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This check-list is designed to evaluate testing results once highest-priority contacts have been evaluated for evidence of recent TB transmission. Factors indicating recent transmission warrant an expansion of the contact investigation.  
Index Patient: _____________________________________   DOB: ______________                                                     (last name)
(FIRST NAME)

Contact Investigator: _______________________________


(last name)
(first name)

	Factors Indicating Transmission
	YES
	NO
	Details

	1. Rate of Infection in contacts is equal or more than 20% in initial testing.


	
	
	The rate of infection is: _____%

Infection rate formula

   # of new positives             x 100
Total # of contacts newly tested
 (per exposure environment)

	2. Positive test for any child < 5 years of age.


	
	
	Number of children < 5 years of age with a positive test: ____

	3. Test-result conversion of any contact from negative to positive from initial to second round testing.
	
	
	Number of contacts converted from negative to positive: ____

	4. Infection among casual or low-priority contacts.


	
	
	Number of casual or low-priority contacts infected: ____


	5. Evidence of secondary transmission among any contacts.
	
	
	Name of contact who developed TB disease: _______________



Contact Investigator initials are required next to all applicable terms (A, B1 or B2, C): 
A    (_____Program objectives and requirements for contacts have been met.1
B1  (_____Above factors (1-5) indicate no transmission                
                                                           NO EXPANSION
OR

B2  (_____At least one of the above factors (1-5) indicate recent transmission 

        EXPAND INVESTIGATION on ____/____/____                

      Number of contacts evaluated after expansion: _______

C     (_____Contact investigation has been stopped on ____/____/____.
Contact Investigator Signature: _____________________
Date: ____/____/____
Supervisor Approval Signature: _____________________
Date: ____/____/____
Publication # TB-460    Revised 11/2017
Source: Adapted from Austin Public Health.
1 Refer to objectives and requirements as outlined in the Texas Tuberculosis Work Plan located at www.texastb.org. Local and regional objectives and requirements must be as stringent as those outlined in the Texas Tuberculosis Work Plan.


