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Context   

 Underestimation of the burden of TB disease among children due to poor 
diagnostics and non-specific presentations.  

 

 Only 45% of the global estimated 1M children with TB were notified in 2017 

 

 Majority are at risk of preventable TB related complications and death. 

 

 Only 23% of the global estimated 1.3 M eligible under five contacts were 
initiated on TB preventive therapy in 2017 

 

 Urgent need to strengthen LTBI treatment among eligible childhood TB 
contacts 

 



Global TB Report 2018 



More than enough evidence to support TB preventive Therapy !!!  



Effect of household TB contact management  

Highlights  
 Full implementation of 

household contact management 
in children < 15 years would 
prevent:- 

 
 159 500 case (75% UI 147 000–

170 900) cases of TB 
 
108 400 (75% UI 98 800–116 

700) deaths due to TB 
 



Examples of Implementing TB preventive Therapy under routine national TB programs  
A. Evaluations of current programmatic practice 

Study  Setting  Study population Methods Findings  

Osman, 2013 14 primary health care 

facilities in Cape Town 

< 5 year old household 

contacts 

Retrospective review of 

electronic data records  

  

 33.3% of 1179 records of infectious adult TB 

cases had no documentation of contacts 

 Of the 525 contacts aged <5 years who were 

documented, less than half were screened 

for TB  

 141 (27%) contacts initiated IPT  

 Only 18 (13%) completed IPT 

Van Wyk, 2011 Primary community 

clinics in Cape Town 

< 5 year old household 

contacts 

Record review of 

routinely collected 

program data 

 46% (310) of the TB case clinical charts did 

not have contacts documented 

 4 of the 149 under five contacts were 

screened  

 Only 1% (2) were initiated on IPT 

 2 of the 56 under five contacts of non-

infectious cases were screened and 1 was 

started on IPT contrary to recommendations 

Claessens, 2002 44 districts hospitals in 

Malawi 

< 5 year old household 

contacts 

Cross sectional study 

by the Malawi NTP 

 Only 21% of 659 smear positive patients had 

been informed about the need to screen 

their children for TB 

 Only 9% of the 365 children were screened 

for TB 

 22 (6%) of children received IPT 



Examples of Implementing TB preventive Therapy under routine national TB programs  

B. Successful Programmatic Interventions 

Study  Setting  Study population Methods Findings  

Adjobimey, (2016) Benin NTP Clinics < 5 year old household 

contacts of smear 

positive TB 

Integrating the contact 

management program 

under the NTP 

Patients were asked to 

bring their under-five 

contacts to TB 

treatment visits and a 

phone call or home 

visit for missed 

appointments was 

made 

 496 under 5 year old household contacts 

were initiated on 6 months IPT with an 

initiation rate of= 99.6%;  

 The IPT completion rate was 86.1% with 

adherence based on clinic attendance 

  

Van Soelen, 2013 Urban clinic setting in 

Cape Town  

< 5 year old household 

contacts 

Introduction of an IPT 

register in the clinic 

 More child contacts per adult case were 

identified (0.7 (54 children) vs. 0.3 (24 

children)) as compared to pre-register 

 An increase in the number of children 

started on IPT (54 vs. 4) was observed 

 37% of those who started, completed 

therapy compared to no information during 

pre-register period 



GAPS IN TB 
CONTACT 

MANAGEMENT 
POLICY AND 

IMPLEMENTATION 

Care giver related factors 

1.Lack of awareness 

2. Attitude – giving medicines to a well 
child  

3. Concern for undesired effects 

4. Transport costs 

5. Patient transfers 

6. Relocation 

7. Lack of convenient appointment times 

8. Duration of therapy  

 

 

  

Health provider related factors 

1. Limited health worker confidence  

2. Unclear eligibility criteria 

3. Fear of long-term isoniazid resistance 

4. Concern over availability of the supplies 

5. Sub optimal implantation of active 
contact investigation  

  

Health system related factors 

1. Lack of standardized of policy guidelines 2. 
Lack of a sensitive TB screening tool 

3. Varying eligibility for non-HIV infected 
individuals (different WHO eligibility criteria 
for low and high TB endemic settings) 

4. Lack of standardized management tools 
(including reporting) for TPT 

5. Sub optimal implementation of contact 
tracing 

5. Need for accreditation of health facilities in 
some countries 

6. Cost 

7. Lack of program indicators on IPT  

8.  

9. Interrupted supplies 

10. Fragmentation of monitoring and 
evaluation systems among multiple service 
providers 

11. Large, unregulated private health sector  



Opportunities for Improving TB contact Management    
Service delivery 

TB Contact investigation 

Child survival programs (IMCI, 
ICCM)  

Monitoring and evaluation 
tools    

Health work force  

Effective training and mentorship 
strategies  

Information 

Guidelines  

Monitoring and evaluation tools 

Community engagement 
(ENGAGE-TB) 

E-HMIS  
 

Medical products, 
vaccines, and 
technologies 

Shorter TB preventive regimen  

Child friendly formulations 

Rapid TB diagnostics – Xpert 

E-Health Information System 

    

Financing 

Country specific budgets  

Bilateral and Multilateral 
agencies 

Global Fund  

(Medicines, Diagnostics, 
Catastrophic costs)  

 

Leadership and 
Governance  

Country specific multisector 
plans   

Child and Adolescent TB Road 
map 2018 

END Strategy 

Commitment from the UN HLM 

 HEALTH SYSTEM FRAMEWORK: BUILDING BLOCKS  



UNTIL NO CHILD DIES OF TB !!!!!! 


