657 for each group. Including a 10% non-response 
rate, the total sample size became 1,445. However, as it 
is not possible to directly sample household contacts of 
TB patients, index TB cases were sampled and all eligible 
household members were included into the study. A pre-
vious study has shown that for every index TB case, there 
are a median of four contacts in a household [27]. Hence, 
a total of 361 index TB cases or 180 in each group are 
required. Since, there is only one index in a household; an 
index case can represent a household.

Sampling procedure
Initially, a list of all smear positive TB cases diagnosed 
and registered, including those during the previous one 
year before the study was started, were identified from 
the health centers and hospitals in the study area i.e., a 
retrospective identification of the study participants. 
As the number of identified smear positive TB cases 
was below the estimated sample size, all of them were 
included at both study sites. Then, newly diagnosed 
smear positive TB cases were included into the study 
until the required sample size was obtained at both study 
sites. The total sample sizes were 193 at study site I and 
194 at study site II. Household contacts identification was 
done through interviewing the index TB cases. All house 
household members reported by the index TB case ful-
filling the household contacts operational definition were 
included into the study. After such a process, a total of 
753 eligible household contacts were identified at study 
site I and 523 household contacts were found at study site 
II.

Study population, the screening algorithms and the 
screening approaches
Smear-positive index TB cases diagnosed in healthcare 
facilities and their household contacts were enrolled in a 
prospective cohort study. The index cases were recruited 
from five health centers and one primary hospital pro-
viding TB diagnostic and treatment services in the study 
districts. Two screening approaches based on TB sugges-
tive symptoms (cough of two weeks or more, fever, night 
sweating, weight loss and fatigue) were employed in this 
study. In three districts, i.e., study site I, both baseline 
and repeat screening were conducted. In the other three 
districts, i.e., study site II, only a single/baseline screen-
ing was performed, which is the current programmatic 
approach to screening in Ethiopia.

Initially, baseline screening of contacts was conducted 
in the households of all 397 enrolled index cases at both 
study sites during which general information about the 
study and health education on TB was provided. Then, 
a repeat screening of contacts was performed one year 
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after the baseline screening among households of 193 
index cases at study site I to determine whether repeat 
screening has a significantly higher yield.

Household contacts with signs and symptoms of TB 
and children aged less than five years having contact 
with the index case were examined for active TB through 
symptom screening. We used one of the WHO-recom-
mended symptoms-based TB screening algorithms [5], 
which includes either a prolonged cough of two weeks or 
more or any two of the TB suggestive symptoms: fever of 
two weeks or more, night sweating, unexplained weight 
loss of 1.5 kg in a month and fatigue. For children under 
the age of 10, cough, fever, weight loss or fatigue of any 
duration was used. Additionally, sputum specimens from 
symptomatic cases were tested using GeneXpert MTB/
RIF (Mycobacterium tuberculosis/Rifampicin) and liquid 
culture.

Operational definition of variables
Systematic TB screening is defined as “the systematic 
identification of people with suspected active TB, in a 
predetermined target group, using tests, examinations 
and other procedures that can be applied rapidly” [5]. An 
index case was the first confirmed smear-positive pul-
monary TB case in a household aged 16 years and older 
that lived with at least one other person [25]. A house-
hold contact was defined as a person who shared the 
same enclosed living space as the index case for one or 
more nights or for frequent or extended daytime periods 
during the three months before the start of TB treatment 
[28]. A presumptive TB case was a contact with cough 
of two weeks or more or having any two of the following 
symptoms: fever of two weeks or more, night sweats, and 
unexplained weight loss of more than 1.5 kg in a month 
[25]. A confirmed TB case (or simply a TB case) was a 
patient (household contact) from whom at least one spu-
tum specimen taken (at baseline or during repeat screen-
ing) was positive either through the GeneXpert MTB/RIF 
assay or a mycobacterial culture.

Laboratory procedures and quality control
All laboratory tests were performed at the national TB 
reference laboratory of Ethiopian Public Health Insti-
tute in Addis Ababa, Ethiopia. Carefully decontaminated 
sputum was tested using the GeneXpert MTB/RIF assay 
following the standard operating procedure of the man-
ufacturer (Cephid Sunnyvale, Ca, United States) [29]. 
BACTEC MGIT (BD BACTEC™ MGIT™) was used for 
performing liquid TB culture. Processed sputum samples 
were inoculated into the instrument and incubated at 
37 °C for a maximum of six weeks or until the instrument 
flagged positive. Whenever contamination was identified, 
the samples were reprocessed after careful decontami-
nation following the guidance of the MGIT™ procedure 

manual [30]. Reagents for all procedures were checked 
regularly for their quality, and the instruments were 
checked for calibration according to the manufacturer’s 
instructions. Positive results of the GeneXpert test were 
issued to the presumptive cases through TB focal persons 
in the facilities as soon as results were available through 
phone calls. Similarly, positive culture result of study sub-
jects whose GeneXpert results were negative were also 
immediately communicated to the individuals through 
the TB focal persons.

Data collectors were trained on how to collect and 
label unique IDs and store sputum samples in refrigera-
tors before transportation. Sterile Falcon tubes were used 
for collecting samples. Adequacy and quality of all spu-
tum samples were ensured before packaging and trans-
portation to the reference laboratory. The cold chain was 
strictly maintained throughout the sample transportation 
process to keep the specimen in the temperature range 
of 2 to 80c. Triple packaging was used, and the samples 
were made sure to reach the laboratory within five days 
of collection.

Data collection and quality assurance
Primary data were collected through face-to-face inter-
views using a structured questionnaire. The question-
naire was developed in English and was then translated 
to Amharic, which is one of the local languages in the 
study districts. It was designed to gather data on house-
holds, index TB cases and their household contacts. A 
pretest was performed before the data collection com-
menced and was amended to improve its reliability 
among the data collectors. All data collectors were health 
professionals with a bachelor’s degree and were TB focal 
persons in their respective districts with experience in 
TB screening, diagnosis and treatment. All completed 
questionnaires were thoroughly reviewed and checked 
for accuracy and completeness after each data collection. 
Data from index TB cases residing alone and those ques-
tionnaire with incomplete household contact data were 
excluded from analysis.

Data analysis
Data were entered into Microsoft Excel (Microsoft, 
Redmond, WA, USA) and exported to Stata version 14 
(College Station Texas) for statistical analyses. The main 
independent variable of interest was the TB screening 
approach, and the outcome variable was the occurrence 
of TB among household contacts (yield of TB). We com-
pared the yield of TB among households screened twice 
with those households screened only at baseline. House-
hold indicators of crowding, ventilation and indoor 
smoke exposure were included to examine their effect 
on TB occurrence. The characteristics of household con-
tacts (including characteristics of their households and 
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index TB cases) who developed TB at baseline and later 
was compared to those of household contacts who did 
not develop TB. Frequencies and percentages were used 
to describe categorical variables whereas the median and 
interquartile range were used for all continuous variables 
having skewed distribution.

The traditional logistic regression model assumes the 
absence of correlation of risk factors or independence of 
observations for the model to fit well [31]. In the context 
of the current study, which has a hierarchical data struc-
ture, contacts living in the same household may share 
several risk factors, and hence, these factors could be cor-
related. This in turn could result in an erroneous under-
estimation of standard errors and higher coefficients of 
the independent variables. Hence, generalized estimating 
equations (GEEs) with robust standard errors was used 
to run logistic regression to account for this correlation 
at the household level. Predictors yielding a p value of 
< 0.20 in the bivariate analysis were included in the full 
model. Multicollinearity was checked, and collinear vari-
ables and others perfectly predicting the outcome vari-
able were removed from the multivariate model. The 
backward variable selection method was used to build 
the final model. Variables having higher p values were 
successively removed until all the remaining variables 
were statistically significant at p < 0.05.

Results
Initially, 199 index TB cases at site I and 198 at site II 
were enrolled prospectively to screen, identify and treat 
TB cases among their household contacts and to com-
pare the yield of TB. Of these, 7 index TB cases (three 
at site I and four at site II) residing alone were excluded 
from the study after the initial household visit, and later, 
those with incomplete household contact data (n = 3) 
were excluded from analysis. In total, 387 index cases 
(193 at site I and 194 at site II) with 1,276 eligible house-
hold contacts were included in the analysis. A follow-up 
screening was also conducted one year after the baseline 
screening among the households of the 193 index cases 
(study site I) with an 80% follow-up proportion compared 
to the baseline screening.

Characteristics of the households and the index TB 
patients
Close to 44% of the index TB cases at site I and 51% at 
site II lived in traditional thatched houses with a grass 
roof. The houses they lived in had an average area of 36 
m2 (IQR: 24–63) at site I and 45 m2 (IQR: 36–70) at site 
II. Nearly 57.5% of the houses at site I and 54.3% at stie 
II had no windows at all or just one window. Approxi-
mately 17.5% of the households at site I and 42.1% at site 
II had a family size of six or more, but the median family 
size for both sites was 4 (IQR: 3–5). The majority of the 
households at both study sites (98% at site I and 87% at 
site II) used firewood or charcoal for cooking purposes. 
More than 73% (n = 142) of household heads at site I and 
approximately 46% (n = 90) at site II had no education. 
(Table 1)

All index TB patients had bacteriologically confirmed 
smear-positive pulmonary TB. Their median ages were 
35 (IQR: 25–48) and 30 (IQR: 22–43) at sites I and II, 
respectively. With regards to sex, 43.3% and 46.1% of the 
index TB patients at site I and site II, respectively, were 
female. Concerning education, 60% (n = 111) at site I and 
38% (n = 72) at site II had no education. The median time 
between the observation of the first symptom and treat-
ment initiation of the index cases was one month at both 
study sites. There was a median of four and three house-
hold contacts per index case fulfilling the eligibility crite-
ria at site I and site II, respectively. (Table 2)

Characteristics of household contacts
The total number of household contacts screened was 
753 at site I and 523 at site II, and their median age was 
23 years at both study sites. The proportions of children 
aged five years or younger were 4.6% (n = 42) and 9.4% 
(n = 48) at site I and site II, respectively. Female house-
hold contacts comprised 44.5% at site I and 47.8% at site 
II. In terms of educational status, 49% of the contacts at 
site I had no education, while this figure was 46% at site 

Table 1  Demographic and environmental characteristics of the 
households of index TB patients (n = 193 at site I, n = 194 at site II), 
September 2020 - December 2022
Household and environmental 
characteristics

Study site
Study site I
n (%)

Study 
site II
n (%)

Head of the 
household

Wife 41 (21.2) 30 (15.5)
Husband 136 (70.5) 161 (83.0)
Other 16 (8.3) 3 (1.5)

Educational 
status of the 
household 
head

No education 142 (73.6) 90 (46.4)
Primary 35 (18.1) 93 (47.9)
Secondary 5 (2.6) 7 (3.6)
Tertiary 11 (5.7) 4 (2.1)

Family size 1–5 members 155 (82.5) 165 (51.6)
6–9 members 33 (17.5) 24 (42.1)

House type Thatched houses with 
grass cover

85 (44.3) 99 (51.6)

Houses with iron 
sheet cover

107 (55.7) 95 (49.0)

Number of 
windows

2–6 windows 82 (42.5) 84 (45.7)
0–1 window 111 (57.5) 100 (54.3)

House area >=40 m2 87 (45.3) 92 (51.7)
< 40 m2 105 (54.7) 86 (48.3)

Household 
cooking 
method

Electricity 2 (1.0) 13 (6.7)
Fire/charcoal 188 (98.0) 169 (87.6)
Smoke free stove 2 (1.0) 11 (5.7)
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II. About 52% and 68% of the household contacts at site I 
and site II respectively lived in a different room from the 
index TB cases. (Table 3)

Only 5% of contacts had a previous history of TB 
treatment at both sites, and of these, 2% reported that 
they either currently smoke or had a history of smoking 
cigarettes. Of the 188 contacts who were tested for HIV 
at both sites, none had an HIV infection. Among the 
household contacts, 16% (n = 117) and 10% (n = 52) had a 
cough of two weeks or more at sites I and II, respectively. 
Of those who reported a cough of two weeks or more, 
approximately 15% at site I and 7% at site II also had pro-
ductive cough. On average, household contacts spent 
six (IQR: 6–10) and eight (IQR: 6–12) hours daily with 
the index TB case at sites I and II, respectively. However, 
children aged 5 years or younger stayed 2 more hours per 
day on average with the index cases. Of all the household 
contacts, approximately 5% (n = 62) had other chronic 
conditions, such as asthma, heart failure, hypertension, 
and diabetes mellitus. (Table 4)

Comparison of the yield of household contact TB screening
A total of 98 (13%) presumptive TB cases were identified 
from 753 screened household contacts at site I. Similarly, 
65 (12%) presumptive TB cases were identified from 523 

screened household contacts at site II during baseline 
screening. Additionally, 55 (9.4%) presumptive TB cases 
were found among 585 household contacts during repeat 
screening at site I. Approximately 70% of presump-
tive TB cases (n = 38) identified during repeat screening 
were found in households where presumptive cases were 
found during baseline screening.

Eleven TB cases of all forms (1.5%) were identified 
during baseline screening at site (I) Six more TB cases 
(1%) were also diagnosed at site I during repeat screen-
ing a year later. At site II, where the current program-
matic screening approach was employed, six TB cases 
of all forms (1.1%) were found during baseline screen-
ing. The overall yield of TB identified at site I was 2,258 
per 100,000 (95% CI: 1,407–3,604), and it was 1,149 per 
100,000 (95% CI: 517–2,538) at site (II) There was no 

Table 2  Sociodemographic and other characteristics of index 
TB patients (n = 193 at site I, n = 194 at site II), September 2020 - 
December 2022
Index TB case characteristics Study site

Study site I
n (%)

Study 
site II
n (%)

Age group <=16 years 14 (7.3) 7 (3.6)
> 16–20 years 24 (12.6) 39 (20.2)
> 20–40 years 87 (45.6) 96 (49.7)
> 40 years 66 (34.6) 51 (26.4)

Sex Male 107 (55.7) 104 (53.9)
Female 85 (43.3) 89 (46.1)

Marital status Single 53 (27.6) 74 (38.5)
Married 120 (62.5) 117 (60.9)
Divorced 11 (5.7) 0 (0)
Widowed 8 (4.2) 1 (0.5)

Religion Christian 10 (5.2) 9 (4.7)
Muslim 182 (94.8) 184 (95.3)

Educational 
status

No education 115 (59.9) 72 (37.5)
Primary 49 (25.5) 94 48.9)
Secondary 18 (9.4) 19 (9.9)
Tertiary 10 (5.2) 7 (3.7)

First symptom to treatment initia-
tion in days: median (IQR)

30 (22–44) 30 
(21–60)

Body mass index: median (IQR) 18.8 (17.3–20.5) 21.3 
(18.3–24.4)

Contacts per household: median 
(IQR)

4 (3–5) 3 (2–4)

Table 3  Sociodemographic characteristics of household 
contacts (n = 753 at site I and n = 523 at site II), September 2020 - 
December 2022
Characteristics of household contacts Study sties

Study site I
n (%)

Study 
site II
n (%)

Age <= 5 years 42 (4.6) 48 (9.4)
> 5–20 years 304 (40.5) 194 (37.8)
> 20–40 years 223 (29.7) 142 (27.7)
> 40 years 182 (24.2) 129 (25.2)

Sex Male 417 (55.5) 269 (52.2)
Female 334 (44.5) 246 (47.8)

Marital status Single 387 (51.5) 272 (52.6)
Married 306 (40.8) 230 (44.5)
Divorced 22 (2.9) 4 (0.8)
Widowed 36 (4.8) 11 (2.1)

Religion Christian 31 (4.1) 24 (4.7)
Muslim 720 (95.9) 490 (95.3

Education No education 369 (49.2) 235 (45.5)
Primary education 254 (33.8) 228 (44.2)
Secondary education 94 (12.5) 46 (8.9)
Tertiary education 34 (4.5) 7 (1.4)

Occupation Government 
employee

74 (9.9) 19 (3.7)

Farmer 115 (15.3) 140 (27.3)
Merchant 91 (12.1) 45 (8.7)
House wife 121 (16.1) 77 (14.9)
Other 349 (46.5) 234 (45.4)

Relationship 
with index

Parent 108 (14.4) 141 (27.3)
Spouse 123 (16.5) 78 (15.1)
Son/Daughter 246 (32.6) 206 (39.9)
Sibling 155 (20.6) 55 (10.7)
Other 119 (15.9) 36 (7.0)

Intensity of 
contact

Share same bed 237 (31.6) 68 (13.1)
Share same room 125 (16.6) 96 (18.6)
Different room 387 (51.5) 353 (68.3)
Other 2 (0.3) 0 (0)
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statistically significant difference in the yield of TB cases 
identified at the two sites. Altogether, the household con-
tact screening yielded a total of 23 (1.8%) TB cases of all 
forms at both study sites.

The number needed to screen (NNS) values for pre-
sumptive TB cases was 6 and 12 for sites I and II, respec-
tively. Similarly, the NNS for finding a single TB case 
were 44 and 87 for sites I and II, respectively. On the 
other hand, the number needed to test (NNT), i.e., the 
number of presumptive TB cases that needed to be tested 

to identify one case of TB, was 9 and 11 for sites I and II, 
respectively. (Table 5)

All identified TB patients were treated based on the 
national TB treatment guidelines with the first-line anti-
TB regimen for six months, as none of the cases were 
resistant to rifampicin according to the GeneXpert test. 
Of the eligible under five children, 48% (n = 43) were initi-
ated on TB preventive therapy after clinical evaluation to 
exclude TB disease.

Sensitivity and specificity of the TB screening algorithm 
among household contacts with chronic conditions
Among the total of 62 household contacts with comor-
bid illnesses, 22 (35%) patients were found to have either 
an asthma or a heart failure diagnosis, and most had a 
chronic cough of more than two weeks. Among these 
patients, 18 (82%) were identified as presumptive TB 
cases and were requested to provide sputum for testing. 
Only one patient was found to have TB. The screening 
algorithm had 100% sensitivity, but the specificity was 
only 19.1%, and the positive predictive value was 5.6%. 
(Table 6)

Factors associated with TB among household contacts
Generalized estimating equation (GEE) results show that 
the odds of finding a TB case among the household con-
tacts were similar between the two screening approaches 
at the bivariate level [crude odds ratio (COR): 2, 95% CI; 

Table 4  Clinical characteristics of household contacts (n = 753 at 
site I and n = 523 at site II), September 2020 - December 2022
Clinical characteristic of house-
hold contacts

Study sties
Study site I
n (%)

Study site II
n (%)

Ever treated 
for TB

No 721 (96.0) 489 (94.8)
Yes 30 (4.0) 27 (5.2)

Smoking 
status

No 732 (97.5) 507 (99.0)
Yes 19 (2.5) 5 (1.0)

BCG vaccina-
tion status

Scar present 53 (7.1) 251 (48.7)
Certificate of 
vaccination

27 (3.6) 24 (4.7)

Vaccine recorded, 
no scar

163 (21.7) 70 (13.6)

Not vaccinated 508 (67.6) 170 (33.0)
Recently, 
tested for HIV

No 679 (90.4) 386 (74.7)
Yes 72 (9.6) 131 (25.3)

HIV status Negative 40 (100.0) 134 (100.0)
Positive 0 (0.0) 0 (0.0)

Cough > 2 
weeks

No 634 (84.4) 465 (89.9)
Yes 117 (15.6) 52 (10.1)

Productive 
cough

No 638 (84.9) 480 (92.8)
Yes 113 (15.1) 37 (7.2)

Blood mixed 
sputum

No 739 (98.4) 514 (99.4)
Yes 12 (1.6) 3 (0.6)

Fever No 716 (95.3) 493 (95.4)
Yes 35 (4.7) 24 (4.6)

Night sweating No 689 (91.7) 500 (96.7)
Yes 62 (8.3) 17 (3.3)

Appetite loss No 697 (92.8) 494 (95.6)
Yes 54 (7.2) 23 (4.5)

Weight loss No 716 (95.3) 498 (96.3)
Yes 35 (4.7) 19 (3.7)

Chest pain No 718 (95.6) 500 (96.7)
Yes 33 (4.4) 17 (3.3)

Fatigue No 676 (90.0) 499 (96.9)
Yes 75 (10.0) 16 (3.1)

Other comor-
bid illness

No 714 (95.1) 481 (95.1)
Yes 37 (4.9) 25 (4.9)

BMI: median (IQR) 19.5 (17.5–21.9) 21.4 
(18.3–23.4)

Daily contact duration in hrs.: 
median (IQR)

6 (6–10) 8 (6–12)

Total contact duration in days: 
median (IQR)

30 (20–60) 120 (30–365)

Table 5  Comparison of yield of household contact screening 
between two screening approaches; September 2020 - 
December 2022
Household contacts TB 
screening

Screen-
ing (both 
groups)
n (%)

Study site 
I (repeat 
screening)
n (%)

Study site II 
(single base-
line screening)
n (%)

Index TB cases screened 387 193 (49.9) 194 (50.1)
Household contacts 
screened at baseline

1,276 753 (59.1) 523 (40.9)

Contacts screened during 
repeat screening

585 585 NA

Presumptive TB cases at 
baseline

163 (12.7) 98 (13) 65 (12)

Presumptive TB cases at 
repeat screening

55 (9.4) 55 (9.4) NA

TB yield during baseline 
screening

17 (1.3) 11 (1.5) 6 (1.1)

TB yield during repeat 
screening

6 (1) 6 (1) NA

TB yield (total) 23 (1.8) 17 (2.2) 6 (1.1)
NNS value for presump-
tive TB cases

6 6 12

NNS value for TB cases 55 44 87
NNT value for TB cases 9 9 11
NA = not applicable; NNS = number needed to screen; NNT = number needed to 
test
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0.79–5.02]. The odds of finding TB were still the same 
between the two screening approaches even after adjust-
ing for other variables [adjusted odds ratio (AOR): 0.9, 
95% CI; 0.29,2.91]. Other household-level variables with 
no association with the occurrence of TB were family 
size, education level of the household head and cooking 
method used. Index case characteristics such as sex, BMI 
and duration between first symptom and treatment also 
had no association with the outcome variable. The char-
acteristics of household contacts, including age, sex, edu-
cation level, occupation, smoking status and presence of 
comorbid chronic illnesses, were not associated with the 
occurrence of TB and were not selected for inclusion in 
the multivariate model.

On bivariate logistic regression using GEE, house-
hold contacts with reported clinical symptoms such as 
chronic cough of two weeks or more [COR: 35, 95%CI; 
11.7–104.0], observation blood mixed sputum [COR: 16, 
95%CI; 4.32–64.53], fever [COR: 9.9, 95%CI; 3.91–25.22], 
night sweating [AOR: 8.9 95%CI; 3.67–21.69], loss of 
appetite [COR: 9, 95%CI: 3.72,22.15], weight loss [COR: 
11.4, 95%CI; 4.46,28.96], chest pain [COR: 5.5, 95%CI; 
1.80,16.79] and fatigue [COR: 29.3, 95%CI: 12.08,71.28] 
were found to have association with occurrence of TB. 
However, only chronic cough and fatigue were found to 
be independent predictors among the symptoms on mul-
tivariate regression. Accordingly, contacts with chronic 
cough had nearly 11 times higher odds of developing TB 
than those without symptoms after adjusting for other 
variables [AOR: 10.9, 95% CI: 2.55,46.37]. Household 
contacts who reported chronic fatigue were also 6 times 
as likely to develop TB as household contacts without the 
symptom [AOR: 6.1, 95% CI: 1.76,21.29] after controlling 
for cough, daily duration of contact and age of household 
contacts. (Table 7)

Household contacts with more than eight hours of 
daily contact with index TB cases had 4.6 times higher 
odds of developing TB than those who had eight hours or 
less of daily contact after adjusting for the other variables 
in the model [AOR: 4.6, 95% CI; 1.57,13.43]. The age of 
the index cases was also found to have a statistically sig-
nificant association with TB occurrence among house-
hold contacts. An increase in the age of an index case 

is associated with lower odds of developing TB among 
household contacts [AOR: 0.9, 95% CI; 0.91–0.99]. 
(Table 7).

Discussion
In this study, a third (35%) of the households had at least 
one presumptive TB case and their prevalence was 18%. 
An overall yield of 1.8% (all forms) of TB was found 
among the household contacts. There was no significant 
difference in the yield of TB between one time screening 
and repeat screening. The study also showed that screen-
ing algorithms involving chronic cough symptom for 
patients with comorbidities such as Asthma and Heart 
failure had a high sensitivity but a very low specificity 
(19.1%) and positive predictive value (5.6%). The logis-
tic regression model using GEE revealed chronic cough, 
fatigue, daily duration of contact and the age of index 
cases as independent predictors of TB occurrence among 
the household contacts.

This study found no significant difference in the yield of 
TB between the two screening approaches (i.e., a single 
baseline screening vs. baseline plus repeat screening after 
a year), with the proportions of TB identified being 1,149 
per 100,000 household contacts and 2,258 per 100,000 
household contacts. This indicates that the current one-
time screening programmatic approach was performing 
almost as effectively as a two-time screening. Most of 
the cases were found during baseline screening as preva-
lent cases at both study sites. On the other hand, repeat 
screening after a year found six additional cases with an 
incidence rate of 1,026 per 100,000 contacts, a finding 
falling in the range found in other studies [7, 32]. Find-
ing fewer cases during repeat screening may be partly 
ascribed to loss to follow-up or decreased proportion of 
attendance during subsequent screens [33], which could 
also be the case in our study. Repeated screening requires 
more time and resources. The WHO suggests that repeat 
screening be carried out only when resources permit [5]. 
Hence, for resource-constrained settings such as Ethio-
pia, one-time screening of contacts could be as effective 
if managed properly. However, studies consistently indi-
cate that the incidence of TB continues for at least two 
years after initial exposure [32, 34, 35] and hence the 
importance of repeated screening.

The number needed to screen is an approximate indi-
cator of the cost effectiveness of a TB screening program 
[5]. As the prevalence of undetected TB in the population 
increases, the NNS tends to decrease. Both the NNS and 
NNT are usually lower in high TB burden settings [5]. 
Studies indicate that an average of seven presumptive TB 
cases need to be screened to identify one case of TB [36, 
37]. In a high burden and resource-poor countries, tar-
geting key populations such as household contact screen-
ing is beneficial in terms of resource efficiency, as the 

Table 6  Evaluation of the screening algorithm* for household 
contacts with comorbid (Asthma and Heart Failure) illnesses
Screening test result TB disease (TB Culture) Total

Present Absent
Positive 1 17 18
Negative 0 4 4
Total 1 21 22
Screening algorithm for adults and children > = 10 years: prolonged/chronic cough of 
two weeks or more or any two of the TB suggestive symptoms: fever of two weeks or 
more, night sweating, unexplained weight loss of 1.5 kg in a month and fatigue.
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number of people required to be screened and tested sig-
nificantly lowers. In our study, the NNS was found to be 
55, which is slightly lower but lies within a range reported 
by a study conducted in both facility and community set-
tings in Ethiopia [26]. Our finding also falls inside the 
range of NNS which is between 34 and 79 reported by 
other studies conducted on high TB risk groups [26, 38, 
39].

The screening algorithm used was highly sensitive 
(100%) among patients with comorbid asthma and heart 
failure. However, only one case of TB was found among 
these patients, indicating poor specificity and positive 
predictive value (PPV). The possible explanation for this 
is the fact that both conditions usually cause chronic 
cough [40], and this might be inaccurately consid-
ered a TB suggestive symptom whenever these patients 

become contacts of a TB patient. A low PPV indicates 
that a positive screening test result is likely to be incor-
rect, and hence, the screening test performs poorly com-
pared to the gold standard test [41]. Thus, the screening 
algorithm, which includes chronic cough, might not be 
appropriate for such cases, and there is a need to devise 
other screening methods with better performance, such 
as chest X-ray.

In this study, no household-level factor was associ-
ated with TB occurrence among household contacts. 
Nonetheless, all of the TB cases identified occurred in 
households with their heads having either no or primary 
education. Studies indicate that lower education results 
in delayed TB diagnosis [42], which in turn causes more 
transmission. Among the index TB case characteristics, 
age was found to have an association with TB occurrence. 

Table 7  Environmental- and individual-level factors associated with TB among household contacts (n = 1,276), September 2020 - 
December 2022
Household and individual factors TB status COR [95%CI] AOR [95%CI]

No (%) Yes (%)
Screening approach Baseline only 516 (98.9) 6 (1.1) 1 1

Repeat screen 736 (97.7) 17 (2.3) 2 [0.79,5.02] 0.9 [0.29,2.91]
House area 40–717 m2 556 (97.5) 14 (2.5) 1 1

20–40 m2 656 (98.6) 9 (1.4) 0.5 [0.24,1.24] 0.4 [0.15,1.12]
Electricity use No 574 (96.6) 14 (2.4) 1 1

Yes 677 (98.7) 9 (1.3) 0.6 [0.24,1.26] 0.6 [0.19,1.72]
Marital status of index cases Single 385 (98.2) 7 (1.8) 1 1

Married 786 (98.5) 12 (0.15) 0.8 [0.33,2.10] 1.5 [0.42,49.7]
Divorced 41 (95.4) 2 (4.7) 2.6 [0.54,12.81] 4.23 [0.65,27.43]
Widowed 34 (94.4) 2 (5.6) 3.3 [0.67,15.75] 26.9 [2.26,320.71]

BMI of contacts > 20 578 (98.8) 7 (1.2) 1 1
<=20 573 (97.3) 16 (2.7) 2.3 [0.94,5.63] 1.5 [0.56,4.24]

Cough No 1,095 (99.6) 4 (0.4) 1 1
Yes 149 (88.7) 19 (11.3) 35 ]11.7,104.0] 10.9 [2.55,46.37] *

Blood in sputum No 1,233 (98.4) 20 91.6) 1 1
Yes 11 (78.6) 3 (21.4) 16 [4.32,64.53] 3.3 [0.69,15.83]

Fever No 1,192 (98.7) 16 (1.3) 1 1
Yes 52 (88.1) 7 (11.9) 9.9 [3.91,25.22] 0.9 [0.33,2.98]

Night sweating No 1,173 (98.7) 15 (1.3) 1 1
Yes 71 (89.9) 8 (10.1) 8.9 [3.67,21.69] 0.5 [0.14,1.61]

Loss of appetite No 1,175 (98.7) 15 (1.3) 1 1
Yes 69 (89.6) 8 (10.4) 9 [3.72,22.15] 0.4 [0.09,1.96]

Weight loss No 1,198 (98.7) 16 (1.3) 1 1
Yes 46 (86.8) 7 (13.20 11.4 [4.46,28.96] 2.5 [0.53,11.64]

Chest pain No 1,198 (98.4) 19 (1.6) 1 1
Yes 46 (92.0) 4 (8.0) 5.5 [1.80,16.79] 0.5 [0.15,1.95]

Chronic fatigue No 1,167 (99.3) 8 (0.7) 1 1
Yes 75 (8.3) 15 (16.7) 29.3 [12.08,71.28] 6.1 [1.76,21.29] *

Contact duration before index case treatment > 37 days 622 (8.9) 7 (1.1) 1 1
<= 37 days 606 (97.4) 16 (2.6) 2.2 [0.45,5.56] 2.1 [0.71,6.15]

Daily duration of contact < 8 h. 778 (99.2) 6 (0.8) 1 1
>=8 h. 399 (95.9) 17 (4.1) 5.5 [2.16,13.93] 4.6 [1.57,13.43] *

Age of index cases 0.9 [0.96,1.02] 0.9 [0.91,0.99] *
*: significant at p < 0.05
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The older the index cases are, the lower the chances of 
finding TB cases among their contacts. This is in agree-
ment with the fact that although they are at higher risk 
of acquiring TB [43–45], the frequency and intensity 
of coughing decreases by limiting transmission [46]. It 
could also be possible that the older index cases might 
spend less time with their contacts. Household contact 
characteristics such as chronic cough, fatigue and daily 
duration of contact showed a significant association with 
TB occurrence among household contacts. Studies con-
sistently confirm that these factors are strongly associ-
ated with TB occurrence among contacts of TB patients 
[40, 47–49].

One of the limitations of this study is that sputum was 
obtained from a few children aged less than ten years. 
Children are less likely to provide spontaneous sputum 
for testing than adults [50]. However, sputum induction 
could have been considered, and this might have had an 
impact on the yield of TB. Additionally, the absence of 
other screening methods, such as chest X-ray and adjunct 
clinical diagnosis, may have also caused some cases to be 
missed, hence resulting in underestimation of the yield. 
Furthermore, molecular tests and phylogenetic analyses 
were not done to describe the similarities in the identities 
of the strains from the index TB cases and the secondary 
cases. However, this is the first community-based pro-
spective study that attempted to compare the yield of two 
different screening approaches in a mostly rural setting 
by employing better performing diagnostic tests.

Conclusion
Our study demonstrated that there was no significant dif-
ference between one-time vs. two-time screening in the 
yield of TB. The repeat screening captured additional 
cases and was an enormous addition to the case notifi-
cation but should be practiced only if resources are suf-
ficiently available. The TB program in the zone should 
therefore, ensure that all household contacts are screened 
at least once. Cough, fatigue, duration of contact and 
age of the index cases were factors associated with TB 
occurrence among household contacts. Cough-based 
screening algorithms have a high sensitivity but a very 
low positive predictive value among household contacts 
having a concurrent chronic illness with cough, such as 
asthma and heart failure. Hence, alternative screening 
methods should be applied for improved positive pre-
dictive value. Further studies are needed to establish the 
association between older age and the risk of transmit-
ting TB.

Abbreviations
AOR	� Adjusted Odds Ratio
CI	� Confidence Interval
COR	� Crude Odds Ratio
EPHI	� Ethiopian Public Health Institute

EPTB	� Extrapulmonary Tuberculosis
GEE	� Generalized Estimating Equations
HEW	� Health Extension Worker
HIV	� Human Immuno-deficiency Virus
IQR	� Inter Quartile Range
NNS	� Number Needed to Screen
NNT	� Number Needed to Test
RHB	� Regional Health Bureau
TB	� Tuberculosis
WHO	� World Health Organization

Acknowledgements
We are deeply grateful to Jimma University Directorate of Post Graduate 
studies, SNNPR Regional Health Bureau, and Silti Zone Health Office for 
providing the necessary ethical approval and support letters to conduct this 
study. Our heartfelt gratitude also goes to the Ethiopian Public Health Institute 
for providing guidance, the laboratory testing facility and the ethical approval 
needed to conduct this study. Finally, we would like to strongly acknowledge 
the study participants and data collectors.

Author contributions
HM developed the study protocol, participated in data collection, collected 
and transported samples, conducted data analysis, and wrote the first draft 
of the manuscript. BZ and WS performed the laboratory analysis of sputum 
specimens. GA and DY reviewed the study protocol and supervised the 
conduct of the study. GA, DY, WS and BZ critically reviewed the manuscript. All 
the authors have read and approved the final version of the manuscript.

Funding
The funding for this study was made by Jimma University, Institute of Health, 
as part of supporting PhD research. However, the funder did not have a role in 
the inception and design of the study, data collection and analysis, manuscript 
writing, or the decision to publish.

Data availability
The raw dataset of this study can be obtained from the corresponding author 
upon reasonable request.

Declarations

Ethical consideration
Ethical clearance for the study was obtained from Jimma University (Ref. no. 
IHRPGD/320/18) and Ethiopian Public Health Institute (Ref. no. EPHI 6.13/592). 
An official letter of support to conduct the study was also obtained from 
Southern Nations, Nationalities and Peoples Regional Health Bureau (SNNP 
RHB) and the Silti Zone Health office. Information regarding TB disease and the 
current study was made for all participants before conducting the screening. 
Additionally, written informed consent was obtained from all household 
contacts, including for children less than 18 years old, through their parents or 
guardians. Confidentially, the individual records were strictly kept, and analysis 
of the data was made at an aggregate level to ensure anonymity of the data. 
Children aged five years or younger with no active TB were provided with TB 
Preventive Therapy. Confirmed TB cases identified at baseline and later were 
provided with standard TB treatment based on the national TB guideline 
recommendation.

Consent for publication
Not applicable.

Competing interests
The authors declare no competing interests.

Author details
1School of Medical Laboratory Sciences, Institute of Health, Jimma 
University, Jimma, Oromia, Ethiopia
2Mycobacteriology Research Center, Jimma University, Jimma, Oromia, 
Ethiopia
3Tropical and Infectious Diseases Research Center, Jimma University, 
Jimma, Oromia, Ethiopia
4Ethiopian Public Health Institute, Addis Ababa, Ethiopia
5Federal Ministry of Health, Addis Ababa, Ethiopia



Page 11 of 12Wolde et al. BMC Pulmonary Medicine          (2024) 24:135 

Received: 16 October 2023 / Accepted: 5 March 2024

References
1.	 Yassin MA, Yirdaw KD, Datiko DG, Cuevas LE, Yassin MA. Yield of household 

contact investigation of patients with pulmonary tuberculosis in southern 
Ethiopia. BMC Public Health. 2020;20(1):1–9.

2.	 Storla DG, Yimer S, Bjune GA. A systematic review of delay in the diagnosis 
and treatment of tuberculosis. BMC Public Health. 2008;8:1–9.

3.	 Zhao F, Zhang C, Yang C, Xia Y, Xing J, Zhang G et al. Comparison of yield 
and relative costs of different screening algorithms for tuberculosis in active 
case-finding: a cross-section study. BMC Infect Dis [Internet]. 2021;21(1):1–10. 
https://doi.org/10.1186/s12879-021-06486-w.

4.	 Lin X, Chongsuvivatwong V, Lin L, Geater A, Lijuan R. Dose–response rela-
tionship between treatment delay of smear-positive tuberculosis patients 
and intra-household transmission: a cross-sectional study. Trans R Soc 
Trop Med Hyg [Internet]. 2008;102(8):797–804. https://doi.org/10.1016/j.
trstmh.2008.04.027.

5.	 WHO. Systematic screening for active tuberculosis, Geneva. WHO/HTM/
TB/201304. 2013;1–146.

6.	 Otero L, Shah L, Verdonck K, Battaglioli T, Brewer T, Gotuzzo E et al. A prospec-
tive longitudinal study of tuberculosis among household contacts of smear-
positive tuberculosis cases in Lima, Peru. BMC Infect Dis. 2016;16(1).

7.	 Fox GJ, Barry SE, Britton WJ, Marks GB. Contact investigation for tuberculosis: a 
systematic review and meta-analysis. Eur Respir J. 2013;41(1):140–56.

8.	 Seid G, Alemu A, Dagne B, Sinshaw W, Gumi B. Tuberculosis in Household 
Contacts of Tuberculosis Patients in sub-Saharan African countries: A System-
atic Review and Meta-analysis. J Clin Tuberc Other Mycobact Dis [Internet]. 
2022;29(November):100337. https://doi.org/10.1016/j.jctube.2022.100337.

9.	 Diriba K, Awulachew E. Associated risk factor of tuberculosis infection among 
adult patients in Gedeo Zone, Southern Ethiopia. SAGE Open Med. 2022;10.

10.	 Lienhardt C, Fielding K, Sillah J, Tunkara A, Donkor S, Manneh K, et al. Risk 
factors for tuberculosis infection in sub-saharan Africa: a contact study in the 
Gambia. Am J Respir Crit Care Med. 2003;168(4):448–55.

11.	 Adane A, Damena M, Weldegebreal F, Mohammed H. Prevalence and Associ-
ated Factors of Tuberculosis among Adult Household Contacts of Smear 
Positive Pulmonary Tuberculosis Patients Treated in Public Health Facilities 
of Haramaya District, Oromia Region, Eastern Ethiopia. Tuberc Res Treat. 
2020;2020:1–7.

12.	 CDC. Guidelines for the investigation of contacts of persons with infectious 
tuberculosis. Recommendations from the National Tuberculosis Controllers 
Association and CDC. Vol. 54, MMWR. Recommendations and reports: mor-
bidity and mortality weekly report. Recommendations and reports / Centers 
for Disease Control; 2005.

13.	 Behr MA, Warren SA, Salamon H, Hopewell PC, Ponce de Leon A, Daley CL, 
SPM, Behr MA, Warren SA, Salamon H, Hopewell PC, Ponce de Leon A et al. 
Transmission of Mycobacterium tuberculosis from patients smear-negative 
for acid-fast bacilli. Lancet [Internet]. 1999;353(9151):444–9. Available 
from: http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&d
b=PubMed&dopt=Citation&list_uids=9989714 http://ac.els-cdn.com/
S0140673698034060/1-s2.0-S0140673698034060-main.pdf?_tid=6696436a-
42b1-11e2-aa5f-00000aab0f27&acdnat=1355134227_279ac924023aa4c98
d4b.

14.	 Tostmann A, Kik SV, Kalisvaart NA, Sebek MM, Verver S, Boeree MJ, et al. Tuber-
culosis transmission by patients with smear-negative pulmonary tuberculosis 
in a large cohort in the Netherlands. Clin Infect Dis. 2008;47(9):1135–42.

15.	 Deribew A, Dejene T, Defar A, Berhanu D, Biadgilign S, Tekle E, et al. Health 
system capacity for tuberculosis care in Ethiopia: evidence from national 
representative survey. Int J Qual Heal Care. 2020;32(5):306–12.

16.	 Gebreegziabher SB, Yimer SA, Bjune GA. Qualitative Assessment of challenges 
in Tuberculosis Control in West Gojjam Zone, Northwest Ethiopia: Health 
workers’ and Tuberculosis Control Program coordinators’ perspectives. Tuberc 
Res Treat. 2016;2016:1–8.

17.	 Mohammed H, Oljira L, Roba KT, Ngadaya E, Ajeme T, Haile T et al. Burden of 
tuberculosis and challenges related to screening and diagnosis in Ethiopia. 
J Clin Tuberc Other Mycobact Dis [Internet]. 2020;19:100158. https://doi.
org/10.1016/j.jctube.2020.100158.

18.	 Fox GJ, Loan LP, Nhung NV, Loi NT, Sy DN, Britton WJ et al. Barriers to adher-
ence with tuberculosis contact investigation in six provinces of Vietnam: a 
nested case-control study. BMC Infect Dis. 2015;15(1).

19.	 Shiferaw DA, Mekonnen HS, Abate AT. House-hold contact tuberculosis 
screening adherence and associated factors among tuberculosis patients 
attending at health facilities in Gondar town, northwest, Ethiopia. BMC Infect 
Dis. 2019;19(1):1–8.

20.	 Gebretnsae H, Ayele BG, Hadgu T, Haregot E, Gebremedhin A, Michael E, 
et al. Implementation status of household contact tuberculosis screen-
ing by health extension workers: Assessment findings from programme 
implementation in Tigray region, northern Ethiopia. BMC Health Serv Res. 
2020;20(1):1–7.

21.	 Gebregergs GB, Alemu WG. Household contact screening adherence among 
tuberculosis patients in northern Ethiopia. PLoS ONE. 2015;10(5):1–8.

22.	 Agency CS. Ethiopian Central Statistical Agency. Ethiopian 2022 Project Popu-
lation Census. 2022;(July).

23.	 Silti Zone Health Department. Silti Zone 2014 E.C. annual TB performance 
report. 2022;1–9.

24.	 Ministry of Health of Ethiopia. Community Based TB Care Implementation 
Guidelines 2nd edition - Amharic version, 2013.

25.	 FMOH, GUIDELINES FOR MANAGEMENT OF TB, DR-TB AND. LEPROSY IN 
ETHIOPIA SIXTH EDITION August 2018 Addis Ababa. 2018.

26.	 Tefera F, Barnabee G, Sharma A, Feleke B, Atnafu D, Haymanot N et al. Evalua-
tion of facility and community-based active household tuberculosis contact 
investigation in Ethiopia: a cross-sectional study. BMC Health Serv Res. 
2019;19(1).

27.	 Morrison J, Pai M, Hopewell PC. Review Tuberculosis and latent tuberculosis 
infection in close contacts of people with pulmonary tuberculosis in low-
income and middle-income countries: a systematic review and meta-analy-
sis. 2008;359. Available from: http://infection.thelancet.com.

28.	 Hopewell PC, Fair E, Miller C, World Health Organization. Communicable 
diseases Cluster. Stop TB Department. Recommendations for investigating 
contacts of persons with infectious tuberculosis in low-and middle-income 
countries. Geneva: World Health Organization; 2012. p. 65.

29.	 Chepeid. Xpert® MTB/RIF Assay. 2020;(July 2020).
30.	 Bactec F. MGIT For BACTEC TM MGIT 960 TM TB System. 2006;(July).
31.	 Stoltzfus JC. Logistic regression: a brief primer. Acad Emerg Med. 

2011;18(10):1099–104.
32.	 Fox GJ, Nhung NV, Sy DN, Lien LT, Cuong NK, Britton WJ et al. Contact 

Investigation in households of patients with tuberculosis in Hanoi, Vietnam: a 
prospective cohort study. PLoS ONE. 2012;7(11).

33.	 Goroh MMD, van den Boogaard CHA, Ibrahim MY, Tha NO, Swe, Robinson 
F, et al. Factors affecting continued participation in Tuberculosis Contact 
Investigation in a Low-Income, high-burden setting. Trop Med Infect Dis. 
2020;5(3):1–13.

34.	 Marks GB, Bai J, Stewart GJ, Simpson SE, Sullivan EA. Effectiveness of post-
migration screening in controlling tuberculosis among refugees: a historical 
cohort study, 1984–1998. Am J Public Health. 2001;91(11):1797–9.

35.	 Zuber PL, McKenna MT, Binkin NJ, Onorato IM, Castro KG. Long-term risk 
of tuberculosis among foreign-born persons in the United States. JAMA. 
1997;278(4):304–7.

36.	 Kigozi NG, Heunis JC, Engelbrecht MC. Yield of systematic household contact 
investigation for tuberculosis in a high-burden metropolitan district of South 
Africa. BMC Public Health. 2019;19(1):1–8.

37.	 Kranzer K, Houben RM, Glynn JR, Bekker LG, Wood R, Lawn SD. Yield of 
HIV-associated tuberculosis during intensified case finding in resource-
limited settings: a systematic review and meta-analysis. Lancet Infect Dis. 
2010;10(2):93–102.

38.	 Jerene D, Melese M, Kassie Y, Alem G, Daba SH, Hiruye N, et al. The yield of a 
Tuberculosis household contact investigation in two regions of Ethiopia. Int J 
Tuberc Lung Dis. 2015;19(8):898–903.

39.	 Chaisson LH, Naufal F, Delgado-barroso P, Alvarez-manzo HS, Robsky KO, 
Golub JE et al. A systematic review of the number needed to screen for active 
tuberculosis among people living with HIV. 2022;25(6):427–35.

40.	 Glashan E, Hanafy Mahmoud S, Cough. 2019 [cited 2023 May 20]; https://doi.
org/10.1007/978-3-030-11775-7_5.

41.	 Skaik Y. Understanding and using sensitivity, specificity and predictive values. 
Indian J Ophthalmol. 2008;56(4):341.

42.	 Fetensa G, Wirtu D, Etana B, Tolossa T, Wakuma B. Magnitude and determi-
nants of delay in diagnosis of tuberculosis patients in Ethiopia: a systematic 
review and meta-analysis: 2020. Arch Public Heal [Internet]. 2022;80(1):1–17. 
https://doi.org/10.1186/s13690-022-00837-y.

43.	 Raghu S. Challenges in treating tuberculosis in the elderly population in 
tertiary institute. Indian J Tuberc [Internet]. 2022;69:S225–31. Available from: 
https://www.sciencedirect.com/science/article/pii/S0019570722001378.

https://doi.org/10.1186/s12879-021-06486-w
https://doi.org/10.1016/j.trstmh.2008.04.027
https://doi.org/10.1016/j.trstmh.2008.04.027
https://doi.org/10.1016/j.jctube.2022.100337
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Citation&list_uids=9989714
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Citation&list_uids=9989714
http://ac.els-cdn.com/S0140673698034060/1-s2.0-S0140673698034060-main.pdf?_tid=6696436a-42b1-11e2-aa5f-00000aab0f27&acdnat=1355134227_279ac924023aa4c98d4b
http://ac.els-cdn.com/S0140673698034060/1-s2.0-S0140673698034060-main.pdf?_tid=6696436a-42b1-11e2-aa5f-00000aab0f27&acdnat=1355134227_279ac924023aa4c98d4b
http://ac.els-cdn.com/S0140673698034060/1-s2.0-S0140673698034060-main.pdf?_tid=6696436a-42b1-11e2-aa5f-00000aab0f27&acdnat=1355134227_279ac924023aa4c98d4b
http://ac.els-cdn.com/S0140673698034060/1-s2.0-S0140673698034060-main.pdf?_tid=6696436a-42b1-11e2-aa5f-00000aab0f27&acdnat=1355134227_279ac924023aa4c98d4b
https://doi.org/10.1016/j.jctube.2020.100158
https://doi.org/10.1016/j.jctube.2020.100158
http://infection.thelancet.com
https://doi.org/10.1007/978-3-030-11775-7_5
https://doi.org/10.1007/978-3-030-11775-7_5
https://doi.org/10.1186/s13690-022-00837-y
https://www.sciencedirect.com/science/article/pii/S0019570722001378


Page 12 of 12Wolde et al. BMC Pulmonary Medicine          (2024) 24:135 

44.	 Byng-maddick R, Noursadeghi M. Does tuberculosis threaten our ageing 
populations? BMC Infect Dis [Internet]. 2016;1–5. https://doi.org/10.1186/
s12879-016-1451-0.

45.	 Diseases I, Article I. Tuberculosis and Aging: A Global Health Problem. 
2001;33.

46.	 Song W, Morice AH, Kim M, Lee S, Jo E, Lee S, et al. Cough Elder Population: 
Relationships Multiple Comorbidity. 2013;8(10):1–9.

47.	 Miller LG, Asch SM, Yu EI, Knowles L, Gelberg L, Davidson P. A population-
based survey of tuberculosis symptoms: how atypical are atypical presenta-
tions? Clin Infect Dis. 2000;30(2):293–9.

48.	 WHO. WHO consolidated guidelines on Tuberculosis Module 2: screening 
systemic screening for tuberculosis disease. World Health Organ. 2020. 1–68 
p.

49.	 Acuña-villaorduña C, Jones-lópez EC, Fregona G, Marques-rodrigues P, 
Gaeddert M, Geadas C et al. Intensity of exposure to pulmonary tuber-
culosis determines risk of tuberculosis infection and disease. https://doi.
org/10.1183/13993003.01578-2017.

50.	 Nicol MP. New specimens and laboratory diagnostics for childhood pulmo-
nary TB: progress and prospects. Paediatr Respir Rev. 2012;12(1):16–21.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in 
published maps and institutional affiliations.

https://doi.org/10.1186/s12879-016-1451-0
https://doi.org/10.1186/s12879-016-1451-0
https://doi.org/10.1183/13993003.01578-2017
https://doi.org/10.1183/13993003.01578-2017

	﻿Comparison of the yield of two tuberculosis screening approaches among household contacts in a community setting of Silti Zone, Central Ethiopia: a prospective cohort study
	﻿Abstract
	﻿Background
	﻿Methods
	﻿Study setting and period
	﻿Sample size estimation
	﻿Sampling procedure
	﻿Study population, the screening algorithms and the screening approaches
	﻿Operational definition of variables
	﻿Laboratory procedures and quality control
	﻿Data collection and quality assurance
	﻿Data analysis

	﻿Results
	﻿Characteristics of the households and the index TB patients
	﻿Characteristics of household contacts
	﻿Comparison of the yield of household contact TB screening
	﻿Sensitivity and specificity of the TB screening algorithm among household contacts with chronic conditions
	﻿Factors associated with TB among household contacts

	﻿Discussion
	﻿Conclusion
	﻿References


