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Abstract

Background: Tuberculosis (TB) transmission often occurs within a household or community, leading to heterogeneous
spatial patterns. However, apparent spatial clustering of TB could reflect ongoing transmission or co-location of risk factors
and can vary considerably depending on the type of data available, the analysis methods employed and the dynamics of
the underlying population. Thus, we aimed to review methodological approaches used in the spatial analysis
of TB burden.

Methods: We conducted a systematic literature search of spatial studies of TB published in English using Medline,
Embase, PsycInfo, Scopus and Web of Science databases with no date restriction from inception to 15 February 2017.
The protocol for this systematic review was prospectively registered with PROSPERO (CRD42016036655).

Results: We identified 168 eligible studies with spatial methods used to describe the spatial distribution (n = 154),
spatial clusters (n = 73), predictors of spatial patterns (n = 64), the role of congregate settings (n = 3) and the household
(n = 2) on TB transmission. Molecular techniques combined with geospatial methods were used by 25 studies to
compare the role of transmission to reactivation as a driver of TB spatial distribution, finding that geospatial hotspots
are not necessarily areas of recent transmission. Almost all studies used notification data for spatial analysis (161 of 168),
although none accounted for undetected cases. The most common data visualisation technique was notification rate
mapping, and the use of smoothing techniques was uncommon. Spatial clusters were identified using a range of
methods, with the most commonly employed being Kulldorff’s spatial scan statistic followed by local Moran’s I and
Getis and Ord’s local Gi(d) tests. In the 11 papers that compared two such methods using a single dataset,
the clustering patterns identified were often inconsistent. Classical regression models that did not account for
spatial dependence were commonly used to predict spatial TB risk. In all included studies, TB showed a heterogeneous
spatial pattern at each geographic resolution level examined.

Conclusions: A range of spatial analysis methodologies has been employed in divergent contexts, with all
studies demonstrating significant heterogeneity in spatial TB distribution. Future studies are needed to define
the optimal method for each context and should account for unreported cases when using notification data
where possible. Future studies combining genotypic and geospatial techniques with epidemiologically linked
cases have the potential to provide further insights and improve TB control.
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Background
Mycobacterium tuberculosis (Mtb) transmission often
occurs within a household or small community because
prolonged duration of contact is typically required for
infection to occur, creating the potential for localised
clusters to develop [1]. However, geospatial TB clusters
are not always due to ongoing person-to-person trans-
mission but may also result from reactivation of latent
infection in a group of people with shared risk factors
[1, 2]. Spatial analysis and identification of areas with
high TB rates (clusters), followed by characterisation of
the drivers of the dynamics in these clusters, have been
promoted for targeted TB control and intensified use of
existing TB control tools [3, 4].
TB differs from other infectious diseases in several

ways that are likely to influence apparent spatial cluster-
ing. For example, its long latency and prolonged infec-
tious period allow for significant population mobility
between serial cases [5]. Thus, Mtb infection acquired in
a given location may progress to TB disease in an en-
tirely different region, such that clustering of cases may
not necessarily indicate intense transmission but could
rather reflect aggregation of population groups at higher
risk of disease, such as migrants [6]. Similarly, Mtb in-
fection acquired from workplaces and other congregate
settings can be wrongly attributed to residential expos-
ure, as only an individual’s residence information is typ-
ically recorded on TB surveillance documents in many
settings [7, 8].
Identifying heterogeneity in the spatial distribution of

TB cases and characterising its drivers can help to in-
form targeted public health responses, making it an at-
tractive approach [9]. However, there are practical
challenges in appropriate interpretation of spatial clus-
ters of TB. Of particular importance is that the observed
spatial pattern of TB may be affected by factors other
than genuine TB transmission or reactivation, including
the type and resolution of data and the spatial analysis
methods used [10]. For instance, use of incidence data
versus notification data could give considerably different
spatial pattern [11], as the latter misses a large number
of TB cases and could be skewed towards areas with bet-
ter access to health care in high-burden settings [12, 13].
Thus, spatial analysis using notification data alone in
such settings could result in misleading conclusions.
Similarly, the type of model used and the spatial unit of

data analysis are important determinants of the patterns
identified and their associations [14–16]. That is, different
spatial resolutions could lead to markedly different results
for the same dataset regardless of the true extent of spatial
correlation [15, 17, 18] and the effect observed at a re-
gional level may not hold at the individual level (an effect
known as the ecological fallacy) [19]. Therefore, we aimed
to review methodological approaches used in the spatial

analysis of TB burden. We also considered how common
issues in data interpretation were managed, including
sparse data, false-positive identification of clustering and
undetected cases.

Methods
Data source and search strategy
Our search strategy aimed to identify peer-reviewed
studies of the distribution and determinants of TB that
employed spatial analysis methods. In this review, stud-
ies were considered spatial if they incorporated any
spatial approaches (e.g. geocoding, spatial analysis units,
cluster detection methods, spatial risk modelling) into
the design and analysis of the distribution, determinants
and outcomes of TB [20]. We searched Medline,
Embase, Web of Science, Scopus and PsycInfo databases
from their inception to 15 February 2017 using a com-
bination of keywords and medical subject headings
(MeSH) pertaining to our two central concepts: tubercu-
losis and space. We refined search terms related to the
latter concept after reviewing key studies, including a
previous systematic review not limited to TB [21]. The
full search strategy was adapted to the syntax of the in-
dividual database from the following conceptual struc-
ture: (tuberculosis OR multidrug-resistant tuberculosis)
AND (spatial analysis OR geographic mapping OR
spatial regression OR spatiotemporal analysis OR spatial
autocorrelation analysis OR geography OR geographic
distribution OR geographic information system OR geo-
graphically weighted regression OR space-time cluster-
ing OR ‘spati*’ OR ‘hotspots’ OR cluster analysis) and is
provided in the Appendix. Studies targeted to special
populations (e.g. homeless, migrants, HIV-infected per-
sons) and that considered the entire population of a re-
gion were permitted. Additional papers were also
identified through hand searching the bibliographies of
retrieved articles and from suggestions from experts in
the field.

Eligibility, and inclusion and exclusion criteria
We included peer-reviewed papers that incorporated the
spatial analysis approaches described above in the study
of TB. After exclusion of duplicates, titles and abstracts
were screened by two researchers (DS and MK) to iden-
tify potentially eligible studies. Of these papers, articles
were excluded hierarchically on the basis of article type,
whether the method used could be considered spatial or
not and the outcomes assessed. No exclusions were
made on the basis of the outcome reported, with studies
that considered incidence, prevalence or any TB-related
health outcome included. Studies were excluded if the
language of the publication was not English, the report
was a letter, conference abstract or a review or only re-
ported the temporal (trend) of TB. Spatial studies of
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non-tuberculous mycobacteria, non-human diseases and
population immunological profiles were also excluded.
Full-text articles were excluded if they did not provide
sufficient information on the spatial analysis techniques
employed. There were no exclusions based on study set-
ting or anatomical site of disease.

Data extraction and synthesis
Three independent reviewers (DS, MK, KAA) performed
data extraction using pretested data extraction forms
and stored these in a Microsoft Excel 2016 spreadsheet
(Microsoft Corporation, Redmond, Washington, USA).
Disagreements were resolved by consensus. The follow-
ing information was extracted from each paper: country,
publication year, study aim, data type (notifications or
survey), type of TB disease (smear-positive pulmonary,
smear-negative pulmonary and extrapulmonary), geo-
graphic level, spatial methods (map types, cluster detec-
tion methods, statistical regression methods, spatial lag,
spatial error, spatial smoothing techniques), time scale
and outcomes reported (whether quantification of TB
cases or TB-related health outcomes, such as mortality,
default from care, disability-adjusted life years (DALYs)
and key conclusions). In studies which combined geo-
spatial methods with genotypic clustering methods, we
also extracted the genotypic cluster identification
methods. Spatial analysis techniques were categorised as
either visualisation (mapping), exploration (using statis-
tical tests to identify spatial clusters) or statistical model-
ling [19, 22]. Counts and proportions were primarily
used to summarise study findings. The protocol for this
systematic review was prospectively registered with
PROSPERO (CRD42016036655). Although we adhered
to our original published protocol, here we additionally
describe the importance of genotypic methods and the
application of spatial methods in informing public health
interventions in response to requests during peer review.

Results
Study characteristics
A total of 2350 records were identified from the elec-
tronic searches, of which 252 full-text articles were
assessed. Of these, 168 articles met all inclusion criteria
and were included in the final narrative synthesis (Fig. 1).
Using a cutoff of 100 TB cases per 100,000 population
in reported incidence in 2016, 111 (66%) of the studies
were from low-incidence settings.
All references returned by the search strategy were

from the period 1982 to 2017, with 71% published from
2010 onwards (Additional file 1: Figure S1). Earlier
studies (predominantly in the 1980s and 1990s) tended
to be descriptive visualisations, while studies in the last
two decades frequently incorporated cluster detection
and risk prediction. More recently, a range of statistical

techniques including Bayesian statistical approaches
and geographically weighted regression have become
increasingly popular.

Key objectives of included studies
Spatial analysis was applied to address a range of objec-
tives (Table 1), with the commonest ones including de-
scription of the distribution (n = 135), statistical analysis of
spatial clustering (n = 73) and analysis of risk factors and
risk prediction (n = 64). Spatial methods were also used to
determine the relative importance of transmission by
comparison to reactivation as a driver of TB incidence (n
= 25), the effect of TB interventions (n = 2), barriers to TB
service uptake (n = 2), spatial distribution of TB-related
health outcomes (mortality, default, hospitalisation) (n =
5), spatial pattern of TB incidence among people living
with HIV (PLHIV) (n = 4), HIV-related TB mortality (n =
4), multidrug-resistant TB (MDR-TB) drivers (n = 1), TB
outbreak detection (n = 3) and drivers of spatial clustering
(including the role of congregate settings, such as social
drinking venues and schools) (n = 30).

Types of TB disease analysed
Spatial analysis was most commonly conducted on data
for all types of TB (i.e. without distinction between pul-
monary or extrapulmonary; n = 121), followed by pul-
monary TB only (n = 28) and smear-positive pulmonary
TB only (n = 13). Spatial analysis of multidrug-resistant
TB (MDR-TB) and extensively drug-resistant TB
(XDR-TB) was reported in 15 studies and one study
respectively.

Data used and scale of analysis
Nearly all studies used retrospective TB program data
(notifications), with the exception of five studies that
used prevalence surveys and two prospectively collected
data. None of the studies using notification data
accounted for undetected/unreported cases. In all in-
cluded studies, spatial analysis of TB was based on the
individual’s residence, except for three studies that ex-
plored the effect of exposure from social gathering sites.
Spatial analysis was generally done using data aggre-

gated over administrative spatial units (n = 131), but the
scale of aggregation differed markedly. Common spatial
scales included census tract (n = 20), district (n = 15),
postal code (n = 15), county (n = 15), neighbourhood (n
= 10), health area (n = 7), municipality (n = 11), state (n
= 7), province (n = 6), local government area (LGA) (n =
4) and ward (n = 4). Data were analysed at the individual
level in 37 studies, while three studies were reported at a
continent and country scale.
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Fig. 1 Study inclusion flow chart

Table 1 Application areas of spatial methods in TB studies

Spatial method application areas Methods used References

Spatial TB distribution or spatial
clustering

Dot maps, rate maps, thematic maps,
Moran’s I, GetisOrd statistic, NNI Besag
and Newel statistic, k-functions, spatial
scan statistic

[1, 2, 7, 8, 12, 16, 23–41, 44–49, 51–54, 57–72, 75, 93–95, 99, 100,
102–176]

Risk factors Bayesian CAR models, regression models
(with or without including spatial terms),
GWR, PCA, mixture models, spatial lag
models

[8, 12, 33, 36, 38, 40, 42–44, 46–52,
58, 59, 62, 70, 71, 93, 94, 99–102, 104,
111, 112, 116, 117, 120, 123, 125, 127–129,
131, 136, 137, 141–143, 145, 148, 149, 156, 161, 164, 176–189]

Monitoring spatiotemporal TB trends Temporal trend maps [27, 36–39]

Intervention evaluation Distance map, kernel density map [73, 74]

Barriers to TB care Rate map, dot map, travel time map,
distance map

[12, 187]

TB program performance Map (time to detection) [184]

HIV-related TB incidence Rate map, dot map, spatial scan statistic [40, 166, 186, 190]

TB treatment outcomes Spatial empirical Bayes smoothing,
kernel density maps, spatial scan statistic,
spatial regression

[152, 155, 179, 183, 191]

Mortality related to TB/HIV
coinfection

Rate map, thematic maps, Moran’s I and
spatial regression

[42, 43, 174, 192]

Transmission Dot maps (congregate settings) [54, 55, 193]

Dot maps (cases) [7, 8]

Geospatial and genotypic clustering
methods

[1, 2, 25, 28, 47, 57, 59–72, 93–95, 169, 194]

Methodological Spatial scan statistic [25]

TB outbreak detection Spatial scan statistic [1, 25, 28]

Prevalence estimation Model-based geostatistics [80]

Drivers of MDR-TB k-function [35]

NNI nearest neighbourhood index, CAR models conditional autoregressive models, GWR geographically weighted regression, PCA principal component analysis, HIV
human immunodeficiency virus, MDR-TB multidrug-resistant TB
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Methods in the spatial analysis of TB
Table 2 shows the range of spatial methods used. Spatial
analysis was used to visualise patterns (n = 154), explore
spatial clusters (n = 73) and identify risk factors for clus-
tering (n = 64), with risk prediction undertaken by 11
studies. Of the included studies, six did not explicitly re-
port any of these methods but reported statistical results
that implied the use of these methods.

Data visualisation
Data visualisation was the most consistently applied
technique, with 154 of the studies using at least one data
visualisation method to present TB distribution and/or
risk factor patterns across space (Table 1). The TB inci-
dence rate was the commonest indicator mapped (n =
63), followed by event maps (n = 37), which were
smoothed using kernel density in seven studies. Data
visualisation was based on standardised morbidity ratios

(SMR) in 12 studies. Five studies reported maps of
trends in TB incidence over time, and thematic maps
were used in nine to consider the impact of risk factors
on TB incidence by displaying the spatial distribution of
other variables. Variables plotted included climate (n =
1), socioeconomic factors (n = 5), diabetes (n = 1) and
obesity (n = 1).

Approaches used to account for data sparseness
TB is a relatively rare disease at the population level,
and burden is typically expressed in terms of cases per
100,000 population. Various approaches were used to ac-
count for this sparseness in the number of cases, such as
aggregating cases over administrative geographic levels
and over time periods (ranging from 1 to 25 years).
An alternative approach was rate smoothing, although

this practice was rare, despite the fact that TB rates were
the commonest indicators mapped. In the included

Table 2 Spatial methods used in spatial analysis of tuberculosis (n = 168)

Method category Method Number References

Visualisation Rate map 63 [12, 16, 23, 26, 27, 29–34, 37, 41, 44–46, 48, 51, 52, 57, 58, 60, 61,
70, 100, 102, 103, 105, 106, 120, 123–146, 164, 165, 170, 173–176, 195, 196]

Dot map 37 [2, 7, 8, 35, 40, 47, 53, 54, 59, 66, 67, 72, 73, 75, 95, 107–122, 158, 166, 169, 178,
191, 197]

SMR map 12 [38, 49, 99, 100, 124, 126, 127, 129, 138, 142, 148, 149]

Kernel density map 7 [35, 37, 62, 93, 120, 147, 171]

Case counts maps 3 [108, 167, 172]

Others* 17 [16, 24, 50, 60, 62, 63, 68, 71, 99, 100, 103, 104, 116, 148, 166, 168, 185, 198]

Spatial cluster
analysis

Global Moran’s I 28 [16, 26, 34, 37, 39, 44, 48, 49, 51, 58, 65, 93, 100, 102, 123, 126, 128, 131, 133,
135, 138, 139, 145, 150, 161, 180, 188, 199]

Local Moran’s I 14 [16, 41, 44, 49, 51, 93, 100, 123, 126, 131, 135, 138, 145, 192]

Kulldorff’s spatial scan statistic 43 [1, 2, 23–32, 40, 57, 63, 64, 70, 71, 94, 109–111, 119, 120, 130, 135, 138, 139, 141,
151–160, 163, 164, 166, 191]

GetisOrd statistic 12 [2, 16, 26, 39, 49, 54, 65, 93, 104, 131, 139, 161]

k-NN 8 [35, 53, 69, 72, 93, 114, 122, 163]

k-function 6 [35, 62, 93, 116, 117, 147]

Besag and Newell statistic 2 [125, 145]

Statistical modelling Bayesian CAR models 7 [38, 44, 49, 99, 101, 127, 148]

Geographically weighted
regression

6 [16, 50, 93, 102–104]

Mixture modelling 2 [142, 149]

Conventional logistic 15 [8, 40, 70, 71, 94, 95, 111, 112, 120, 141, 161, 177, 178, 187, 189]

Conventional Poisson 5 [46, 125, 136, 145, 156]

Conventional linear 5 [12, 47, 129, 137, 176]

Negative binomial 1 [164]

Factor analysis 6 [50, 103, 117, 143, 146, 170]

Regression models with spatial
terms

9 [42, 48, 51, 58, 100, 116, 128, 131, 188]

Spatial prediction 11 [38, 42, 43, 62, 80, 99, 101, 127, 131, 148, 181]

SMR standardised morbidity ratio, k-NN k-nearest neighbourhood test, CAR conditional autoregressive
*Includes maps of disability-adjusted life years (DALYs), survival time, factor scores, probability maps, proportion of cases and regression coefficients
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studies, smoothed rates were used in six (4%) studies.
Similarly, of 12 studies that analysed SMRs, smoothed
SMRs were presented in seven. In the included studies,
several different data smoothing techniques were used,
including fully Bayesian (n = 8), empirical Bayes (n = 4)
and spatial empirical Bayes (n = 5). A significant number
of visualisation reports (n = 30) were not complemented
by hypothesis testing, either by exploration methods or
modelling approaches. In 12 studies (7%), maps were
not presented, but a narrative description of TB burden
or a tabular presentation of TB distribution by adminis-
trative unit was described.

Spatial cluster (hotspot) identification
Use of at least one spatial cluster identification method
was reported in 73 (43%) studies, with Kulldorff ’s spatial
scan statistic used most frequently (n = 43), followed by
Local Moran test (n = 14) and Getis and Ord’s local
Gi(d) statistic (n = 12). Nearest neighbour index (NNI),
k-function and Besag and Newell methods were reported
in eight, six and two studies respectively (Table 1). The
presence of overall area-wide heterogeneity was assessed
most often using global Moran I (n = 28). In three stud-
ies, no globally significant spatial autocorrelation was
seen, although there was spatial clustering locally. Al-
though studies used data aggregated over various spatial
scales, only one evaluated the impact of spatial scale on
the hotspot detection performance of the spatial scan
statistic. Use of individual address-level data improved

the sensitivity of the spatial scan statistic compared to
data aggregated at the administrative level.
Simultaneous use of two spatial cluster detection

methods was reported in 11 studies and showed dif-
ferences in hotspot identification that ranged from
complete disagreement to some degree of similarity
(Table 3).

False-positive clustering
Not all spatial clusters are true clusters. False-positive
clusters can arise from various sources, including data
and methods used, and unmeasured confounding. Given
that notification data were by far the most commonly
used data source in the spatial analyses reviewed here, it
could not be determined if these clusters represented
true clusters of tuberculosis incidence or if they were
caused by factors such as pockets of improved case de-
tection. The role of differential TB detection has been
documented in some studies from low-income settings,
where increased spatial TB burden was linked to im-
proved health care access [12].
In addition, rate was the commonest disease indicator

used for disease mapping, as well as cluster detection in
this study. As described earlier, rates are liable to sto-
chasticity and can lead to false-positive clustering. How-
ever, rate smoothing and stability (sensitivity) analysis of
clusters identified using rates was done in only a few
studies [23, 24]. This remains an important area of con-
sideration in the future spatial analysis of TB.

Table 3 Comparisons of spatial clusters from multiple cluster identification methods

Author, year Methods Outcome Conclusion

Alene, K, 2017 [49] Local Moran’s I
Getis and Ord

Clustered
Clustered

50% similarity (two non-significant clusters
identified by LISA)

Álvarez-Hernández, G., et al. 2010 [145] Local Moran’s I
Besag and Newell

No significant Clustered Widely conflicting

Dangisso M, et al. 2015 [26] Getis and Ord
Spatial scan statistic

Clustered
Clustered

Similar overall pattern, but marked differences
by years

Feske, M., et al. 2011 [93, 178] Getis and Ord
GWR residuals

Clustered
Heterogeneous

Similar overall pattern, but some local
differences

Ge E, et al. 2016 [139] Getis and Ord
Spatial scan statistic

Clustered
Clustered

Similar overall pattern, but differences in some
locations and across time

Haase I, et al. 2007 [2] Hotspot analysis
SaTScan

Clustered
Clustered

Similar overall pattern, but some local
differences

Hassarangsee S, et al. 2015 [138] LISA
Spatial scan statistic

Clustered
Clustered

Very similar, but not identical

Li L, et al. 2016 [135] LISA
Spatial scan statistic

No significant cluster, Clustered Widely conflicting

Maceiel ELN, et al. 2010 [131] LISA, Getis and Ord
Model prediction

Clustered
Heterogeneous

Widely conflicting

Wubuli A, et al. 2015 [16] LISA
Getis and Ord

Clustered
Clustered

Similar overall pattern, but some local
differences

Wang T, et al 2016 [102] Spatial scan statistic
Getis and Ord

Clustered
Clustered

Similar overall pattern, but some local
differences

GWR geographically weighted regression; LISA local indicators of spatial association
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Spatiotemporal analysis
Temporal scale
In the spatial analysis of TB, the time window is an im-
portant dimension that influences the spatial pattern of
TB [25]. As TB is relatively a rare disease at the popula-
tion level and has a long incubation period, detection of
apparent spatial clusters requires a longer time scale
than for acute infectious diseases that may form spatial
clusters within days of the start of outbreak. Because of
this, the included studies were based on cases that accu-
mulated over considerable time periods, ranging from 1
to 25 years, with use of data aggregated over 5 years
being the most frequent practice (20%).

Approaches
Generally, two approaches were used in the space-time
cluster analysis of TB. The first uses classical space-time
clustering using algorithms which scan space over a
changing time window, such as Kulldorff ’s spatial scan
statistic [23, 25–29]. The second approach is to account
for the temporal dimension by repeating the spatial ana-
lysis for each time unit [26, 30–35]. In some studies,
spatial patterns in temporal trends of TB incidence were
determined as increasing or decreasing [27, 36–39].

Spatial statistical modelling
Different statistical modelling approaches were used to
describe the relationship between TB and ecological fac-
tors in 65 (39%) studies, including nine spatially explicit
models using Bayesian approaches. Conditional autore-
gressive (CAR) models were used in nine models to ac-
count for spatial correlation. Classical regression models
were used in 33, while non-Bayesian spatial regression
models were reported in 12.
Of the regression models that evaluated the effect on

model fit of including spatial structure (spatial error or
spatial lag), the inclusion of spatial structure improved
the performance of the model in seven studies and failed
to do so in two (based on deviance information criteria).
Spatial lag was explicitly modelled in seven studies and
highlighted the significant influence of neighbouring lo-
cations on TB distribution.
Traditional models including a Bayesian approach as-

sumed a stationary relationship between TB and its
spatial covariates and hence imposed a single (global) re-
gression model on the entire study area. Only six studies
used a geographically weighted regression (a local re-
gression model) to accommodate variation in the associ-
ation between TB and its risk factors from place to place
and showed spatially varying (non-stationary) effects (n
= 6). Other models used included mixture modelling (n
= 2) and factor analysis using principal component ana-
lysis (PCA) (n = 4).

Results from spatial analysis
Geographic distribution of TB
The geographic distribution of TB was heterogeneous in
all included studies both from low- and high-incidence
settings, although no formal hypothesis testing was pre-
sented in 55 (33%). An exception was one study from
South Africa that reported no significant clustering of
cases among HIV patients on ART [40]. Spatial analysis
was also used to describe the drivers of drug-resistant
tuberculosis, with tighter spatial aggregation of MDR-TB
cases compared with non-MDR cases taken as evidence
of transmission of MDR-TB [41].
Spatial analyses into both HIV and TB investigated

outcomes including HIV-associated TB incidence (n = 4)
and spatial patterns of TB/HIV-related mortality (n = 4).
All such studies revealed significant spatial heterogen-
eity. TB/HIV-related mortality in children was linked to
areas with low socio-economic status and maternal
deaths [42, 43].
Spatial methods used to study the impact of

community-based TB treatment showed marked im-
provement in access compared to health facility-based
treatment approaches (n = 1), and similar studies dem-
onstrated travel time and distance to be important
barriers to TB control (n = 2).

Correlations with social and environmental factors
The observed spatial patterns of TB were consistently
linked to areas with poverty (n = 14), overcrowding and
non-standard housing (n = 9), ethnic minority popula-
tions (n = 3), population density (n = 2), low education
status (n = 2), health care access (n = 3) and immigrant
populations (n = 5). However, a minority of studies have
also found conflicting or non-significant associations
between TB and poverty [44–46], population density
[47–49] and unemployment [45, 47].
Four studies (including three from China) examined

the correlation of climatic factors with TB incidence,
with conflicting results. Two province-level studies in
China using data from different time periods found TB
burden to be associated with increasing annual average
temperature [33, 50], although correlation with humidity
was conflicting. Positive associations were observed with
average precipitation [33, 50] and with air pressure [33]
in these studies, while inverse associations were ob-
served with sun exposure [50] and with wind speed [33].
In contrast, a county-level study which used average
monthly climate data within a single province of China
found the reverse, with temperature, precipitation, wind
speed and sunshine exposure showing associations in
the opposite direction [51]. A study that compared TB
incidence between regions with different climatic condi-
tions showed higher incidence at dry regions and low in-
cidence in humid regions [52].
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Space-time analysis to detect TB outbreaks
Studies reporting the application of the spatial
methods in the early identification of TB outbreak
were uncommon. Space-time TB studies using retro-
spective surveillance data in the USA found that the
spatial scan statistic and other methods could effect-
ively detect outbreaks months before local public au-
thorities became aware of the problem [25, 28].
However, as space-time clusters of TB can be due to
either ongoing transmission or reactivation, character-
ising the drivers that resulted in the spatial clustering
is essential. Findings from studies which compared
the timeliness and accuracy of space-time clusters in
identifying TB outbreaks varied with spatial resolution
and the background population, with two studies
from the USA detecting ongoing outbreaks [25, 28],
in contrast to false alarms due to reactivation TB
among immigrants in a study from Canada [1].

Spatial analysis of the source of TB infection
Spatial methods were also used to determine the role of
households and congregate settings (e.g. social gathering
venues, schools) on TB transmission risk (Table 1). The
role of the household was determined by cross-referencing
child and adolescent TB infection or disease with adult
TB in two studies [7, 8]. In these studies, the importance
of household exposure declined with the age of the child,
such that TB disease or infection was related to residential
exposure to adult TB in younger children but not
adolescents.
Congregate settings, which pose increased transmis-

sion risk, were identified using multiple techniques that
included linking TB cases to social gathering places
[53] and mapping the distribution of rebreathed air vol-
ume (RAV) [54] (including grading these settings based
on TB transmission principles [55]). These approaches
identified schools and social gathering sites as high-risk
areas.

Identifying local drivers
Recent transmission is a critical mechanism driving local
TB epidemiology in high-burden settings, while reactiva-
tion of remotely acquired infection is thought to
predominate in most low-endemic settings [4, 56]. Geo-
spatial clusters may reflect increased disease risk due to
geographic proximity, which may correspond to recent
transmission‚ or reactivation of latent TB infection in an
aggregate of individuals infected elsewhere or both [57].
In the reviewed studies, spatial methods coupled with
other methods were used to identify which of these two
mechanisms drives local TB epidemiology in the follow-
ing three ways.

Combining spatial clusters with cohort clustering: TB
clustering can occur from ongoing transmission or
from reactivation of latent infection among high-risk
subgroups due to shared characteristics such as simi-
lar country of birth rather than a shared transmission
network, a phenomenon known as cohort clustering.
Cohort cluster analysis is used to identify selected
high-risk population subgroups for targeted interven-
tions based on the relative TB incidence they bear.
The Lorenz curve is a simple visualisation tool that
compares the clustering (inequality) in the subgroup
of interest across regions and over time. One study,
which combined such cohort (birth country) cluster
analysis using the Lorenz curve of inequality with
spatial cluster analysis [31] revealed colocation of
these cluster types, suggesting the presence of both
transmission and reactivation. Spatial clusters among
foreign-born persons covered too large an area com-
pared to clusters among the locally born to be con-
sistent with direct person-to-person transmission. In
addition, spatial modelling was also applied to differ-
entiate the role of transmission from reactivation by
assessing spatial dependence. The presence of spatial
dependence (autocorrelation) was taken to indicate
transmission, while its absence was considered to in-
dicate reactivation [58].

Combining spatial and genotype clustering: Geno-
typic clustering of TB may be used as a proxy for recent
transmission, such that geospatial clusters in which cases
are genotypically clustered may be taken as stronger evi-
dence for locations where recent transmission has oc-
curred. These approaches were combined to quantify
the role of recent transmission and determine geograph-
ical locations of such transmission in 25 studies. This
was done either by determining the spatial distribution
of genotypic clusters [25, 28, 59–69] or by assessing the
genotypic similarity of cases contained within geospatial
clusters [2, 57, 65, 70, 71].
The findings from these studies varied considerably

by the country and sub-population studied (locally
born versus immigrants) (Table 4). Genotypic clusters
were spatially clustered in many studies, providing
evidence of recent local transmission. In some studies,
cases in geospatial clusters were less likely to be
dominated by genotypically similar cases (i.e. were
dominated by unique strains) than cases outside the
geospatial clusters, implying spatial aggregation of re-
activation TB [57]. This finding highlights that geo-
spatial hotspots in low TB incidence settings are not
necessarily areas of recent transmission and spatial
clustering may be primarily mediated by social deter-
minants, such as migration, HIV and drug abuse [57].
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Combinations of multiple methods were typically used for
genotyping, with the commonest being IS6110 restriction
fragment length polymorphism (IS6110-RFLP) and spoligo-
typing (n = 9), followed by mycobacterial interspersed repeti-
tive unit variable number tandem repeat (MIRU-VNTR)
and spoligotyping (n = 5), although use of a single method
was reported in six studies (Table 4). No identified studies
reported use of whole genome sequencing.

Temporal distribution of genotypically clustered cases
The temporal pattern of genotypic clustering could
provide insights to distinguish between transmission
and reactivation. In some studies, the temporal distri-
bution of genotypically clustered cases indicated pe-
riods of 1 to more than 8 years between the
genotypically clustered cases [1, 72], implying reacti-
vation TB could also show genotypic similarity.

Table 4 Overlap between spatial and molecular clustering

Authors Country Genotyping methods Findings

Bishai WR, et al. 1998 [95] USA IS6110-RFLP and PGRS Genotypic clusters with epidemiologic links were
spatially clustered but 76% of DNA clustered cases
lack epidemiologic links.

Mathema B, et al. 2002 [169] USA IS6110-RFLP and spoligotyping Genotypic clusters showed spatial aggregation

Richardson M, et al. 2002 [72] South Africa IS6110-RFLP and spoligotyping Spatial aggregation of genotypic clusters was limited

Nguyen D, et al. 2003 [69] Canada IS6110-RFLP and spoligotyping Genotypically similar cases were not more spatially
clustered than genotypically unique cases

Moonan P, et al. 2004 [61] USA IS6110-RFLP and spoligotyping Genotypic clusters were spatially heterogeneous

Jacobson L, et al. 2005 [59] Mexico IS6110-RFLP and spoligotyping Spatial patterns were similar for both cases categorised
as reactivation or recent transmission

Haase I, et al. 2007 [2] Canada IS6110-RFLP and spoligotyping In spatial TB clusters of immigrants, there was significant
genotype similarity

Higgs B, et al. 2007 [25] USA IS6110-RFLP and PGRS Space-time clusters contained genotypic clusters

Feske ML, et al. 2011 [93, 178] USA IS6110-RFLP and spoligotyping Genotypically clustered cases were randomly distributed
across space

Evans JT, et al. 2011 [66] UK Spoligotyping and MIRU-VNTR Genotypic clusters showed spatial aggregation

Nava-Aguilera E, et al. 2011 [67] Mexico Spoligotyping Genotypic clusters were not spatially aggregated

Prussing C, et al. 2013 [57] USA Spoligotyping and 12- MIRU-VNTR Cases in geospatial clusters were equally or less likely to
share similar genotypes than cases outside geospatial
clusters

Tuite AR, et al. 2013 [94] Canada Spoligotyping and 24-MIRU-VNTR The proportion of cases in genotypic clusters was five
times that seen in spatial clusters (23% vs 5%)

Kammerer JS, et al. 2013 [28] USA Spoligotyping and 12-MIRU-VNTR Genotypically similar cases were spatially clustered

Verma A, et al. 2014 [1] Canada IS6110-RFLP and Spoligotyping Space-time clusters contained few or no genotypically
similar cases

Izumi K, et al. 2015 [65] Japan IS6110-RFLP Both genotypically similar and unique strains formed
spatial hotspots

Chamie G, et al. 2015 [194] Uganda Spoligotyping Genotypic clusters shared social gathering sites (clinic,
place of worship, market or bar)

Chan-Yeung M, et al. 2005 [47] Hong Kong IS6110-RFLP Spatial locations of genotypic clusters and unique cases
did not differ by their sociodemographic characteristics

Gurjav U, et al. 2016 [70] Australia 24-MIRU-VNTR Spatial hotspots were characterised by a high proportion
of unique strains; less than 4% of cases in spatial clusters
were genotypically similar

Ribeiro FK, et al. 2016 [62] Brazil IS6110-RFLP and Spoligotyping Genotypic clusters were spatially clustered

Saavedra-Campos M, et al. 2016 [71] England 24-MIRU-VNTR 10% of cases clustered spatially and genotypically

Seraphin MN, et al. 2016 [64] USA Spoligotyping and 24-MIRU-VNTR 22% of cases among USA-born and 5% among foreign-born
clustered spatially and genotypically

Yuen CM, et al. 2016 [68] USA Spoligotyping and 24-MIRU-VNTR Genotype clustered cases were spatially heterogeneous

Yeboah-Manu D, et al. 2016 [63] Ghana IS6110 and rpoB PCR Genotypic clusters showed spatial aggregation

Zelner J, et al. 2016 [60] Peru 24-MIRU-VNTR Genotypic clusters showed spatial aggregation

PGRS polymorphic GC-rich repetitive sequence

Shaweno et al. BMC Medicine  (2018) 16:193 Page 9 of 18



Use of spatial methods to inform public health
interventions
In addition to their use in characterising the spatial dis-
tribution and determinants of TB, spatial methods have
been used to inform TB-related public health interven-
tions. In these studies, spatial analysis methods have
proved to be attractive in guiding public health interven-
tions, although their application to TB care beyond re-
search is not well documented. For instance, spatial
analysis techniques have been used to identify locations
with a high density of TB cases (termed hotspots, al-
though this definition was not based on spatial statistical
tests). Community screening was then conducted in
these areas, and its yield was compared to that from
routine service provision. This GIS-guided screening
was found to considerably improve the detection of
individuals with latent TB infection and other infectious
diseases [73]. Similarly, a study from South Africa
highlighted the potential for using GIS to promote
community-based DOTS by locating and geographically
linking TB patients to their nearest supervision sites, al-
though programmatic implementation of this approach
was not reported [74].
The potential for spatial methods to be used for the

early detection of TB outbreaks has also been described,
although the findings widely varied based on the back-
ground population [1, 28]. Spatial cluster analysis using
data at higher geographic resolutions improves the
method’s performance in cluster detection [25].

Discussion
While a range of methodologies has been employed in di-
vergent contexts, we found that essentially all geospatial
studies of TB have demonstrated significant heterogeneity
in spatial distribution. Spatial analysis was applied to im-
prove understanding of a range of TB-related issues, in-
cluding the distribution and determinants of TB, the
mechanisms driving the local TB epidemiology, the effect
of interventions and the barriers to TB service uptake. Re-
cently, geospatial methods have been combined with
genotypic clustering techniques to understand the drivers
of local TB epidemiology, although most such studies re-
main limited to low-endemic settings.
In almost all reviewed studies, retrospective program

data (notifications) were used. Notification data, espe-
cially from resource-scarce settings, suffer from the
often large proportion of undetected cases and are heav-
ily dependent on the availability of diagnostic facilities
[12]. None of the spatial studies of TB that used notifica-
tion data accounted for undetected cases, such that the
patterns in the spatial distribution and clustering could
be heavily influenced by case detection performance
[11]. Hence, distinguishing the true incidence pattern

from the detection pattern has rarely been undertaken,
despite its importance in interpretation.
The problems of undetected cases could be com-

pounded in the spatial analysis of drug-resistant forms
of TB, especially in resource-scarce settings where test-
ing for drug-resistant TB is often additionally condi-
tional on the individual’s risk factors for drug resistance
[75]. However, recently, there have been some attempts
to account for under-detection in the spatial analysis of
TB. A Bayesian geospatial modelling approach presented
a framework to estimate TB incidence and case detec-
tion rate for any spatial unit and identified previously
unreported spatial areas of high burden [11]. Another
approach is to estimate incidence using methods such as
capture-recapture [76, 77] and mathematical modelling
[78]. If case detection rate is truly known for a defined
region, incidence can be calculated as notifications di-
vided by case detection rate, although this is rarely if
ever the case. Spatial analysis using prevalence data
could also be considered in areas where such data are
available.
In relation to the data problems outlined above, spatial

analysis of TB could benefit from the use of model-
based geostatistics, which is commonly used in other in-
fectious diseases [79], although there are few studies that
consider Mtb [80]. In particular, measurement of TB
prevalence is impractical to perform at multiple loca-
tions due to logistic reasons. Therefore, model-based
geostatistics can be used to predict disease prevalence in
areas that have not been sampled from prevalence values
at nearby locations at low or no cost, producing smooth
continuous surface estimates.
Mapping of notification rates was the most com-

monly used data visualisation technique, in which TB
cases were categorised at a particular administrative
spatial level. This approach has the advantage of easy
interpretability, although it can introduce bias because
the size of the regions and the locations of their
boundaries typically reflect administrative require-
ments, which may not reflect the spatial distribution
of epidemiological factors [19, 22]. In addition, pat-
terns observed across regions may depend on the
spatial scale chosen, an effect known as the modifi-
able areal unit problem (MAUP) [17]. Because the
choice of spatial scale mainly depends on the limita-
tions of available data [81], only one study was able
to provide a systematic evaluation of the effect of
scale on spatial patterns, demonstrating improved per-
formance of Kulldorff ’s spatial scan statistic method
at a high geographic resolution [25]. Different spatial
resolutions could lead to markedly different results
for the same dataset regardless of the true extent of
correlation, due to averaging (aggregation effect) or
other spatial processes operating at different scales
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[15, 17, 18]. Assessing the presence of this effect
should be a priority for future studies using aggre-
gated data in spatial TB studies.
Bayesian smoothing techniques can mitigate the prob-

lems of stochastically unstable rates from areas with
small population [81], although such techniques were
not widely used in the included studies and so false
spatial clustering remains an important consideration.
The less frequent use of rate smoothing techniques in
the spatial analysis of TB could have various explana-
tions, including lack of software packages that are easily
accessible to the wider user (although GeoDa spatial
software currently provides an accessible platform to
people with limited statistical or mathematical back-
grounds [82]). It may also be that most spatial analyses
of TB are based on data aggregated over larger geo-
graphic areas from several years, such that the problem
of statistical stochasticity may not be a major problem,
although this was not explicitly discussed in the included
studies.
In all studies that applied spatial cluster identification

tools, TB cases were clustered irrespective of whether
the setting was low or high endemic. However, in studies
that incorporated more than one cluster identification
method, areas identified as hotspots were not identical,
with the extent of agreement between the alternative
methods highly variable. This could be partly attribut-
able to different methods testing separate hypotheses,
such that these results may correctly support one hy-
pothesis while refuting another. However, there is no
consensus on how to interpret these findings appropri-
ately and consistently [82, 83], and method selection did
not typically appear to be based on such considerations
[84, 85]. Thus, caution is required when considering in-
terventions assessing clusters with one method only, as
is frequently undertaken in TB spatial analysis [22].
Use of multiple cluster detection methods and requir-

ing their overlap to represent a truly high-risk area is in-
creasingly recommended [82, 84, 86]. However, this
approach could also increase the risk of false-positive
spatial clustering when different methods are used seri-
ally until significant clusters are observed [85]. Sensitiv-
ity analysis of spatial clustering [87, 88] and cluster
validation using geostatistical simulations [23, 89, 90]
can help identify robust clusters. While methods that ad-
just for confounding are generally preferred [91], further
investigative strategies including data collection and
cluster surveillance are required to validate an observed
spatial cluster before introducing interventions [84, 85].
Although the focus of this study is TB, several methodo-
logical considerations outlined here would remain true
for many infectious diseases.
In several studies, presence of spatial clustering or

spatial autocorrelation in TB distribution was considered

to reflect ongoing TB transmission, while its absence
was taken to indicate reactivation [58]. Recently, mo-
lecular techniques have been combined with geospatial
methods to understand the drivers of local TB epidemi-
ology, although findings from these studies vary by
country and the subset of the population studied. While
spatial clustering of genotypically related cases was re-
ported in several studies and likely reflected intense local
TB transmission [61, 65], spatial clusters were domi-
nated by genotypically unique strains in some studies,
implying that reactivation was the dominant process [47,
72]. Hence, the combination of genotypic and geospatial
techniques can improve understanding of the relative
contribution of reactivation and transmission and other
local contributors to burden.
Notwithstanding the general principles outlined above,

not all spatial clusters of genotypically related cases will
necessarily result from recent transmission, as simultan-
eous reactivation of remotely acquired infection and lim-
ited genetic variation in the pathogen population can also
lead to genotypic similarity of spatially clustered cases [2,
92]. In some studies, the time between the first and last
diagnosis of the cases in the genetic cluster ranged from 1
to more than 8 years [1, 72], suggesting that genotypic
clustering could occur from spatially clustered reactiva-
tion. Similarly, limited spatial aggregation of genotypically
clustered cases [72, 93, 94] and lack of epidemiological
links between genotypically clustered cases in some stud-
ies may reflect migration of the human population over
the extended time scale over which TB clusters occur [95],
although casual transmission creating spatially diffuse
clusters is an alternative explanation.
The extent of genotypic similarity between cases also

depends on the discriminatory power of the genotyping
method and the diversity of the pathogen population.
Compared to whole genome sequencing, standard mo-
lecular genotyping (spoligotyping, MIRU-VNTR and
IS6110) methods generally overestimate TB transmission
with a false-positive clustering rate of 25 to 75% based
on strain prevalence in the background population [92,
96]. The accuracy of these tests in distinguishing on-
going transmission from genetically closely related
strains is very low among immigrants from high TB inci-
dence settings with limited pathogen diversity [92, 97].
Thus, care should be taken when interpreting the geno-
typic similarity of cases among immigrant groups, as
independent importation of closely related strains is
possible. The frequent finding of more extensive
genotypic than spatial clusters [71, 94] may reflect
overestimation by the genotypic methods [98]. On the
other hand, TB transmission might not result in ap-
parent spatial clustering due to reasons that include
population movement, poor surveillance and unmeas-
ured confounding.
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Regression models used for spatial analysis of TB were
either conventional regression models or models that in-
corporated spatial effects. Although the former was
more commonly employed, the majority of models in-
corporating spatial effects confirmed that accounting for
spatial correlation improved model fit [11, 33, 44, 58,
99–101]. Conventional regression models assume spatial
independence of model residuals and so ignore the po-
tential presence of spatial autocorrelation, such that
non-spatial models may lead to false conclusions regard-
ing covariate effects.
The use of the conventional regression models de-

scribed above may be appropriate for spatial analysis and
spatial prediction, in the case that spatial dependence in
residuals has been ruled out. Under this approach, the
standard procedure is to start with classical ordinary
least squares (OLS) regression models and then look for
spatial dependence in the residuals, which implies the
need for a spatially explicit regression model [82]. Sev-
eral of the models reviewed here did not appear to adopt
this approach, and so, caution is required when inter-
preting the findings from such analyses.
Most regression models treat the association between

TB rates and ecological factors as global and are unable to
capture local variation in the estimates of the association.
However, geographically weighted regression (GWR) esti-
mates coefficients for all spatial units included [22] and
has often found the effect of risk factors on TB incidence
to be spatially variable [16, 102–104], implying that global
models may be inadequate to consider locally appropriate
interventions. Few studies were able to perform explicit
Bayesian spatial modelling incorporating information from
nearby locations, thereby producing stable and robust esti-
mates for areas with small populations and robust esti-
mates of the effects of covariates [91].
While our review focused on methodological issues, sev-

eral consistent observations were noted. Most import-
antly, all studies included in this review demonstrated that
TB displayed a heterogeneous spatial pattern across vari-
ous geographic resolutions. This reflects the underlying
tendency for spatial dependence that can be caused by
person-to-person transmission, socio-economic aggrega-
tion [49] and environmental effects [58, 93]. However, in
nearly all included studies, spatial analyses of TB were
based on the individual’s residence, although considerable
TB infection is acquired from workplaces and other social
gathering sites [8, 54]. Such studies could wrongly attri-
bute TB acquired from such sites to residential exposure,
leading to resource misallocation.
Several models have shown significant associations be-

tween TB rates and demographic, socioeconomic and
risk-factor variables, although it is difficult to rule out
publication bias favouring studies with positive findings.
However, associations observed between TB rates and

different factors such as population density, unemploy-
ment and poverty at the population level varied across
studies. These were recognised as important
individual-level risk factors, highlighting the potential
for ecological fallacy.
We did not perform individual study level analysis of

bias in this review. Analyses in the reviewed studies in-
volved counts and proportions across different spatial
distributions, rather than comparisons across different
treatment/exposure groups. Standard tools of bias ana-
lysis predominantly focus on different treatment groups
within cohorts (absent from our included studies) and
hence are not applicable to this review. We have how-
ever discussed many potential sources of bias in the
studies included in our review.
Most of the reviewed studies were from high-income

settings, which may either reflect publication bias or a
focus of research efforts on such settings. In high-inci-
dence settings, the more limited use of spatial analysis
methods could reflect a lack of access to resources (e.g.
georeferenced data and spatial software packages) or in-
sufficient expertise in these settings. However, it is these
high-transmission settings which stand to gain the most
from an improved understanding of TB spatial patterns
and also these settings in which geospatial clustering may
be most important epidemiologically.

Conclusions
A range of spatial analysis methodologies have been
employed in divergent contexts, with virtually all studies
demonstrating significant heterogeneity in spatial TB
distribution regardless of geographic resolution. Various
spatial cluster detection methods are available, although
there is no consensus on how to interpret the consider-
able inconsistencies in the outputs of these methods ap-
plied to the same dataset. Further studies are needed to
determine the optimal method for each context and re-
search question and should also account for unreported
cases when using notifications as input data where pos-
sible. Combining genotypic and geospatial techniques
with epidemiologically linkage of cases has the potential
to improve understanding of TB transmission.

Appendix
Search strings
Search terms used in Embase, Medline, PsycInfo, Scopus
and Web of Science
The exp refers to explode which means include all sub-
headings underneath spatial analysis. When exploded, it
contains geographic mapping, spatial regression and spa-
tiotemporal analysis.
Brackets () denote subject headings (MeSH in Med-

line and Emtree in Embase) terms highlighted by the
database.
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Medline and PsycInfo

1. (exp spatial analysis) OR (Geographic information
systems) OR (Space-time clustering) OR
geographic* analys*.mp OR spati*regres*.mp OR
spat*temp*.mp OR spat* analys*.mp OR spat* temp*
analys*.mp OR spat* temp* pattern*.mp OR
geography* distribut*.mp OR spat* temp*
distribut*.mp OR heterogen* distribut.mp OR
spacetime cluster*mp OR space-time cluster*mp
OR hotspot.mp Or hot spots. mp OR GIS OR spati*

2. (tuberculosis) OR (tuberculosis, multidrug resistant)
OR TB.mp

3. 1 AND 2

Embase

1. (spatial analysis) OR (geographic mapping) OR
(spatial regression) OR (Spatiotemporal analysis OR
(spatial autocorrelation analysis) OR (geography)
OR (geographic distribution) OR (geographically
weighted regression) OR (geographic information
systems) OR (cluster analysis) OR geographic*
analys*.mp OR spati*regres*.mp OR spat*temp*.mp
OR spat* analys*.mp OR spat* temp* analys*.mp OR
spat* temp* pattern*.mp OR geography*
distribut*.mp OR spat* temp* distribut*.mp OR
heterogen* distribut.mp OR spacetime cluster*mp
OR space-time cluster*mp OR hotspot.mp Or hot
spots. mp OR GIS OR spati*

2. (tuberculosis) OR (multidrug resistant tuberculosis)
OR TB.mp

3. 1 AND 2

Scopus
(“Spatial analysis” OR
“Spatio-temporal analysis” OR
“Geographic Information System” OR
“Geographic Mapping” OR
“geographic distribution” OR
“spatial regression” OR
“spatial autocorrelation analysis” OR
“Spatiotemporal analysis” OR
hotspot OR
“hot spot” AND tuberculosis/TB

Web of science
[(Spatial analysis) OR
(Spatio-temporal analysis) OR
(Geographic Information System) OR
(Geographic Mapping) OR
(geographic distribution) OR
(spatial regression) OR

(spatial autocorrelation analysis) OR
(Spatiotemporal analysis) OR
(hotspot) OR
(hot spot)] AND (Tuberculosis)

Additional file

Additional file 1: Figure S1. Trends in the spatial analysis of TB
(note—the study included publications up to February 15, 2017).
(DOCX 17 kb)

Abbreviations
CAR models: Conditional autoregressive models; GIS: Geographic information
system; GWR: Geographically weighted regression; HIV: Human
immunodeficiency virus; LISA: Local indicators of spatial association;
NNI: Nearest neighbourhood index; PCA: Principal component analysis;
TB: Tuberculosis

Acknowledgements
The authors are grateful to the University of Melbourne librarians for their
extensive assistance in sourcing articles.

Funding
We did not receive funding for this study. Debebe Shaweno is the recipient
of the Melbourne International Research Scholarship and Melbourne
International Fee Remission Scholarship. James Trauer is a recipient of an
Early Career Fellowship from the NHMRC (APP1142638).

Availability of data and materials
A list of included studies has been made available. The study protocol can
be accessed on PROSPERO (CRD42016036655).

Authors’ contributions
DS and EM conceived the study, which was refined by JD and JT. DS
developed data extraction checklist, and DS, MK and KA extracted the
data. DS drafted the manuscript, and all authors provided input into
revisions and approved the final draft for submission.

Ethics approval and consent to participate
Not applicable

Consent for publication
Not applicable

Competing interests
The authors declare that they have no competing interests.

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

Author details
1Department of Medicine, University of Melbourne, Melbourne, Victoria,
Australia. 2Victorian Tuberculosis Program at the Peter Doherty Institute for
Infection and Immunity, Melbourne, Victoria, Australia. 3Department of
Microbiology and Immunology, University of Melbourne, Melbourne, Victoria,
Australia. 4Research School of Population Health, College of Health and
Medicine, The Australian National University, Canberra, Australia. 5Institute of
Public Health, College of Medicine and Health Sciences, University of Gondar,
Gondar, Ethiopia. 6Burnet Institute, Melbourne, Australia. 7Curtin University,
Bentley, Western Australia, Australia. 8School of Public Health and Preventive
Medicine, Monash University, Melbourne, Australia. 9Australian Institute of
Tropical Health and Medicine, James Cook University, Townsville,
Queensland, Australia.

Shaweno et al. BMC Medicine  (2018) 16:193 Page 13 of 18

https://doi.org/10.1186/s12916-018-1178-4


Received: 15 May 2018 Accepted: 20 September 2018

References
1. Verma A, Schwartzman K, Behr MA, Zwerling A, Allard R, Rochefort CM,

Buckeridge DL. Accuracy of prospective space-time surveillance in detecting
tuberculosis transmission. Spatial Spatio-Temp Epidemiol. 2014;8:47–54.

2. Haase I, Olson S, Behr MA, Wanyeki I, Thibert L, Scott A, Zwerling A, Ross N,
Brassard P, Menzies D, et al. Use of geographic and genotyping tools to
characterise tuberculosis transmission in Montreal. Int J Tuber Lung Dis.
2007;11(6):632–8.

3. Theron G, Jenkins HE, Cobelens F, Abubakar I, Khan AJ, Cohen T, Dowdy
DW. Data for action: collection and use of local data to end tuberculosis.
Lancet. 2015;386(10010):2324–33.

4. Yates TA, Khan PY, Knight GM, Taylor JG, McHugh TD, Lipman M, White RG,
Cohen T, Cobelens FG, Wood R, et al. The transmission of Mycobacterium
tuberculosis in high burden settings. Lancet Infect Dis. 2016;16(2):227–38.

5. Dye C, Loyd K. Tuberculosis. In: Jamison DTBJ, Measham AR, editors. Disease
control priorities in developing countries. 2nd ed. Washington DC:
WorldBank; 2006.

6. McBryde ES, Denholm JT. Risk of active tuberculosis in immigrants: effects of
age, region of origin and time since arrival in a low-exposure setting. Med J
Aust. 2012;197(8):458–61.

7. Middelkoop K, Bekker LG, Morrow C, Zwane E, Wood R. Childhood
tuberculosis infection and disease: a spatial and temporal transmission
analysis in a South African township. Samj South Afr Med J. 2009;99(10):
738–43.

8. Middelkoop K, Bekker LG, Morrow C, Lee N, Wood R. Decreasing household
contribution to TB transmission with age: a retrospective geographic
analysis of young people in a South African township. BMC Infect Dis. 2014;
14:221.

9. Keshavjee S, Dowdy D, Swaminathan S. Stopping the body count: a
comprehensive approach to move towards zero tuberculosis deaths. Lancet.
2015;386(10010):e46–7.

10. Sasson C, Cudnik MT, Nassel A, Semple H, Magid DJ, Sayre M, Keseg D,
Haukoos JS, Warden CR. Identifying high-risk geographic areas for cardiac
arrest using three methods for cluster analysis. Acad Emerg Med. 2012;19(2):
139–46.

11. Shaweno D, Trauer JM, Denholm JT, McBryde ES. A novel Bayesian
geospatial method for estimating tuberculosis incidence reveals many
missed TB cases in Ethiopia. BMC Infect Dis. 2017;17(1):662.

12. Dangisso MH, Datiko DG, Lindtjorn B. Accessibility to tuberculosis control
services and tuberculosis programme performance in southern Ethiopia.
Glob Health Action. 2015;8:29443.

13. World Health Organization. Global tuberculosis report 2016: World Health
Organization; 2016.

14. Clements ACA, Lwambo NJS, Blair L, Nyandindi U, Kaatano G, Kinung'hi S,
Webster JP, Fenwick A, Brooker S. Bayesian spatial analysis and disease
mapping: tools to enhance planning and implementation of a
schistosomiasis control programme in Tanzania. Tropical Med Int Health.
2006;11(4):490–503.

15. Lai P-C, So F-M, Chan K-W. Spatial epidemiological approaches in disease
mapping and analysis: CRC Press; 2008.

16. Wubuli A, Xue F, Jiang D, Yao X, Upur H, Wushouer Q. Socio-demographic
predictors and distribution of pulmonary tuberculosis (TB) in Xinjiang, China:
a spatial analysis. PLoS One. 2015:10(12).

17. Manley D, Flowerdew R, Steel D. Scales, levels and processes: studying
spatial patterns of British census variables. Comput Environ Urban Syst.
2006;30(2):143–60.

18. Cressie N. Statistics for spatial data. Terra Nova. 1992;4(5):613–7.
19. Pfeiffer D. Spatial analysis in epidemiology. Oxford ; New York: Oxford

University Press; 2008.
20. Kirby RS, Delmelle E, Eberth JM. Advances in spatial epidemiology and

geographic information systems. Ann Epidemiol. 2017;27(1):1–9.
21. Smith CM, Le Comber SC, Fry H, Bull M, Leach S, Hayward AC. Spatial

methods for infectious disease outbreak investigations: systematic literature
review. Eurosurveillance. 2015;20(39):1–21.

22. Durr PA, Gatrell AC. GIS and spatial analysis in veterinary science: Cabi; 2004.
23. Nunes C. Tuberculosis incidence in Portugal: spatiotemporal clustering. Int J

Health Geogr [Electronic Resource]. 2007;6:30.

24. Bhatt V, Tiwari N. A spatial scan statistic for survival data based on Weibull
distribution. Stat Med. 2014;33(11):1867–76.

25. Higgs BW, Mohtashemi M, Grinsdale J, Kawamura LM. Early detection of
tuberculosis outbreaks among the San Francisco homeless: trade-offs
between spatial resolution and temporal scale. PLoS One [Electronic
Resource]. 2007;2(12):e1284.

26. Dangisso MH, Datiko DG, Lindtjorn B. Spatio-temporal analysis of smear-positive
tuberculosis in the Sidama Zone, Southern Ethiopia. PLoS One. 2015;10(6).

27. Areias C, Briz T, Nunes C. Pulmonary tuberculosis space-time clustering and
spatial variation in temporal trends in Portugal, 2000-2010: an updated
analysis. Epidemiol Infect. 2015;143(15):3211–9.

28. Kammerer JS, Shang N, Althomsons SP, Haddad MB, Grant J, Navin TR.
Using statistical methods and genotyping to detect tuberculosis outbreaks.
Int J Health Geogr. 2013;12:15.

29. Wang T, Xue F, Chen Y, Ma Y, Liu Y. The spatial epidemiology of
tuberculosis in Linyi City, China, 2005-2010. BMC Public Health. 2012;12(1).

30. Silva AP, Souza WV, Albuquerque Mde F. Two decades of tuberculosis in a
city in Northeastern Brazil: advances and challenges in time and space. Rev
Soc Bras Med Trop. 2016;49(2):211–21.

31. Roth D, Otterstatter M, Wong J, Cook V, Johnston J, Mak S. Identification of
spatial and cohort clustering of tuberculosis using surveillance data from
British Columbia, Canada, 1990–2013. Soc Sci Med. 2016;168:214–22.

32. Gurjav U, Burneebaatar B, Narmandakh E, Tumenbayar O, Ochirbat B, Hill-
Cawthorne GA, Marais BJ, Sintchenko V. Spatiotemporal evidence for cross-
border spread of MDR-TB along the Trans-Siberian Railway line. Int J Tuber
Lung Dis. 2015;19(11):1376–82.

33. Cao K, Yang K, Wang C, Guo J, Tao LX, Liu QR, Gehendra M, Zhang YJ,
Guo XH. Spatial-temporal epidemiology of tuberculosis in Mainland
China: an analysis based on Bayesian theory. Int J Environ Res Public
Health. 2016;13(5).

34. de Queiroga RP, de Sa LD, Nogueira Jde A, de Lima ER, Silva AC, Pinheiro
PG, Braga JU. Spatial distribution of tuberculosis and relationship with living
conditions in an urban area of Campina Grande--2004 to 2007. Rev Bras
Epidemiol. 2012;15(1):222–32.

35. Lin H, Shin S, Blaya JA, Zhang Z, Cegielski P, Contreras C, Asencios L, Bonilla
C, Bayona J, Paciorek CJ, et al. Assessing spatiotemporal patterns of
multidrug-resistant and drug-sensitive tuberculosis in a South American
setting. Epidemiol Infect. 2011;139(11):1784–93.

36. Davidow AL, Marmor M, Alcabes P. Geographic diversity in tuberculosis
trends and directly observed therapy, New York City, 1991 to 1994. Am J
Respir Crit Care Med. 1997;156(5):1495–500.

37. Venâncio TS, Tuan TS, Nascimento LFC. Indidence of tuberculosis in children
in the state of São Paulo, Brazil, under spatial approach. Cien Saude Colet.
2015;20(5):1541–7.

38. Jafari-Koshki T, Arsang-Jang S, Raei M. Applying spatiotemporal models to
study risk of smear-positive tuberculosis in Iran, 2001-2012. Int J Tuber Lung
Dis. 2015;19(4):469–74.

39. Jia ZW, Jia XW, Liu YX, Dye C, Chen F, Chen CS, Zhang WY, Li XW, Cao WC, Liu
HL, et al. Spatial analysis of tuberculosis cases in migrants and permanent
residents, Beijing, 2000-2006. Emerg Infect Dis. 2008;14(9):1413–20.

40. Houlihan CF, Mutevedzi PC, Lessells RJ, Cooke GS, Tanser FC, Newell ML.
The tuberculosis challenge in a rural South African HIV programme. BMC
Infect Dis. 2009;10 (no pagination)(23).

41. Jenkins HE, Plesca V, Ciobanu A, Crudu V, Galusca I, Soltan V, Serbulenco A,
Zignol M, Dadu A, Dara M, et al. Assessing spatial heterogeneity of
multidrug-resistant tuberculosis in a high-burden country. Eur Respir J. 2013;
42(5):1291–301.

42. Musenge E, Vounatsou P, Collinson M, Tollman S, Kahn K. The contribution
of spatial analysis to understanding HIV/TB mortality in children: a structural
equation modelling approach. Glob Health Action. 2013;6:19266.

43. Musenge E, Vounatsou P, Kahn K. Space-time confounding adjusted
determinants of child HIV/TB mortality for large zero-inflated data in rural
South Africa. Spatial Spatio-Temporal Epidemiol. 2011;2(4):205–17.

44. Harling G, Castro MC. A spatial analysis of social and economic
determinants of tuberculosis in Brazil. Health Place. 2014;25:56–67.

45. De Castro DB, Pinto RC, De Albuquerque BC, Sadahiro M, Braga JU. The
socioeconomic factors and the indigenous component of tuberculosis in
amazonas. PLoS One. 2016;11(6) (no pagination)(e0158574).

46. Wong MK, Yadav R-P, Nishikiori N, Eang MT. The association between
household poverty rates and tuberculosis case notification rates in
Cambodia, 2010. Western Pacific Surveill Response J. 2013;4(1):25–33.

Shaweno et al. BMC Medicine  (2018) 16:193 Page 14 of 18



47. Chan-Yeung M, Yeh AGO, Tam CM, Kam KM, Leung CC, Yew WW, Lam CW.
Socio-demographic and geographic indicators and distribution of
tuberculosis in Hong Kong: a spatial analysis. Int J Tuber Lung Dis. 2005;
9(12):1320–6.

48. Shaweno D, Shaweno T, Trauer JM, Denholm JT, McBryde ES. Heterogeneity
of distribution of tuberculosis in Sheka Zone, Ethiopia: drivers and temporal
trends. Int J Tuber Lung Dis. 2017;21(1):79–85 and i.

49. Alene KA, Viney K, McBryde ES, Clements ACA. Spatial patterns of multidrug
resistant tuberculosis and relationships to socioeconomic, demographic and
household factors in northwest Ethiopia. PLoS One. 2017;12(2) (no
pagination)(e0171800).

50. Li XX, Wang LX, Zhang J, Liu YX, Zhang H, Jiang SW, Chen JX, Zhou XN.
Exploration of ecological factors related to the spatial heterogeneity of
tuberculosis prevalence in P. China. Glob Health Action. 2014;7:23620.

51. Rao HX, Zhang X, Zhao L, Yu J, Ren W, Zhang XL, Ma YC, Shi Y, Ma BZ,
Wang X, et al. Spatial transmission and meteorological determinants of
tuberculosis incidence in Qinghai Province, China: a spatial clustering panel
analysis. Infect Dis Pov. 2016;5(1) (no pagination)(45).

52. Beiranvand R, Karimi A, Delpisheh A, Sayehmiri K, Soleimani S, Ghalavandi S.
Correlation assessment of climate and geographic distribution of
tuberculosis using geographical information system (GIS). Iran J Public
Health. 2016;45(1):86–93.

53. Munch Z, Van Lill S, Booysen C, Zietsman H, Enarson D, Beyers N.
Tuberculosis transmission patterns in a high-incidence area: a spatial
analysis. Int J Tuber Lung Dis. 2003;7(3):271–7.

54. Patterson B, Morrow CD, Kohls D, Deignan C, Ginsburg S, Wood R. Mapping
sites of high TB transmission risk: integrating the shared air and social
behaviour of TB cases and adolescents in a South African township. Sci
Total Environ. 2017;05.

55. Murray EJ, Marais BJ, Mans G, Beyers N, Ayles H, Godfrey-Faussett P,
Wallman S, Bond V. A multidisciplinary method to map potential
tuberculosis transmission ‘hot spots’ in high-burden communities. Int J
Tuber Lung Dis. 2009;13(6):767–74.

56. Ricks PM, Cain KP, Oeltmann JE, Kammerer JS, Moonan PK. Estimating the
burden of tuberculosis among foreign-born persons acquired prior to
entering the U.S., 2005–2009. PLOS One. 2011;6(11):e27405.

57. Prussing C, Castillo-Salgado C, Baruch N, Cronin WA. Geo-epidemiologic and
molecular characterization to identify social, cultural, and economic factors
where targeted tuberculosis control activities can reduce incidence in
Maryland, 2004-2010. Public Health Rep. 2013;128(Suppl 3):104–14.

58. Ng IC, Wen TH, Wang JY, Fang CT. Spatial dependency of tuberculosis
incidence in Taiwan. PLoS One. 2012;7(11).

59. Jacobson LM, Garcia-Garcia Ma DL, Hernandez-Avila JE, Cano-Arellano B,
Small PM, Sifuentes-Osornio J, Ponce-De-Leon A. Changes in the
geographical distribution of tuberculosis patients in Veracruz, Mexico, after
reinforcement of a tuberculosis control programme. Trop Med Int Health.
2005;10(4):305–11.

60. Zelner JL, Murray MB, Becerra MC, Galea J, Lecca L, Calderon R, Yataco R,
Contreras C, Zhang ZB, Manjourides J, et al. Identifying hotspots of
multidrug-resistant tuberculosis transmission using spatial and molecular
genetic data. J Infect Dis. 2016;213(2):287–94.

61. Moonan PK, Bayona M, Quitugua TN, Oppong J, Dunbar D, Jost KC, Burgess
G, Singh KP, Weis SE. Using GIS technology to identify areas of tuberculosis
transmission and incidence. Int J Health Geogr. 2004;3(1):23.

62. Ribeiro FK, Pan W, Bertolde A, Vinhas SA, Peres RL, Riley L, Palaci M, Maciel EL.
Genotypic and spatial analysis of Mycobacterium tuberculosis transmission in a
high-incidence urban setting. Clin Infect Dis. 2015;61(5):758–66.

63. Yeboah-Manu D, Asare P, Asante-Poku A, Otchere ID, Osei-Wusu S, Danso E,
Forson A, Koram KA, Gagneux S. Spatio-temporal distribution of
Mycobacterium tuberculosis complex strains in Ghana. PLoS One. 2016;11(8)
(no pagination)(e0161892).

64. Seraphin MN, Lauzardo M, Doggett RT, Zabala J, Morris JG Jr, Blackburn JK.
Spatiotemporal clustering of Mycobacterium tuberculosis complex
genotypes in Florida: genetic diversity segregated by country of birth. PLoS
One [Electronic Resource]. 2016;11(4):e0153575.

65. Izumi K, Ohkado A, Uchimura K, Murase Y, Tatsumi Y, Kayebeta A, Watanabe
Y, Ishikawa N. Detection of tuberculosis infection hotspots using activity
spaces based spatial approach in an urban Tokyo, from 2003 to 2011. PLoS
One. 2015;10(9).

66. Evans JT, Wani RL, Anderson L, Gibson AL, Smith EG, Wood A, Olowokure B,
Abubakar I, Mann JS, Gardiner S, et al. A geographically-restricted but

prevalent Mycobacterium tuberculosis strain identified in the West Midlands
region of the UK between 1995 and 2008. PLoS One. 2011;6(3) (no
pagination)(e17930).

67. Nava-Aguilera E, Lopez-Vidal Y, Harris E, Morales-Perez A, Mitchell S, Flores-
Moreno M, Villegas-Arrizon A, Legorreta-Soberanis J, Ledogar R, Andersson
N. Clustering of Mycobacterium tuberculosis cases in Acapulco:
spoligotyping and risk factors. Clin Dev Immunol. 2011;2011:408375.

68. Yuen CM, Kammerer JS, Marks K, Navin TR, France AM. Recent transmission
of tuberculosis—United States, 2011–2014. PLoS One. 2016;11(4):e0153728.

69. Nguyen D, Brassard P, Westley J, Thibert L, Proulx M, Henry K, Schwartzman K,
Menzies D, Behr MA. Widespread pyrazinamide-resistant Mycobacterium
tuberculosis family in a low-incidence setting. J Clin Microbiol. 2003;41(7):2878–83.

70. Gurjav U, Jelfs P, Hill-Cawthorne GA, Marais BJ, Sintchenko V. Genotype
heterogeneity of Mycobacterium tuberculosis within geospatial hotspots
suggests foci of imported infection in Sydney, Australia. Infect Genet Evol.
2016;40:346–51.

71. Saavedra-Campos M, Welfare W, Cleary P, Sails A, Burkitt A, Hungerford D,
Okereke E, Acheson P, Petrovic M. Identifying areas and risk groups with
localised Mycobacterium tuberculosis transmission in northern England
from 2010 to 2012: spatiotemporal analysis incorporating highly
discriminatory genotyping data. Thorax. 2016;71(8):742–8.

72. Richardson M, van Lill SW, van der Spuy GD, Munch Z, Booysen CN, Beyers
N, van Helden PD, Warren RM. Historic and recent events contribute to the
disease dynamics of Beijing-like Mycobacterium tuberculosis isolates in a
high incidence region. Int J Tuber Lung Dis. 2002;6(11):1001–11.

73. Goswami ND, Hecker EJ, Vickery C, Ahearn MA, Cox GM, Holland DP, Naggie
S, Piedrahita C, Mosher A, Torres Y, et al. Geographic information system-
based screening for TB, HIV, and syphilis (GIS-THIS): a cross-sectional study.
PLoS One. 2012;7 (10) (no pagination)(e46029).

74. Tanser F, Wilkinson D. Spatial implications of the tuberculosis DOTS strategy in
rural South Africa: a novel application of geographical information system and
global positioning system technologies. Trop Med Int Health. 1999;4(10):634–8.

75. Manjourides J, Lin HH, Shin S, Jeffery C, Contreras C, Cruz JS, Jave O, Yagui
M, Asencios L, Pagano M, et al. Identifying multidrug resistant tuberculosis
transmission hotspots using routinely collected data. Tuberculosis. 2012;
92(3):273–9.

76. Stephen C. Capture-recapture methods in epidemiological studies. Infect
Control Hospital Epidemiol. 1996;17(4):262–6.

77. Guernier V, Guégan J-F, Deparis X. An evaluation of the actual incidence of
tuberculosis in French Guiana using a capture-recapture model. Microbes
Infect. 2006;8(3):721–7.

78. WHO. Technical appendix - methods used to estimate the global burden of
disease caused by TB, vol. 2015; 2014.

79. Clements AC, Firth S, Dembelé R, Garba A, Touré S, Sacko M, Landouré A,
Bosqué-Oliva E, Barnett AG, Brooker S. Use of Bayesian geostatistical
prediction to estimate local variations in Schistosoma haematobium
infection in western Africa. Bull World Health Organ. 2009;87(12):921–9.

80. Li XX, Wang LX, Zhang H, Jiang SW, Fang Q, Chen JX, Zhou XN. Spatial
variations of pulmonary tuberculosis prevalence co-impacted by socio-
economic and geographic factors in People's Republic of China, 2010. BMC
Public Health. 2014;14:257.

81. Rytkönen MJ. Not all maps are equal: GIS and spatial analysis in
epidemiology. Int J Circumpolar Health. 2004;63(1):9–24.

82. Nassel AF, Root ED, Haukoos JS, McVaney K, Colwell C, Robinson J, Eigel B,
Magid DJ, Sasson C. Multiple cluster analysis for the identification of high-
risk census tracts for out-of-hospital cardiac arrest (OHCA) in Denver,
Colorado. Resuscitation. 2014;85(12):1667–73.

83. Wheeler DC. A comparison of spatial clustering and cluster detection
techniques for childhood leukemia incidence in Ohio, 1996–2003. Int J
Health Geogr. 2007;6(1):13.

84. Wartenberg D, Greenberg M. Solving the cluster puzzle: clues to follow and
pitfalls to avoid. Stat Med. 1993;12(19–20):1763–70.

85. Wartenberg D. Investigating disease clusters: why, when and how? J Royal
Stat Soc. 2001;164(1):13–22.

86. Burra T, Jerrett M, Burnett RT, Anderson M. Conceptual and practical issues
in the detection of local disease clusters: a study of mortality in Hamilton,
Ontario. Can Geographer/Le Géographe Canadien. 2002;46(2):160–71.

87. Anselin L. Exploring spatial data with GeoDaTM: a workbook. Urbana. 2004;
51:61801.

88. Anselin L, Syabri I, Kho Y. GeoDa: an introduction to spatial data analysis. In:
Handbook of applied spatial analysis; 2010. p. 73–89.

Shaweno et al. BMC Medicine  (2018) 16:193 Page 15 of 18



89. Goovaerts P, Jacquez GM. Accounting for regional background and
population size in the detection of spatial clusters and outliers using
geostatistical filtering and spatial neutral models: the case of lung cancer in
Long Island, New York. Int J Health Geogr. 2004;3(1):14.

90. Goovaerts P, Jacquez GM. Detection of temporal changes in the spatial
distribution of cancer rates using local Moran’s I and geostatistically
simulated spatial neutral models. J Geogr Syst. 2005;7(1):137–59.

91. Aamodt G, Samuelsen SO, Skrondal A. A simulation study of three methods
for detecting disease clusters. Int J Health Geogr. 2006;5(1):15.

92. Stucki D, Ballif M, Egger M, Furrer H, Altpeter E, Battegay M, Droz S, Bruderer
T, Coscolla M, Borrell S. Standard genotyping overestimates transmission of
Mycobacterium tuberculosis among immigrants in a low-incidence country.
J Clin Microbiol. 2016;54(7):1862–70.

93. Feske ML, Teeter LD, Musser JM, Graviss EA. Including the third dimension: a
spatial analysis of TB cases in Houston Harris County. Tuberculosis. 2011;
91(SUPPL. 1):S24–33.

94. Tuite AR, Guthrie JL, Alexander DC, Whelan MS, Lee B, Lam K, Ma J, Fisman
DN, Jamieson FB. Epidemiological evaluation of spatiotemporal and
genotypic clustering of Mycobacterium tuberculosis in Ontario, Canada. Int
J Tuber Lung Dis. 2013;17(10):1322–7.

95. Bishai WR, Graham NM, Harrington S, Pope DS, Hooper N, Astemborski J,
Sheely L, Vlahov D, Glass GE, Chaisson RE. Molecular and geographic
patterns of tuberculosis transmission after 15 years of directly observed
therapy. JAMA. 1998;280(19):1679–84.

96. Roetzer A, Diel R, Kohl TA, Rückert C, Nübel U, Blom J, Wirth T, Jaenicke S,
Schuback S, Rüsch-Gerdes S, et al. Whole genome sequencing versus
traditional genotyping for investigation of a Mycobacterium tuberculosis
outbreak: a longitudinal molecular epidemiological study. PLoS Med. 2013;
10(2):e1001387.

97. Wampande EM, Mupere E, Debanne SM, Asiimwe BB, Nsereko M, Mayanja
H, Eisenach K, Kaplan G, Boom HW, Gagneux S, et al. Long-term dominance
of Mycobacterium tuberculosis Uganda family in peri-urban Kampala-
Uganda is not associated with cavitary disease. BMC Infect Dis. 2013;13:484.

98. Streicher EM, Warren RM, Kewley C, Simpson J, Rastogi N, Sola C, van der Spuy
GD, van Helden PD, Victor TC. Genotypic and phenotypic characterization of
drug-resistant Mycobacterium tuberculosis isolates from rural districts of the
Western Cape Province of South Africa. J Clin Microbiol. 2004;42(2):891–4.

99. Souza WV, Carvalho MS, Albuquerque MDFPM, Barcellos CC, Ximenes RAA.
Tuberculosis in intra-urban settings: a Bayesian approach. Trop Med Int
Health. 2007;12(3):323–30.

100. Erazo C, Pereira SM, Da Conceição N. Costa M, Evangelista-Filho D, Braga JU,
Barreto ML. Tuberculosis and living conditions in Salvador, Brazil: a spatial
analysis. Rev Panamericana de Salud Publica/Pan American Journal of Public
Health. 2014;36(1):24–30.

101. da Roza DL, Caccia-Bava Mdo C, Martinez EZ. Spatio-temporal patterns of
tuberculosis incidence in Ribeirao Preto, state of Sao Paulo, southeast Brazil,
and their relationship with social vulnerability: a Bayesian analysis. Rev Soc
Bras Med Trop. 2012;45(5):607–15.

102. Wang W, Jin YY, Yan C, Ahan A, Cao MQ: Local spatial variations analysis of
smear-positive tuberculosis in Xinjiang using geographically weighted
regression model. BMC Public Health 2016, 16.

103. Sun W, Gong J, Zhou J, Zhao Y, Tan J, Ibrahim AN, Zhou Y. A spatial, social and
environmental study of tuberculosis in China using statistical and GIS technology.
Int J Environ Res Public Health [Electronic Resource]. 2015;12(2):1425–48.

104. Liu Y, Jiang S, Liu Y, Wang R, Li X, Yuan Z, Wang L, Xue F. Spatial
epidemiology and spatial ecology study of worldwide drug-resistant
tuberculosis. Int J Health Geogr. 2011;10.

105. Jenkins HE, Gegia M, Furin J, Kalandadze I, Nanava U, Chakhaia T, Cohen T.
Geographical heterogeneity of multidrug-resistant tuberculosis in Georgia,
January 2009 to June 2011. Eurosurveillance. 2014;19(11).

106. Gaudette LA, Ellis E. Tuberculosis in Canada: a focal disease requiring
distinct control strategies for different risk groups. Tubercle Lung Dis. 1993;
74(4):244–53.

107. Froggatt K. Tuberculosis: spatial and demographic incidence in Bradford,
1980-2. J Epidemiol Community Health. 1985;39(1):20–6.

108. Zorzenon dos Santos RM, Amador A, de Souza WV, de Albuquerque MF,
Ponce Dawson S, Ruffino-Netto A, Zarate-Blades CR, Silva CL. A dynamic
analysis of tuberculosis dissemination to improve control and surveillance.
PLoS One [Electronic Resource]. 2010;5(11):e14140.

109. Touray K, Adetifa IM, Jallow A, Rigby J, Jeffries D, Cheung YB, Donkor S,
Adegbola RA, Hill PC. Spatial analysis of tuberculosis in an urban west

African setting: is there evidence of clustering? Tropical Med Int Health.
2010;15(6):664–72.

110. Tadesse T, Demissie M, Berhane Y, Kebede Y, Abebe M. The clustering of
smear-positive tuberculosis in Dabat, Ethiopia: a population based cross
sectional study. PLoS One [Electronic Resource]. 2013;8(5):e65022.

111. Shah L, Choi HW, Berrang-Ford L, Henostroza G, Krapp F, Zamudio C,
Heymann SJ, Kaufman JS, Ciampi A, Seas C, et al. Geographic predictors of
primary multidrug-resistant tuberculosis cases in an endemic area of Lima,
Peru. Int J Tuber Lung Dis. 2014;18(11):1307–14.

112. Lin HH, Shin SS, Contreras C, Asencios L, Paciorek CJ, Cohen T. Use of spatial
information to predict multidrug resistance in tuberculosis patients, Peru.
Emerg Infect Dis. 2012;18(5):811–3.

113. Lai PC, Low CT, Tse WS, Tsui CK, Lee H, Hui PK. Risk of tuberculosis in high-
rise and high density dwellings: an exploratory spatial analysis. Environ
Pollution (Barking, Essex : 1987). 2013;183:40–5.

114. Kolifarhood G, Khorasani-Zavareh D, Salarilak S, Shoghli A, Khosravi N. Spatial
and non-spatial determinants of successful tuberculosis treatment outcomes:
an implication of geographical information systems in health policy-making in
a developing country. J Epidemiol Glob Health. 2015;5(3):221–30.

115. Hino P, Villa TC, Sassaki CM, Nogueira Jde A, dos Santos CB. Geoprocessing
in health area. Rev Latino-Am Enfermagem. 2006;14(6):939–43.

116. Ge E, Lai PC, Zhang X, Yang X, Li X, Wang H, Wei X. Regional transport and
its association with tuberculosis in the Shandong province of China, 2009-
2011. J Transp Geogr. 2015;46:232–43.

117. Dragioevio S, Schuurman N, Fitzgerald J. The utility of exploratory spatial
data analysis in the study of tuberculosis incidences in an urban Canadian
population. Cartographica. 2004;39(2):29–39.

118. Dominkovics P, Granell C, Pérez-Navarro A, Casals M, Orcau À, Caylà JA.
Development of spatial density maps based on geoprocessing web
services: application to tuberculosis incidence in Barcelona, Spain. Int J
Health Geogr. 2011;10.

119. Dogba JB, Cadmus SI, Olugasa BO. Mapping of Mycobacterium tuberculosis
cases in post-conflict Liberia, 2008-2012: a descriptive and categorical analysis of
age, gender and seasonal pattern. Afr J Med Med Sci. 2014;(43 Suppl):117–24.

120. De Abreu E Silva M, Di Lorenzo Oliveira C, Teixeira Neto RG, Camargos PA.
Spatial distribution of tuberculosis from 2002 to 2012 in a midsize city in
Brazil. BMC Public Health. 2016;16(1).

121. Cegielski JP, Griffith DE, McGaha PK, Wolfgang M, Robinson CB, Clark PA,
Hassell WL, Robison VA, Walker KP Jr, Wallace C. Eliminating tuberculosis
one neighborhood at a time.[Reprint in Rev Panam Salud Publica. 2013 Oct;
34(4):284-94 Note: Original is in English and republished one is in Spanish.;
PMID: 24301742], [Reprint in Am J Public Health. 2014 Apr;104 Suppl 2:S214-
33; PMID: 24899457]. Am J Public Health. 2013;103(7):1292–300.

122. Cadmus SI, Akingbogun AA, Adesokan HK. Using geographical information
system to model the spread of tuberculosis in the University of Ibadan,
Nigeria. Afr J Med Med Sci. 2010;39(Suppl):193–9.

123. Zhou H, Yang X, Zhao S, Pan X, Xu J. Spatial epidemiology and risk factors
of pulmonary tuberculosis morbidity in Wenchuan earthquake-stricken area.
J Evid-Based Med. 2016;9(2):69–76.

124. Yeh YP, Chang HJ, Yang J, Chang SH, Suo J, Chen THH. Incidence of
tuberculosis in mountain areas and surrounding townships: dose-response
relationship by geographic analysis. Ann Epidemiol. 2005;15(7):526–32.

125. Yang X, Liu Q, Zhang R. Epidemiology of pulmonary tuberculosis in
Wenchuan earthquake stricken area: population-based study. J Evid-Based
Med. 2013;6(3):149–56.

126. Uthman OA. Spatial and temporal variations in incidence of tuberculosis in
Africa, 1991 to 2005. World Health Popul. 2008;10(2):5–15.

127. Randremanana RV, Richard V, Rakotomanana F, Sabatier P, Bicout DJ.
Bayesian mapping of pulmonary tuberculosis in Antananarivo, Madagascar.
BMC Infect Dis. 2010;10 (no pagination)(21).

128. Pereira AG, Medronho Rde A, Escosteguy CC, Valencia LI, Magalhaes Mde A.
Spatial distribution and socioeconomic context of tuberculosis in Rio de
Janeiro, Brazil. Rev Saude Publica. 2015;49:48.

129. Pang PTT, Leung CC, Lee SS. Neighbourhood risk factors for tuberculosis in
Hong Kong. Int J Tuber Lung Dis. 2010;14(5):585–92.

130. Nana Yakam A, Noeske J, Dambach P, Bowong S, Fono LA, Ngatchou-
Wandji J. Spatial analysis of tuberculosis in Douala, Cameroon:
clustering and links with socio-economic status. Int J Tuber Lung Dis.
2014;18(3):292–7.

131. Maciel ELN, Pan W, Dietze R, Peres RL, Vinhas SA, Ribeiro FK, Palaci M,
Rodrigues RR, Zandonade E, Golub JE. Spatial patterns of pulmonary

Shaweno et al. BMC Medicine  (2018) 16:193 Page 16 of 18



tuberculosis incidence and their relationship to socio-economic status in
Vitoria, Brazil. Int J Tuber Lung Dis. 2010;14(11):1395–402.

132. Lopez De Fede A, Stewart JE, Harris MJ, Mayfield-Smith K. Tuberculosis in
socio-economically deprived neighborhoods: missed opportunities for
prevention. Int J Tuber Lung Dis. 2008;12(12):1425–30.

133. Liu Y, Li X, Wang W, Li Z, Hou M, He Y, Wu W, Wang H, Liang H, Guo
X. Investigation of space-time clusters and geospatial hot spots for the
occurrence of tuberculosis in Beijing. Int J Tuber Lung Dis. 2012;16(4):
486–91.

134. Lim JR, Gandhi NR, Mthiyane T, Mlisana K, Moodley J, Jaglal P, Ramdin N,
Brust JCM, Ismail N, Rustomjee R, et al. Incidence and geographic
distribution of extensively drug-resistant tuberculosis in KwaZulu-Natal
Province, South Africa. PLoS One. 2015;10(7).

135. Li L, Xi YL, Ren F. Spatio-temporal distribution characteristics and trajectory
similarity analysis of tuberculosis in Beijing, China. Int J Environ Res Public
Health. 2016;13(3).

136. Kistemann T, Munzinger A, Dangendorf F. Spatial patterns of tuberculosis
incidence in Cologne (Germany). Soc Sci Med. 2002;55(1):7–19.

137. Kakchapati S, Choonpradub C, Lim A. Spatial and temporal variations in
tuberculosis incidence, Nepal. Southeast Asian J Trop Med Public Health.
2014;45(1):95.

138. Hassarangsee S, Tripathi NK, Souris M. Spatial pattern detection of
tuberculosis: a case study of Si Sa Ket province, Thailand. Int J Environ Res
Public Health. 2015;12(12):16005–18.

139. Ge E, Zhang X, Wang X, Wei X. Spatial and temporal analysis of tuberculosis
in Zhejiang Province, China, 2009–2012. Infect Dis Poverty. 2016;5(1) (no
pagination)(11).

140. Fluegge KR. Using spatial disease patterns and patient-level characteristics
to describe prevalence elastic behavior in treatment for latent tuberculosis
infection (LTBI). Public Health Nurs. 2015;32(5):517–31.

141. Couceiro L, Santana P, Nunes C. Pulmonary tuberculosis and risk factors in
Portugal: a spatial analysis. Int J Tuber Lung Dis. 2011;15(11):1445–54.

142. Chandrasekaran SK, Arivarignan G. Disease mapping using mixture
distribution. Indian J Med Res. 2006;123(6):788–98.

143. Burgess L. Tuberculosis and urban ecological structure: the Derby case,
1979–83. East Midland Geogr. 1986;9(1–2):9–20.

144. Beyers N, Gie RP, Zietsman HL, Kunneke M, Hauman J, Tatley M, Donald PR.
The use of a geographical information system (GIS) to evaluate the
distribution of tuberculosis in a high-incidence community. South Afr Med J
Suid-Afrikaanse Tydskrif Vir Geneeskunde. 1996;86(1):40–1 44.

145. Alvarez-Hernandez G, Lara-Valencia F, Reyes-Castro PA, Rascon-Pacheco RA.
An analysis of spatial and socio-economic determinants of tuberculosis in
Hermosillo, Mexico, 2000-2006. Int J Tuber Lung Dis. 2010;14(6):708–13.

146. Acevedo-Garcia D. Zip code-level risk factors for tuberculosis: neighborhood
environment and residential segregation in New Jersey, 1985-1992. Am J
Public Health. 2001;91(5):734–41.

147. Pinto ML, da Silva TC, Gomes LCF, Bertolozzi MR, Villavicencio LMM,
Azevedo KMFA, de Figueiredo TMRM. Occurrence of tuberculosis cases in
Crato, Ceará, from 2002 to 2011: a spatial analisys of specific standards. Rev
Brasil Epidemiol. 2015;18(2):313–25.

148. Srinivasan R, Venkatesan P. Bayesian spatio-temporal model for tuberculosis
in India. Indian J Med Res. 2015;142(April):478–80.

149. Schlattmann P, Dietz E, Bohning D. Covariate adjusted mixture models and
disease mapping with the program DismapWin. Stat Med. 1996;15(7–9):
919–29.

150. Zhao F, Cheng S, He G, Huang F, Zhang H, Xu B, Murimwa TC, Cheng J, Hu
D, Wang L. Space-time clustering characteristics of tuberculosis in China,
2005-2011. PLoS One. 2013, 8(12).

151. Zaragoza Bastida A, Hernandez Tellez M, Bustamante Montes LP, Medina
Torres I, Jaramillo Paniagua JN, Mendoza Martinez GD, Ramirez Duran N.
Spatial and temporal distribution of tuberculosis in the State of Mexico,
Mexico. Thescientificworldjournal. 2012;2012:570278.

152. Yamamura M, de Freitas IM, Santo Neto M, Chiaravalloti Neto F, Popolin MA,
Arroyo LH, Rodrigues LB, Crispim JA, Arcencio RA. Spatial analysis of
avoidable hospitalizations due to tuberculosis in Ribeirao Preto, SP, Brazil
(2006-2012). Rev Saude Publica. 2016(50):20.

153. Tiwari N, Kandpal V, Tewari A, Rao KRM, Tolia VS. Investigation of
tuberculosis clusters in Dehradun city of India. Asian Pac J Trop Med. 2010;
3(6):486–90.

154. Tiwari N, Adhikari CM, Tewari A, Kandpal V. Investigation of geo-spatial
hotspots for the occurrence of tuberculosis in Almora district, India,

using GIS and spatial scan statistic. Int J Health Geogr [Electronic
Resource]. 2006;5:33.

155. Santos Neto M, Yamamura M, Garcia MC, Popolin MP, Rodrigues LB,
Chiaravalloti Neto F, Fronteira I, Arcencio RA. Pulmonary tuberculosis in Sao
Luis, State of Maranhao, Brazil: space and space-time risk clusters for death
(2008-2012). Rev Soc Bras Med Trop. 2015;48(1):69–76.

156. Randremanana RV, Sabatier P, Rakotomanana F, Randriamanantena A,
Richard V. Spatial clustering of pulmonary tuberculosis and impact of the
care factors in Antananarivo City. Tropical Med Int Health. 2009;14(4):429–37.

157. Rakotosamimanana S, Mandrosovololona V, Rakotonirina J, Ramamonjisoa J,
Ranjalahy JR, Randremanana RV, Rakotomanana F. Spatial analysis of
pulmonary tuberculosis in Antananarivo Madagascar: tuberculosis-related
knowledge, attitude and practice. PLoS One. 2014;9(11).

158. Onozuka D, Hagihara A. Geographic prediction of tuberculosis clusters in
Fukuoka, Japan, using the space-time scan statistic. BMC Infect Dis. 2007;7.

159. Olfatifar M, Karami M, Hosseini SM, Parvin M. Clustering of pulmonary
tuberculosis in Hamadan province, west of Iran: a population based cross
sectional study (2005-2013). J Res Health Sci. 2016;16(3):166–9.

160. Gomez-Barroso D, Rodriguez-Valin E, Ramis R, Cano R. Spatio-temporal
analysis of tuberculosis in Spain, 2008-2010. Int J Tuber Lung Dis. 2013;17(6):
745–51.

161. Tsai PJ, Lin ML, Chu CM, Perng CH. Spatial autocorrelation analysis of health
care hotspots in Taiwan in 2006. BMC Public Health. 2009;9.

162. Mokrousov I. Genetic geography of Mycobacterium tuberculosis Beijing
genotype: a multifacet mirror of human history? Infect Genet Evol. 2008;8(6):
777–85.

163. Brassard P, Henry KA, Schwartzman K, Jomphe M, Olson SH. Geography and
genealogy of the human host harbouring a distinctive drug-resistant strain
of tuberculosis. Infect Genet Evol. 2008;8(3):247–57.

164. Li T, He XX, Chang ZR, Ren YH, Zhou JY, Ju LR, Jia ZW. Impact of new
migrant populations on the spatial distribution of tuberculosis in Beijing. Int
J Tuber Lung Dis. 2011;15(2):163–8.

165. Wallace D. The resurgence of tuberculosis in New York City: a mixed
hierarchically and spatially diffused epidemic. Am J Public Health. 1994;
84(6):1000–2.

166. Wei W, Wei-Sheng Z, Ahan A, Ci Y, Wei-Wen Z, Ming-Qin C. The
characteristics of TB epidemic and TB/HIV co-infection epidemic: a 2007–
2013 retrospective study in Urumqi, Xinjiang Province, China. PloS One.
2016;11(10):e0164947.

167. Egunjobi L. Spatial distribution of mortality from leading notifiable diseases
in Nigeria. Soc Sci Med. 1993;36(10):1267–72.

168. Marlow MA, Maciel EL, Sales CM, Gomes T, Snyder RE, Daumas RP, Riley LW.
Tuberculosis DALY-gap: spatial and quantitative comparison of disease
burden across urban slum and non-slum census tracts. J Urban Health.
2015;92(4):622–34.

169. Mathema B, Bifani PJ, Driscoll J, Steinlein L, Kurepina N, Moghazeh SL,
Shashkina E, Marras SA, Campbell S, Mangura B, et al. Identification and
evolution of an IS6110 low-copy-number Mycobacterium tuberculosis
cluster. J Infect Dis. 2002;185(5):641–9.

170. Souza WV, Ximenes R, Albuquerque MFM, Lapa TM, Portugal JL, Lima MLC,
Martelli CMT. The use of socioeconomic factors in mapping tuberculosis risk
areas in a city of northeastern Brazil. Rev Panamericana de Salud Publica/
Pan American Journal of Public Health. 2000;8(6):403–10.

171. Yamamura M, Santos-Neto M, dos Santos RA, Garcia MC, Nogueira JA,
Arcencio RA. Epidemiological characteristics of cases of death from
tuberculosis and vulnerable territories. Rev Latino-Am Enfermagem. 2015;
23(5):910–8.

172. Perri BR, Proops D, Moonan PK, Munsiff SS, Kreiswirth BN, Kurepina N,
Goranson C, Ahuja SD. Mycobacterium tuberculosis cluster with developing
drug resistance, New York, New York, USA, 2003-2009. Emerg Infect Dis.
2011;17(3):372–8.

173. Terlikbayeva A, Hermosilla S, Galea S, Schluger N, Yegeubayeva S, Abildayev
T, Muminov T, Akiyanova F, Bartkowiak L, Zhumadilov Z, et al. Tuberculosis
in Kazakhstan: analysis of risk determinants in national surveillance data.
BMC Infect Dis. 2012;12 (no pagination)(262).

174. Lima MD, Martins-Melo FR, Heukelbach J, Alencar CH, Boigny RN, Ramos
AN. Mortality related to tuberculosis-HIV/AIDS co-infection in Brazil, 2000-
2011: epidemiological patterns and time trends. Cadernos Saude Publica.
2016;32(10):e00026715.

175. Santos Neto M, Yamamura M, Garcia MCC, Popolin MP, Rodrigues LBB,
Chiaravalloti Neto F, Fronteira I, Arcêncio RA. Pulmonary tuberculosis in São

Shaweno et al. BMC Medicine  (2018) 16:193 Page 17 of 18



Luis, State of Maranhão, Brazil: space and space-time risk clusters for death
(2008-2012). Rev Soc Bras Med Trop. 2015;48(1):69–76.

176. Sousa P, Oliveira A, Gomes M, Gaio AR, Duarte R. Longitudinal clustering of
tuberculosis incidence and predictors for the time profiles: the impact of
HIV. Int J Tuber Lung Dis. 2016;20(8):1027–32.

177. Crisan A, Wong HY, Johnston JC, Tang P, Colijn C, Otterstatter M, Hiscoe L,
Parker R, Pollock SL, Gardy JL. Spatio-temporal analysis of tuberculous
infection risk among clients of a homeless shelter during an outbreak. Int J
Tuber Lung Dis. 2015;19(9):1033–8.

178. Feske ML, Teeter LD, Musser JM, Graviss EA. Giving TB wheels: public
transportation as a risk factor for tuberculosis transmission. Tuberculosis.
2011;91(Suppl 1):S16–23.

179. Herrero MB, Arrossi S, Ramos S, Braga JU. Spatial analysis of the tuberculosis
treatment dropout, Buenos Aires, Argentina. Rev Saude Publica. 2015;49.

180. Jacob BJ, Krapp F, Ponce M, Gottuzzo E, Griffith DA, Novak RJ. Accounting
for autocorrelation in multi-drug resistant tuberculosis predictors using a set
of parsimonious orthogonal eigenvectors aggregated in geographic space.
Geospat Health. 2010;4(2):201–17.

181. Kang J, Zhang N, Shi R. A Bayesian nonparametric model for spatially
distributed multivariate binary data with application to a multidrug-resistant
tuberculosis (MDR-TB) study. Biometrics. 2014;70(4):981–92.

182. Leung CC, Yew WW, Tam CM, Chan CK, Chang KC, Law WS, Wong MY, Au
KF. Socio-economic factors and tuberculosis: a district-based ecological
analysis in Hong Kong. Int J Tuber Lung Dis. 2004;8(8):958–64.

183. Nunes C, Duarte R, Veiga AM, Taylor B. Who are the patients that default
tuberculosis treatment? - space matters! Epidemiol Infect. 2017:1–5.

184. Nunes C, Taylor BM. Modelling the time to detection of urban tuberculosis
in two big cities in Portugal: a spatial survival analysis. Int J Tuber Lung Dis.
2016;20(9):1219–25.

185. Obasanya J, Abdurrahman ST, Oladimeji O, Lawson L, Dacombe R,
Chukwueme N, Abiola T, Mustapha G, Sola C, Dominguez J, et al.
Tuberculosis case detection in Nigeria, the unfinished agenda. Tropical Med
Int Health. 2015;20(10):1396–402.

186. Rodrigues AL Jr, Ruffino-Netto A, de Castilho EA. Spatial distribution of M.
tuberculosis-HIV coinfection in Sao Paulo State, Brazil, 1991-2001.
[Portuguese, English]. Rev Saude Publica. 2006;40(2):265–70.

187. Ross JM, Cattamanchi A, Miller CR, Tatem AJ, Katamba A, Haguma P, Handley
MA, Davis JL. Investigating barriers to tuberculosis evaluation in Uganda using
geographic information systems. Am J Trop Med Hyg. 2015;93(4):733–8.

188. Tipayamongkholgul M, Podang J, Siri S. Spatial analysis of social
determinants for tuberculosis in Thailand. J Med Assoc Thailand =
Chotmaihet Thangphaet. 2013;96(Suppl 5):S116–21.

189. Wanyeki I, Olson S, Brassard P, Menzies D, Ross N, Behr M, Schwartzman K.
Dwellings, crowding, and tuberculosis in Montreal. Soc Sci Med. 2006;63(2):501–11.

190. Rodrigues-Junior AL, Ruffino-Netto A, de Castilho EA. Spatial distribution of the
human development index, HIV infection and AIDS-tuberculosis comorbidity:
Brazil, 1982-2007. Rev Brasil Epidemiol. 2014;17(Suppl 2):204–15.

191. Santos-Neto M, Yamamura M, Garcia MC, Popolin MP, Silveira TR, Arcencio
RA. Spatial analysis of deaths from pulmonary tuberculosis in the city of Sao
Luis, Brazil. J Bras Pneumol. 2014;40(5):543–51.

192. Uthman OA, Yahaya I, Ashfaq K, Uthman MB. A trend analysis and sub-
regional distribution in number of people living with HIV and dying with TB
in Africa, 1991 to 2006. Int J Health Geogr [Electronic Resource]. 2009;8:65.

193. Carter A, Zwerling A, Olson S, Tannenbaum T-N, Schwartzman K.
Tuberculosis and the city. Health Place. 2009;15(3):807–13.

194. Chamie G, Wandera B, Marquez C, Kato-Maeda M, Kamya MR, Havlir DV,
Charlebois ED. Identifying locations of recent TB transmission in rural Uganda:
a multidisciplinary approach. Trop Med Int Health. 2015;20(4):537–45.

195. McGuigan MA, Yamada J. The geographic distribution of tuberculosis and
pyridoxine supply in Ontario. Can J Hospital Pharm. 1995;48(6):348–51.

196. Strauss R, Fulop G, Pfeifer C. Tuberculosis in Austria 1995-99: geographical
distribution and trends. Euro surveillance. 2003;8(1):19–26.

197. Smith CM, Hayward AC. DotMapper: an open source tool for creating
interactive disease point maps. BMC Infect Dis. 2016;16:145.

198. MRC Tuberculosis and chest Diseases Unit. The geographical distribution of
tuberculosis notifications in a national survey of England and Wales (1978–
79). Report from the Medical Research Council Tuberculosis and Chest
Diseases Unit. Tubercle. 1982;63(2):75–88.

199. Bai J, Zou G, Mu S, Ma Y. Using spatial analysis to identify tuberculosis
transmission and surveillance. In: Lecture Notes in Electrical Engineering, vol.
277: LNEE; 2014. p. 337–44.

Shaweno et al. BMC Medicine  (2018) 16:193 Page 18 of 18


	Abstract
	Background
	Methods
	Results
	Conclusions

	Background
	Methods
	Data source and search strategy
	Eligibility, and inclusion and exclusion criteria
	Data extraction and synthesis

	Results
	Study characteristics
	Key objectives of included studies
	Types of TB disease analysed
	Data used and scale of analysis
	Methods in the spatial analysis of TB
	Data visualisation
	Approaches used to account for data sparseness

	Spatial cluster (hotspot) identification
	False-positive clustering

	Spatiotemporal analysis
	Temporal scale
	Approaches

	Spatial statistical modelling
	Results from spatial analysis
	Geographic distribution of TB
	Correlations with social and environmental factors
	Space-time analysis to detect TB outbreaks
	Spatial analysis of the source of TB infection
	Identifying local drivers
	Temporal distribution of genotypically clustered cases
	Use of spatial methods to inform public health interventions


	Discussion
	Conclusions
	Appendix
	Search strings
	Search terms used in Embase, Medline, PsycInfo, Scopus and Web of Science
	Medline and PsycInfo
	Embase
	Scopus
	Web of science


	Additional file
	Abbreviations
	Acknowledgements
	Funding
	Availability of data and materials
	Authors’ contributions
	Ethics approval and consent to participate
	Consent for publication
	Competing interests
	Publisher’s Note
	Author details
	References

