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8. Initiate TB skin testing and any indicated medical evaluations of the inner circle of close contacts and high-risk contacts in all environments.  


a. Test children and those who are HIV positive as the highest priority.

The goals of the Strategic Plan for the elimination of TB in Wisconsin call for the skin testing and medical evaluation of contacts who are children (4 years of age and younger) or are immunosuppressed to be completed no later than 10 days after they have been identified as contacts.  Clinical judgement prevails if greater urgency is indicated.

b. Follow health department policies, procedures and practices for the proper application and reading of skin tests and the education of the person being tested.


c. Follow health department policies, procedures and practices for protecting privacy and confidentiality.


d. Refer contacts who reside or move out of the jurisdiction of the health department to the appropriate health department directly on your own or obtain the assistance of the state TB Program if needed.


Conducting Comprehensive Contact and Source Case Investigations
9. Apply the following additional criteria for skin testing in a contact or source case investigation:


a. Contacts with a positive skin test who are discovered to have active disease are started on active disease treatment and a new contact investigation is begun for those individuals.


b. Contacts with a positive skin test for whom active disease is ruled out should be medically evaluated and treatment for LTBI should be implemented and completed unless contraindicated.


c. Contacts with a history of previous treatment who are age four and under, immunocompromised or HIV positive should receive a chest x-ray and a medical evaluation, but not a TST, to evaluate them for potential re-infection and re-treatment.


d. Contacts with a documented prior positive TST should have a chest x-ray and medical evaluation but do not need a TST.


e. Contacts with history of BCG should be tested and read without regard to the BCG history.


10. Refer all contacts promptly for a chest x-ray and medical evaluation regardless of their skin test results if any of the following are present:


· Signs or symptoms of TB

· Evidence of clinical disease
· HIV infected or other immunosuppressed conditions

· Children four years of age or younger
· Any high-risk candidates who should receive window period prophylaxis until the 90 day post exposure evaluation


11. Interview each contact for medical history and the contact’s description of their tuberculosis exposure while maintaining confidentiality of the index case and by not confirming index case identity or revealing any medical information of any other person.


12. Collect or arrange for sputum specimen collection from contacts with pulmonary symptoms using infection control principles, health department infection control policies, procedures and practices and the appropriate personal protective equipment.  [Refer to health department policies, procedures or practices for sputum specimen collection.]

13. Educate each contact regarding the:


a. Facts of the exposure to a person with infectious tuberculosis while maintaining the privacy and confidentiality of the index case and any other contacts,
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b. Difference between infection and disease; providing answers to their questions and concerns and provide appropriate written educational material.


c. Importance of returning for skin test reading within 48-72 hours, and


d. Signs and symptoms of active disease that they should watch for and report.

Whenever a source case or any other new case of active disease is identified during an investigation, that person becomes a new index case and a new contact investigation is done for that case.

I.  Initial Testing and Evaluation of Contacts
1. Obtain chest x-rays and a medical evaluation for all persons with newly identified positive (( 5 mm) and previously documented positive skin test results.  


2. Obtain chest x-rays of the close or high-risk contacts with initial negative skin test results (less than 5 mm) if:

a. The contact exhibits any signs and symptoms of disease or if there is other evidence of clinical disease,


b. The contact is a child four years or younger, or is immunosuppressed (e.g., infected with HIV),


c. Any factors suggest a high probability of infection,

d. Other contacts with a similar degree of exposure demonstrate a high prevalence of infection,

e. The contact is going to be started on window prophylaxis because the physician has decided it is indicated (e.g., an adolescent whose physician has made this determination),

3. Obtain a chest x-ray and medical evaluation for a contact with a documented history of a prior positive TST.  Consider this person a candidate for treatment for LTBI unless there is confirmation that adequate therapy was completed.  This is a medical determination; potential re-infection must be considered.
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4. Obtain a chest x-ray and medical evaluation for a contact with a history of previous treatment who is HIV +, age four or under or immunosuppessed.  Arrange for this medical determination promptly as the potential for re-infection is greater in a previously treated person who is HIV +, young or immunosuppressed than in the person with a healthy immune system who has been previously treated.


5. Obtain medical evaluations and orders for treatment according to the following skin test result criteria:


a. Contacts with positive skin tests (>5mm) during the first round of tests.

b. Children four years of age and under – initiate and complete window period prophylaxis and re-evaluate TB skin test results 90 days post exposure.

c. Children five years and older are placed on window period prophylaxis at the physician’s discretion.  


Treatment of children and adolescents is highly specialized and should be accompanied by consultation with a physician experienced in this area.  The reference book Red Book 2000 by the American Academy of Pediatrics serves as a guideline – see reference list.

d. HIV positive individuals are placed on window period prophylaxis.


e. Persons with unknown HIV status who are at risk for HIV infection are referred for HIV testing and counseling.


J.
Decision-making regarding contacts
1. Consult the Wisconsin Tuberculosis Program if assistance is needed for epidemiologic analysis or discussion about the estimated infection rate in the community of the investigation.


2. Calculate the rate of positive skin tests among the inner circle of Close and High-Risk Contacts according to the following formula:
[See instructions for the Concentric Circle Analysis worksheet.]

a. Divide the number of contacts with newly positive skin tests by the

b. Number of contacts tested in each environment (exclude non-contacts) and

c. Multiply this number by 100 to obtain a rate in percent.


3. Compare the rate of contacts with newly identified positive skin tests to the estimated rate expected in the community of the investigation.
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4. If the percentage of newly positive skin test reactions in the inner circle of contacts is greater than expected in the community of the investigation, expand to the next circle of contacts.  


5. Consult the TB Program on the extent of infection/disease found after completing the initial skin testing on close contacts and high-risk contacts regarding the decision on proceeding to the next level of contacts.  Do not dilute the denominator of your calculation by including persons tested who met the definition of non-contacts.


6. Continue with the concentric circle process, expanding to the next circle of contacts in household, work, or leisure settings and analyze results on an ongoing basis.


7. Expand to the next circle of contacts when the rate of infection exceeds the rate expected for that community of persons.


8. Stop the investigation when a circle of contacts is found to have no more infection than is expected for the community of the investigation.  The WI TB Program can assist you in comparing this data.


K.
90 Day Post Exposure Testing

1. Calculate the 90 day post exposure date for each contact based upon your analysis of the infectious period of the index case and the exposure dates of the contact. [See Sections D., E. and F. of procedure if review needed.]

2. Retest all contacts who were initially skin test negative at 90 days post exposure unless the following criteria are met:

· At the time of the initial test, 90 days had already passed from the time the contact had their last exposure to the index case while that person was infectious.


· Adapt the following table for use in your health department to assist with decision-making if it would be helpful, or develop your own tool:


Conducting Comprehensive Contact and Source Case Investigations
90 day post exposure testing for contacts who were negative at initial test:

If last contact with case was 90 days before the initial skin test
(Consider that the “initial” test is also the 90 day post exposure test

If last contact with case was less than 90 days before the initial skin test
(Retest 90 days after date of last date of contact with the case

If the contact continued to share air with the case while the case was still infectious
(Retest 90 days after last date the contact shared air with the case while the case was considered infectious.

[Determine infectious period of the case accurately before setting this date.]

Note: A person who shared air outside the infectious period would not meet the definition of a contact and ordinarily would not receive an initial test or a 90 day test.)

[*Adapted by the WI TB Program from materials developed by the California Department of Health Services and the California Tuberculosis Controllers Association]

L.
Documentation and Submission to the WI TB Program

1. Document findings of the investigation in concise format so that all examinations completed may be analyzed efficiently.  [See sample forms or use your own.]

2. Record and retain all original investigation data in the clinical record of the TB index case for analysis, epidemiological, surveillance and reporting purposes.


3. Submit a copy of the contact information data to the WI TB program after the initial testing and clinical evaluation of all close and high-risk contacts.  This is due 30 days after the case has been identified.


4. Submit a copy of the updated 90-day post exposure investigation information four months after the case has been identified.


M. Health Department Responsibilities for Investigations done by other providers


1. Monitor and document contact and source case investigations done by or involving other providers to ensure that complete and accurate data are obtained and reported and that all rules, regulations and guidelines are followed.  

2. Document an investigation completed by another health department or other provider in the case record of your health department if you are the reporting health department.
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3. Provide consultation and technical assistance to other providers to ensure that all investigations in your jurisdiction meet all laws, codes and the best practice standards of public health for appropriate contact identification and management.


4. Verify that the entire PPD skin testing and reading procedure is correct, educate staff as indicated and assist with the skin testing and reading as necessary to provide for quality outcomes.


5. Assist in the accurate identification and analysis of contacts as necessary. (e.g., The facility’s policy may be to test the entire facility population, however, findings documented in the index case’s clinical record for health department surveillance purposes need only contain findings for the persons who meet the definitions of contacts identified by the concentric circle investigation.)


6. Continue with the investigation as indicated by the analysis of the inner circle of contacts.  If the inner circle contacts (e.g., roommates, high-risk contacts, etc.) are found to have no more infection than is expected for the community being 

investigated, the public health department involvement is complete.


7. Provide examples of documentation forms and additional education as needed to all providers within your jurisdiction who need to know how to implement or participate in contact and source case investigations.


8. Document in your own records or obtain and retain copies of investigation documentation necessary to document public health oversight and assistance and to ensure the protection of the health of the public.


9. Analyze positive skin test reactions from nursing homes and long-term care facilities to ensure that boosted reactions are not classified as conversions or are unrelated to the index case and provide education as indicated.


10. Ensure that medical evaluation and treatment is initiated according to CDC recommendations.


Ensure 90 day post exposure skin testing.  Reevaluate the need to do further testing based on infection rate.
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12. Ensure that investigations done in other health departments or by other providers meet the following criteria:


a. Compilation and retention of all contact information for all contacts of the index case in the public health record 


b. Submission of a copy of the contact investigation information to the WI TB Program according to the following parameters:


· First round investigation data 30 days after case or suspect identification

· Second round investigation data four months after case or suspect identification
[Sample forms are included or you may submit your own forms with the identical information or submit electronically when available.]

c. Establishment and maintenance of lines of communication with persons in other agencies or providers who are responsible for the contact investigation and provision of technical assistance as needed. 


d. Assistance of the Wisconsin TB Program is obtained, if needed, when the health department is out of state.  


e. Transference of medical record information with confidentiality protections as necessary to support the investigation and protect the health of the public.


f. Analysis and documentation of findings in the index case’s clinical record.


g. Appropriate consultation with, and reporting to, the Wisconsin Tuberculosis Program regarding index case, contacts and the investigation.

N. Preliminary Quality Analysis, Health Department and other Providers

1. Analyze the contact or source case investigation data and the concentric circle data, summarize and document

2. Determine that the testing and analysis is sufficiently complete and accurate to serve as a basis for decision-making and follow up.  Analysis should include summary of:
a. Index case


b. Investigation of environments (home, work, leisure)
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c. Collective results of contact’s exams


d. Identification and, when indicated, evaluation of the source case.


e. Identification, number, and percentage of:

· Newly positive skin test reactors
· Contacts with abnormal chest x-rays, suspects, or new cases

· Patients placed on window period prophylaxis

· Patients placed on treatment for LTBI


3. Determine if the contact or source case investigation appears complete for index case and all contacts


4. Correct any oversights and follow-up with any missing contacts or incomplete data  and evaluate for the basic components, especially:


a. Index case was interviewed at home more than once and a number of contacts were identified and tested, no contacts were missed.

b. Infectiousness and likely period of infection of index case were accurately determined.

c. Appropriate chest x-rays, medical evaluations and sputum collections were completed

d. Contacts needing evaluation had complete evaluations


e. Contacts were appropriately placed on window prophylaxis, treatment for LTBI or treatment for active disease.

5. Identify and correct any weaknesses in the investigation or issues that need urgent follow up.


6. Develop and implement plans for education and improvement based upon over all analysis, following health department policies, procedures and practices for quality assurance.


O. 90 Day Post exposure analysis

1. Review Section K. regarding accurate setting of time frames for post exposure skin testing while gathering investigation data.


2. Analyze the 90 day post exposure skin test results on all close contacts and high-risk contacts to the index case who had a non-significant TST for first round testing.  
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3. Determine now if there is a need to expand the investigation to another level of contacts that was not indicated from the analysis of first round testing.


4. Expand into the next circle of contacts if the incidence of newly positive skin tests exceeds the incidence in the community of the investigation.


5. End the investigation if the rate of newly positive skin tests at the 90 day post-exposure evaluation still does not exceed the incidence in the community of the investigation.


6. Submit a copy of the updated contact investigation information for the 90 day post exposure skin testing to the Wisconsin TB Program 4 months after the case was identified.  [Use model forms or submit your own forms with identical information.]
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It is not entirely clear that once the body has recognized the TB organism that in every instance the immune system will mount a sufficient response to once again fight the TB.  Immunity is possible, but it is not guaranteed.  Persons who have previously been treated for TB infection or disease should be considered as having some potential for re-infection and be evaluated accordingly.  Evidence of immune suppression may indicate a need for treatment.





A community within a community (such as a jail in a city, or a factory that employees a majority of persons who are born outside the United States) should be evaluated based upon data and judgements about both environments.





The local health department is ultimately responsible for ensuring accurate contact identification and management for all tuberculosis within their jurisdiction regardless of who does a particular  investigation - physician’s office, clinic, tribal health care, hospital, employee health department, nursing home, etc.
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