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Prevalence of Latent Tuberculosis Infection
and Willingness for Preventive Treatment

among Household Contacts: A Prospective
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ABSTRACT

Introduction: Latent Tuberculosis Infection (LTBI) represents
a state in which individuals are infected with Mycobacterium
Tuberculosis (MTB) but do not exhibit active disease symptoms.
Despite the absence of clinical manifestations, LTBI poses a
significant public health challenge, as approximately one-
quarter of the world’s population is estimated to harbour
latent infection. Household Contacts (HHCs) of individuals
with active Tuberculosis (TB) are frequently exposed to MTB,
leading to greater risk of developing LTBI due to shared living
environments. Without treatment, 5-10% of individuals with
LTBI may progress to active TB during their lifetime. Early
identification and management of LTBI are critical to TB control
and elimination efforts, highlighting the importance of effective
screening and preventive therapy strategies.

Aim: To determine the prevalence of active TB and LTBI among
HHCs and to assess their willingness to initiate Tuberculosis
Preventive Treatment (TPT), as well as treatment adherence and
associated barriers.

Materials and Methods: The prospective observational study was
undertaken between April 2023 and January 2025. HHCs of active

Karnataka, India

TB patients were enrolled after informed consent, and a structured
questionnaire was used for data collection. Chest radiography,
sputum microscopy, and Tuberculin Skin Test (TST) were carried
out for screening. Willingness to initiate TPT, reasons for refusal,
and adherence among those treated were documented. Data were
analysed using Statistical Package for Social Sciences (SPSS)
v20.0, and significance was set at a p-value threshold of 0.05.

Results: A total of 264 HHCs were evaluated. Females were 136
in number, constituting 51.5% of the population. The mean age
was 34.55+16.45 years, and the mean Body Mass Index (BMI)
was 22.29+4.16 kg/m2. Active TB was diagnosed in 2 (0.76%)
participants, and LTBI in 43 (16.3%). A total of 213 (81.3%)
HHCs showed willingness to initiate TPT, though completion
was observed in only 77 (37.2%). The primary reason for non-
initiation was misconception about the disease and treatment.

Conclusion: The present study revealed 16.3% LTBI prevalence
within the HHCs population and low completion rates of TPT
despite high initial willingness, indicating gaps in adherence.
Targeted education and strengthened programmatic support
are crucial to enhance LTBlI management and advance TB
elimination efforts.
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INTRODUCTION

Caused by MTB, TB continues to be a leading infectious cause
of illness and mortality globally [1,2]. According to recent data
by the World Health Organisation (WHO) in 2023, 10.8 million
individuals were affected by TB, equating to an new occurrence
of 134 cases per lakh population [3]. India accounted for 26% of
the global TB burden, highlighting its significant role in the global
scale of TB epidemic [4]. While the focus of TB control efforts has
traditionally been on the recognition of active disease and its clinical
management, the reservoir of LTBI poses a substantial challenge to
disease elimination [5].

LTBI refers to a condition where an individual harbours
MTB but does not display symptoms or clinical evidence of
active TB [6]. This condition is identified through a persistent
immunological response to mycobacterial antigens, commonly
evaluated through the Interferon-Gamma Release Assay (IGRA)
or TST, in the absence of bacteriological or imaging evidence
suggestive of TB [5,7,8]. Asymptomatic individuals with LTBI
may still experience reactivation of the infection, leading to
active TB, especially when factors such as immunosuppression,
malnutrition, or co-morbidities like diabetes mellitus are present
[6,9,10]. It is estimated that 5-10% of individuals harbouring
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latent TB infection will experience progression to active disease
during their lifetime [11].

Within high-risk populations, HHCs of individuals with pulmonary
or extrapulmonary TB face a substantial risk of becoming infected,
due to frequent and prolonged exposure within confined living
environments [11,12]. Evidence suggests that implementation of TPT
can lower the risk of progression of LTBI to active disease by nearly
60% [13]. Despite this, treatment initiation and completion rates
remain low, often hindered by factors such as lack of awareness,
misconceptions about LTBI, and healthcare system limitations [14].

The LTBI among HHCs of active TB patients remains a major
challenge to TB elimination efforts, particularly in high-burden
settings like India. While previous studies have explored LTBI
prevalence and associated risk factors, few have comprehensively
examined both clinical and behavioural determinants, especially in
tertiary care contexts [15,16]. Additionally, data on the willingness
to initiate and complete TPT remain limited. The present study
addresses these gaps by evaluating the prevalence of active TB
and LTBI, identifying sociodemographic factors and co-morbidities
associated with LTBI, and assessing the willingness to initiate and
complete TPT, along with the barriers for treatment among HHCs of
active TB cases attending a tertiary care hospital.
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MATERIALS AND METHODS

The present prospective observational study was conducted
between April 2023 and January 2025 in the Department of
Respiratory Medicine at Shri BM Patil Medical College, Hospital
and Research Centre, BLDE (Deemed to be) University, Vijayapura,
Karnataka, India. Prior to enrolment, written informed consent
was obtained from each participant in accordance with ethical
guidelines. Prior to the initiation of the study, the research protocol
was approved by the Institutional Ethics Committee in accordance
with ethical guidelines. (IEC No: BLDE(DU)/IEC/873/2022-2023).

Sample size calculation: The study included two hundred sixty-
four HHCs of active TB patients. The sample size was calculated
based on an anticipated prevalence of LTBI of 22.8% [17], with a
95% confidence level and an absolute precision of 5%.

Inclusion criteria: All HHCs of active TB patients aged above five
years who provided informed consent to participate were included
in the study.

Exclusion criteria: HHCs with active TB who were already
undergoing treatment for TB, pregnant and lactating mothers,
children under the age of five, and individuals who did not consent
to participate were excluded from the study population.

Operational definition [11]: The index case is defined as the first
individual, irrespective of age, diagnosed with either new or recurrent
TB within a given household where potential exposure to others
may have occurred. An individual was considered a HHC if they had
lived with the index case and eaten meals from the same kitchen for
no less than three months before the index case’s TB diagnosis.

Study Procedure

All HHCs of index cases were identified through verbal interviews
conducted with the index case. A structured questionnaire was
used to document demographic characteristics, clinical symptoms
and signs, as well as findings from a basic clinical examination.
Information regarding known co-morbidities, tobacco use, and
alcohol consumption was also recorded.

Following clinical assessment, all HHCs underwent TST. A skin
induration exceeding 10 mm in diameter, evaluated between 48
and 72 hours after administration, was used to define latent TB
infection. Contacts were further evaluated using posterior-anterior
chest radiographs and sputum examination to assess for active TB
disease. Active TB among HHCs was confirmed based on positive
sputum smear microscopy results (microbiologically confirmed
TB). The number of cases diagnosed as either active TB or latent
TB was subsequently analysed to determine their prevalence.
Associations between LTBI status and various demographic factors
and comorbidities were also assessed.

For all participants without active TB who were eligible for TPT,
wilingness to accept treatment was assessed. Among those who
declined TPT, the reasons for unwillingness were recorded. Treatment
adherence was monitored, and completion rates were systematically
documented, in participants who were initiated on TPT [Table/Fig-1].

STATISTICAL ANALYSIS

Data were entered and organised using Microsoft Excel 2019,
and statistical analysis was performed using SPSS Statistics for
Windows, Version 20.0. The demographic and clinical profile of
individuals with LTBI, stratified by TST status were summarised
through descriptive statistical methods. Categorical variables
are presented as absolute numbers and percentages, and were
compared using the Chi-square test. Mean+Standard Deviation
(SD) was used to describe continuous variables. Logistic regression
was applied to examine the relationship between LTBI and potential
predictors. Statistical analyses were two-tailed, with a threshold for
significance set at p<0.05.
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Demographic and clinical evaluation|

* Demographic data

* Contact history

* Personal history (smoking,
aleohol, comorbidities)

|

Screening investigations
¢  Chest X-ray (PA view)
¢ Tuberculin Skin Test (TST)
*  Sputum examination for AFB
(Auramine-Of ZN stain)

| l

Sputum AFB TST positive, Al tests
positive Chest X-ray and negative
AFB negative l
No evidence of TB
Active tuberculosis infection
Initiated on anti-tubercular ¢ TPToffered
treatment *  Willingness and
completion recorded
¢ TPTofferd
*  Willingness and
completion recorded

[Table/Fig-1]: Algorithm for screening and management of Household Contacts

(HHC).

RESULTS

Demographic and health-related characteristics of the study
participants: Female participants accounted for 51.5% (136
in number) of the study group. The average age of HHCs was
34.55+16.45 years, with an average BMI of 22.29+4.16 kg/m2.
Tobacco use was reported by 73 (27.7%) participants, while 39
(14.8%) of them reported alcohol use. A total of 30 participants
(11.4%) had diabetes mellitus (DM), and 27 participants (10.3%)
had Hypertension (HTN) [Table/Fig-2].

Characteristics | n (%)
Age

Mean age+SD (years) | 34.55+16.45
Gender

Female 136 (561.5)
Male 128 (48.5)
BMI category

Underweight 43 (16.3)
Normal 169 (64.0)
Overweight 35 (13.3)
Obesity 17 (6.4)
Tobacco use

Yes 73 (27.7)
No 191 (72.3)
Alcohol use

Yes 39 (14.8)
No 225 (85.2)
Diabetes mellitus

Present 30 (11.4)
Absent 234 (88.6)
Hypertension (HTN)

Present 27 (10.3)
Absent 237 (89.7)

[Table/Fig-2]: Sociodemographic and clinical characteristics of Household Con-

tacts (HHC).
SD: Standard deviation; BMI: Body mass index
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Detection of LTBI and active TB among HHCs: Out of 264
HHCs, 43 individuals (16.3%) tested positive on the TST and
were classified as having LTBI. Furthermore, two individuals
(0.8%) were diagnosed with active pulmonary TB through a
positive sputum Acid-Fast Bacillus (AFB) smear. The remaining
219 (82.95%) had no evidence of TB infection or disease at the
time of evaluation.

Among the various demographic and clinical parameters analysed,
LTBI was significantly more common in female contacts (67.4 vs.
48.4%, p=0.022) and those with diabetes mellitus (20.9 vs. 9.6%,
p=0.032) [Table/Fig-3]. After adjusting for potential confounders,
female gender (adjusted OR: 2.08; 95% Cl: 0.88-4.87; p=0.039) had
an independently elevated risk of LTBI relative to males. Diabetes
mellitus (adjusted OR: 2.10; 95% Cl: 0.65-6.76; p=0.041) also
emerged as a significant predictor of LTBI. However, no significant
associations were observed with other variables including age,
BMI, tobacco or alcohol use, and HTN, in the multivariable logistic
regression model [Table/Fig-4].
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LTBI (N=43) | Normal (N=219)

Characteristics n (%) n (%) p-value
Age
Mean age+SD (Years) 36.70+13.70 34.16+16.98 0.357
Gender
Female 29 (67.4) 106 (48.4)

0.022
Male 14 (32.6) 113 (51.6)
BMI category
Underweight 5(11.6) 37 (16.9)
Normal 31 (72.1) 137 (62.6)

0.655
Overweight 5(11.6) 30 (13.7)
Obesity 2(4.7) 15 (6.8)
Tobacco use
Yes 11 (25.6) 62 (28.3)

0.497
No 32 (74.4) 157 (71.7)
Alcohol use
Yes 7 (16.3) 32 (14.6)

0.558
No 36 (83.7) 187 (85.4)
Diabetes mellitus
Present 9 (20.9) 21 (9.6)

0.032
Absent 34 (79.1) 198 (90.4)
Hypertension
Present 5(11.6) 22 (10.0)

0.755
Absent 38 (88.4) 197 (90.0)
Willingness for TPT
Yes 41 (95.9) 172 (78.5)

0.010
No 2(4.7) 47 (21.5)
TPT initiated
Yes 41 (100.0) 166 (96.5)

0.004
No 0(0.0 6(2.8)
TPT status
Completed 16 (39.0) 61 (36.8)
Discontinued 25 (61.0) 88 (563.0) 0.787
On treatment 0(0.0) 17 (10.2)

[Table/Fig-3]: Comparison of demographics and clinical characteristics between

contacts with and without Latent Tuberculosis Infection (LTBI).
SD: Standard deviation; BMI: Body mass index; TPT: Tuberculosis preventive treatment

Among LTBI-positive contacts, 41 (95.3%) were willing to initiate
TPT, and all initiated treatment. In the LTBI-negative group, 172
(78.5%) were willing, with treatment being initiated in 166 (96.5%)
individuals. However, TPT completion rates remained low, with 61
(39.0%) LTBI- positive and 61 (36.8%) LTBI- negative contacts
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Univariate Analysis Multivariate Analysis

Characteristics OR (95% Cl) p-value aOR (95% ClI) p-value
Age (In years) 1.00 (0.97, 1.03) 0.357 0.99 (0.97,1.02) 0.871
Gender
Female 1.48 (0.20, 3.12) 2.08 (0.88, 4.87)

0.022 0.039
Male 1.00 1.00
BMI category
Normal 1.00 1.00
Underweight 1.44 (0.35, 5.90) 0.482 0.69 (0.16, 2.84) 0.613
Overweight 0.78 (0.12, 5.03) 0.927 1.26 (0.19, 8.09) 0.801
Obesity 1.61 (0.55, 4.66) 0.253 0.61(0.21,1.79) 0.376
Tobacco use
Yes 1.75(0.62, 4.93) 0.56 (0.20, 1.59)

0.497 0.284
No 1.00 1.00
Alcohol use
Yes 0.73 (0.21, 2.54) 1.36 (0.39, 4.71)

0.558 0.628
No 1.00 1.00
Diabetes mellitus
Present 1.47 (0.14, 4.52) 2.10(0.65, 6.76)

0.032 0.041
Absent 1.00 1.00
Hypertension
Present 0.94 (0.29, 3.06) 1.05 (0.32, 3.43)

0.755 0.925
Absent 1.00 1.00

[Table/Fig-4]: Logistic regression analysis of factors associated with LTBI among

Household Contacts (HHC).
BMI: Body mass index; OR: Odds ratio; Cl: Confidence interval; aOR: adjusted odds ratio

completing the treatment [Table/Fig-5].

common in both groups [Table/Fig-3].
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[Table/Fig-5]: Cascade of LTBI screening and treatment among Household

Contacts (HHC).

Among those unwilling to initiate TPT, the main reason was lack of
awareness or misconceptions about the necessity of TPT in healthy
states, observed in 46 (93.9%) HHCs. The fear of side-effects
emerged as a barrier to initiating TPT in two individuals (4.1%) as
they perceived that the risks of TPT may outweigh the benefits. One
individual (2.0%) had previously completed full course of treatment.

DISCUSSION

Out of the 264 HHCs enrolled, 62 (23.5%) patients were within the
age group of 26-35 years, 58(22.0%) and 45(17.0%) patients, in
the age groups of 16-25 years and 36-45 years respectively. The
average age of the study group being 34.55+16.45 years. In the
current study, it was found that the gender inclination was towards
females with 51.5% of HHCs (136 in number) and were independently
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associated with the development of LTBI, which corroborates the
results of the study carried out in Sao Paulo, Brazil by Wysocki AD
et al., which also consisted majorly of female population (50.7%)
[18]. Studies from South Indian states by Munisankar S et al.,
and Krishnamoorthy Y et al., also showed female preponderance
[10,19]. This may be attributed to the fact that female patients had
prolonged domestic exposure and increased transmission risk.
However, this contrasts with findings from a study by Nair D et al.,
where male gender was associated with a higher LTBI risk [20].
No significant association was observed between LTBI and age,
nutritional status, or substance use (p>0.05).

Among the HHCs tested for LTBI, positive reaction was observed
in 43 HHCs. The current study revealed that among HHCs with
pulmonary TB, the prevalence of latent TB was 16.3%. As far as
the latent TB burden is considered, globally, nearly one-fourth of the
world’s population is estimated to have latent TB [21]. In India, the
National TB prevalence Survey 2019-21 documented the prevalence
of TBl as 21.7% in the age group >15 years [22]. Compared to
the 38% pooled LTBI prevalence reported by Chauhan A et al., in
their systematic review and meta-analysis [23]. However, this study
identified a comparatively lower rate. Given that these lower numbers
only reflect statistics from a limited geographic area and do not reflect
the prevalence of a nation, they must be evaluated with caution.

In the present study, active TB was identified in 2 (0.8%) HHCs.
This observed rate falls below the previously reported data from
Chandigarh (3.03%) and Chennai (1.33%) in India, as well as in
Central Ethiopia (1.44%) and Kenya, where a notably high prevalence
of 3.56% was observed [24-27]. However, other studies from South
India and Ghana reported much lower prevalence rates of 0.65%
and 0.4%, respectively [19,28]. The wide variation in prevalence
rates across studies may be attributed to differences in the sample
sizes of contacts screened. Additionally, screening methodologies
varied; for instance, studies conducted in Chennai [25] and Central
Ethiopia [26] employed GeneXpert for diagnosis, while study in
Kenya [27] also utilised sputum cultures for contact screening.

DM emerged as a significant predictor of LTBI in the study population
(adjusted OR=2.10), underscoringits role as animportant co-morbid
condition influencing TB risk. This is biologically plausible, as the
immunosuppressive effects of hyperglycaemia on both innate and
adaptive responses have been implicated in greater susceptibility
to latent infection and its clinical progression. A meta-analysis by
Jeon CY and Murray MB demonstrated that individuals with DM
had a threefold heightened risk of acquiring LTBI and progressing
to active disease [29]. Supporting evidence from Djibougou DA
et al., also showed a significant correlation with a prevalence of
11.88% [30]. In contrast, Krishnamoorthy Y et al., reported no
significant association despite a high diabetes prevalence (63%)
[19]. Nonetheless, the current findings reinforce the need for routine
LTBI screening among individuals with diabetes, particularly in
high TB burden settings, to facilitate early intervention and reduce
progression to active disease.

Encouragingly, 95.3% of LTBI-positive contacts were willing to initiate
TPT, and 100% of them successfully initiated therapy, compared to
96.5% among LTBI-negative but willing contacts. This reflects high
acceptance of TPT when latent infection is confirmed, emphasising
the importance of clear diagnosis and patient education in increasing
adherence. However, treatment completion rates remained
suboptimal (39%). The treatment completion rate observed in the
present study aligns with that reported in a cross-sectional Indian
study by Kumar A et al., (22%) [31]. However, markedly higher
completion rates were reported by Shah D et al., and Mahajan P
et al., highlighting the variability in outcomes likely influenced by
differences in programmatic support, patient education, and follow-
up strategies [32,33].

In the present study, of the eligible HHCs, 49 (18.7%) individuals
were unwilling to initiate TPT. The predominant reason for refusal,
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cited by 93.9% of them, was a lack of awareness regarding TPT and
misconceptions about its necessity in asymptomatic individuals. Fear
of drug-related adverse effects was identified in 2 (4.1%) individuals,
who believed that the risks might outweigh the benefits of preventive
therapy. The findings of the study are comparable to those described
by Sharma N et al., (Delhi) [34], who noted that absence of clinical
symptoms (33.1%), a sense of being in good health (42.9%), and fear
of side-effects (27.5%) were the major deterrents to TPT initiation.
Ren J et al., in a study based in Delhi, likewise found that 57.8%
of participants doubted the efficacy of TPT, while 32.7% expressed
concern about potential side effects [35]. These results underscore
the critical need for targeted education and counselling to improve
awareness and dispel misconceptions surrounding TPT.

Limitation(s)

The study was hospital-based and included contacts of index cases
attending inpatient or outpatient departments, therefore, may not
be representative of the general population. Secondly, the study
evaluated a limited range of variables. Important determinants that
could impact LTBI treatment initiation and completion- such as
socioeconomic conditions and educational attainment- have not
been assessed. A broader analysis of these modifiable determinants
is crucial for designing targeted interventions to enhance treatment
uptake and adherence among high-risk groups. Additionally, more
specific diagnostic methods for LTBI, such as the IGRA and Cy-TB,
was not utilised in this study, which may have affected the accuracy
of prevalence estimates.

CONCLUSION(S)

The present study provides important insights into the prevalence
of LTBI and treatment uptake and completion among HHCs.
Prevalence of LTBI among HHCs in this study was 16.3%. The
observation of an increased LTBI prevalence among female and
diabetics recently exposed to infectious TB in their households
underscores the need for targeted interventions to address the
needs of this group. Additionally, the low rates of LTBI treatment
completion emphasise the urgency of identifying the reasons for
these barriers and developing effective strategies to overcome
them through targeted education, patient counselling, and robust
health system support. These efforts are essential to interrupt
transmission, reduce disease progression, and achieve national TB
elimination goals. Future research should investigate strategies to
address barriers to LTBI treatment initiation and completion.

REFERENCES

[1] Rahlwes KC, Dias BRS, Campos PC, Alvarez-Arguedas S, Shiloh MU.
Pathogenicity and virulence of Mycobacterium tuberculosis. Virulence. 2023
Dec;14(1):2150449.

[2] Bloom BR, Atun R, Cohen T, Dye C, Fraser H, Gomez GB, et al. Tuberculosis.
In: Holmes KK, Bertozzi S, Bloom BR, Jha P, editors. Major infectious diseases.
3rd ed. Washington (DC): The International Bank for Reconstruction and
Development / The World Bank; 2017 Nov 3. Chapter 11.

[3] World Health Organization. Global tuberculosis report 2024. Geneva: World
Health Organization; 2024.

[4] Central TB Division. India TB report 2023: Annual report of the Revised National
Tuberculosis Control Programme. New Delhi: Ministry of Health and Family
Welfare, Government of India; 2023.

[5] Zellweger JP, Sotgiu G, Corradi M, Durando P. The diagnosis of latent tuberculosis
infection (LTBI): Currently available tests, future developments, and perspectives
to eliminate tuberculosis (TB). Med Lav. 2020 Jun 26;111(3):170-83.

[6] Kiazyk S, Ball TB. Latent tuberculosis infection: An overview. Can Commun Dis
Rep. 2017;43(3):62-6.

[7] Goletti D, Delogu G, Matteelli A, Migliori GB. The role of IGRA in the diagnosis
of tuberculosis infection, differentiating from active tuberculosis, and decision
making for initiating treatment or preventive therapy of tuberculosis infection. Int
J Infect Dis. 2022 Nov 1;124:512-9.

[8] Getahun H, Matteelli A, Abubakar |, Aziz MA, Baddeley A, Barreira D, et al.
Management of latent Mycobacterium tuberculosis infection: WHO guidelines for
low tuberculosis burden countries. Eur Respir J. 2015 Nov 30;46(6):1563-76.

[9]1 Liu Q, Yan W, Liu R, Bo E, Liu J, Liu M. The association between diabetes
mellitus and the risk of latent tuberculosis infection: A systematic review and
meta-analysis. Front Med. 2022 Apr 25;9:899821.

Journal of Clinical and Diagnostic Research. 2025 Oct, Vol-19(10): OC01-OC05



www.jcdr.net

[10]

[11]

2]

[13]

[14]

[15]

[16]

[17]

[18]

[19]

[20]

[21]

[22]

[23]

Munisankar S, Rajamanickam A, Balasubramanian S, Muthusamy S, Menon PA,
Ahamed SF, et al. Prevalence of proximate risk factors of active tuberculosis
in latent tuberculosis infection: A cross-sectional study from South India. Front
Public Health. 2022 Oct 6;10:1011388.

Central TB Division, Ministry of Health and Family Welfare, Government of India.
Guidelines for programmatic management of tuberculosis preventive treatment
in India. New Delhi: Ministry of Health and Family Welfare; 2021.

Karbito K, Susanto H, Adi MS, Sulistiyani S, Handayani OW, Sofro MA. Latent
tuberculosis infection in family members in household contact with active
tuberculosis patients in Semarang City, Central Java, Indonesia. J Public Health
Afr. 2022 Jul 27;13(2):2157.

Ghoshal AG, Sarkar S, Halder AK, Dhua A, Das CS, Das P, et al. Tuberculosis
preventive therapy — clinical practice issues. J Assoc Chest Physicians. 2023 Jul
1;11(3):115-283.

Manoharan A, Siti Nur Farhana H, Manimaran K, Khoo EM, Koh WM.
Facilitators and barriers for tuberculosis preventive treatment among patients
with latent tuberculosis infection: A qualitative study. BMC Infect Dis. 2023 Sep
22;23(1):624.

Nababan B, Triasih R, Chan G, Dwihardiani B, Hidayat A, Dewi SC, et al. The yield
of active tuberculosis disease and latent tuberculosis infection in tuberculosis
household contacts investigated using chest X-ray in Yogyakarta Province,
Indonesia. Trop Med Infect Dis. 2024 Jan 31;9(2):34.

Paradkar M, Padmapriyadarsini C, Jain D, Shivakumar SV, Thiruvengadam K,
Gupte AN, et al. Tuberculosis preventive treatment should be considered for all
household contacts of pulmonary tuberculosis patients in India. PLoS One. 2020
Jul 29;15(7):e0236743.

Singh J, Balushi L, Mahrazi N, Peterson E, Koole O, Al Ajmi F, et al. Prevalence of
latent tuberculosis (LTB) among household contacts of newly diagnosed Omani
pulmonary tuberculosis patients. J Tuberc Res. 2020 Jan 2;8(1):11-21.
Wysocki AD, Villa TC, Arakawa T, Brunello ME, Vendramini SH, Monroe AA, et al.
Latent tuberculosis infection diagnostic and treatment cascade among contacts
in primary health care in a city of Sao Paulo State, Brazil: Cross-sectional study.
PL0oS One. 2016 Jun 10;11(6):e0155348.

Krishnamoorthy Y, Ezhumalai K, Murali S, Rajaa S, Jose M, Sathishkumar A,
et al. Prevalence and risk factors associated with latent tuberculosis infection
among household contacts of smear-positive pulmonary tuberculosis patients in
South India. Trop Med Int Health. 2021 Dec;26(12):1645-51.

Nair D, Rajshekhar N, Klinton JS, Watson B, Velayutham B, Tripathy JP, et al.
Household contact screening and vyield of tuberculosis cases—a clinic-based
study in Chennai, South India. PLoS One. 2016 Sep 1;11(9):e0162090.

Cohen A, Mathiasen VD, Schoén T, Wejse C. The global prevalence of latent
tuberculosis: A systematic review and meta-analysis. Eur Respir J. 2019 Sep
12;54(3):1900655.

National TB Prevalence Survey. Prevalence Survey. Available from: https://
tbcindia.gov.in/showfile.php?lid=3659.

Chauhan A, Parmar M, Dash GC, Solanki H, Chauhan S, Sharma J, et al. The
prevalence of tuberculosis infection in India: A systematic review and meta-
analysis. Indian J Med Res. 2023 Feb 1;157(2&3):135-51.

[24]

[28]

[26]

[27]

[28]

[29]

[30]

[31]

[32]

[33]

[34]

[35]

Sagarika N Suresh et al., LTBI and TPT in Household TB Contacts

Sangma VS, Jaggi S, Saini V, Aggarwal D, Kumar P, Chander J. Prevalence of
latent tuberculosis infection in household contacts of pulmonary tuberculosis:
Time to treat. Monaldi Arch Chest Dis. 2024;94:2563.

Ananthakrishnan R, Thiagesan R, Auguesteen S, Karunakaran N, Jayabal
L, Stevens R, et al. The impact of chest radiography and Xpert MTB/RIF
testing among household contacts in Chennai, India. PLoS One. 2020 Nov
4;15(11):e0241208.

Seid G, Alemu A, Diriba G, Hailu M, Wondimu A, Tadesse M, et al. Active
tuberculosis in household contacts of bacteriologically confirmed pulmonary
tuberculosis patients: A multicenter study finding the ‘missed one’ in Central
Ethiopia. PLoS One. 2025 Feb 18;20(2):e0316903.

Warria K, Nyamthimba P, Chweya A, Agaya J, Achola M, Reichler M, et al.
Tuberculosis disease and infection among household contacts of bacteriologically
confirmed and non-confirmed tuberculosis patients. Trop Med Int Health. 2020
Jun;25(6):695-701.

Ohene SA, Bonsu F, Hanson-Nortey NN, Sackey A, Danso S, Afutu F, et al. Yield
of tuberculosis among household contacts of tuberculosis patients in Accra,
Ghana. Infect Dis Poverty. 2018 Dec;7:1-8.

Jeon CY, Murray MB. Diabetes mellitus increases the risk of active tuberculosis: A
systematic review of 13 observational studies. PLoS Med. 2008 Jul;5(7):e152.
Djibougou DA, Mensah GlI, Sagna T, Sawadogo LT, Ouedraogo AK, Kabore A,
et al. Magnitude and associated factors of latent tuberculosis infection due to
Mycobacterium tuberculosis complex among high-risk groups in urban Bobo-
Dioulasso, Burkina Faso. IJID Reg. 2022 Sep 1;4:1-9.

Kumar A, Singh AR, Anand P, Pandey D, Gupta S, K L, et al. A situational analysis
and an untapped opportunity for tackling challenges associated with coverage of
tuberculosis preventive treatment: A multi-centric study in India. Indian J Pediatr.
2025 Feb 3:1-0.

Shah D, Bhide S, Deshmukh R, Smith JP, Kaiplyawar S, Puri V, et al. Test and
treat approach for tuberculosis infection amongst household contacts of drug-
susceptible pulmonary tuberculosis, Mumbai, India. Front Tuberc. 2024 Sep
18;2:1454277.

Mahajan P, Soundappan K, Singla N, Mehta K, Nuken A, Thekkur P, et al.
Test and treat model for tuberculosis preventive treatment among household
contacts of pulmonary tuberculosis patients in selected districts of Maharashtra:
A mixed-methods study on care cascade, timeliness, and early implementation
challenges. Trop Med Infect Dis. 2023 Dec 23;9(1):7.

Sharma N, Basu S, Khanna A, Sharma P, Chandra S. The intention to receive
tuberculosis preventive therapy in adult household contacts of pulmonary TB
patients in Delhi, India. J Infect Dev Ctries. 2022 Feb 28;16(02):298-304.

Ren J, Huang F, Chen H, Zhang H, Sun J, Zhao A, et al. Barriers to the
acceptance of tuberculosis preventive treatment: A multicenter cross-sectional
study in China. Biomed Environ Sci. 2024 Nov 20;37(11):1303-9.

PARTICULARS OF CONTRIBUTORS:
Junior Resident, Department of Respiratory Medicine, Shri B. M. Patil Medical College Hospital and Research Centre, BLDE (Deemed to be University), Vijayapura,

Karnataka, India.

Professor and Head, Department of Respiratory Medicine, Shri B. M. Patil Medical College Hospital and Research Centre, BLDE (Deemed to be University),

Vijayapura, Karnataka, India.

Junior Resident, Department of Respiratory Medicine, Shri B. M. Patil Medical College Hospital and Research Centre, BLDE (Deemed to be University), Vijayapura,

Karnataka, India.

NAME, ADDRESS, E-MAIL ID OF THE CORRESPONDING AUTHOR:
Sagarika N Suresh,

Junior Resident, Department of Respiratory Medicine, Shri B. M. Patil Medical
College Hospital and Research Centre, BLDE (Deemed to be University), Solapur
Road, Vijayapura, Karnataka, India.

E-mail: sagarikansuresh@gmail.com

AUTHOR DECLARATION:

Financial or Other Competing Interests: None
Was Ethics Committee Approval obtained for this study? Yes
Was informed consent obtained from the subjects involved in the study? Yes

For any images presented appropriate consent has been obtained from the subjects.

Journal of Clinical and Diagnostic Research. 2025 Oct, Vol-19(10): OC01-OC05

PLAGIARISM CHECKING METHODS: WanHetal]

ETYMOLOGY: Author Origin

® Plagiarism X-checker: Jun 29, 2025

* Manual Googling: Jul 17, 2025

EMENDATIONS: 6

e Thenticate Software: Jul 19, 2025 (6%)

NA

Date of Submission: Jun 02, 2025
Date of Peer Review: Jul 01, 2025
Date of Acceptance: Jul 21, 2025

Date of Publishing: Oct 01, 2025


http://europeanscienceediting.org.uk/wp-content/uploads/2016/11/ESENov16_origart.pdf

