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Abstract

Introduction: Tuberculosis is a Chronic necrotizing disease caused by Mycobacterium tuberculosis
complex. Children are highly susceptible to tuberculosis infection and disease contacted with pulmonary
positive tuberculosis patients. Up to seventy percent of children living in the same household with
infectious tuberculosis patients will become infected. Thus, early contact screening and Isoniazid
prophylaxis is a preventive mechanism for under five children who had contact with pulmonary positive
tuberculosis patients.

Objective: The objective of this study was to assess contact screening and isoniazid prophylaxis of
children under age five among pulmonary positive tuberculosis patients in Bahir Dar special

administrative zone, north-west Ethiopia.

Methods: A facility based cross sectional study design was conducted from March 1-30/2016 in Bahir
Dar special administration zone, Amhara Region. Interviewer administered questionnaire was used
and 255 Pulmonary positive tuberculosis patients who had under five year children were interviewed
about contact screening & Isoniazid prophylaxis for their under five children. Epi data version 3.1 was
used for data entry and SPSS version 20 was used for analysis. Each independent variable was assessed
for statistically significant association with the dependent variables in bivariate analysis. Those variables
found less than 0.25 p-value by bivariate analysis were entered into multiple Logistic regression to
identify statistically significant independent factors when the effect of other variables is adjusted.
Adjusted odds ratio at 95% CI and p-value of less than 0.05 are presented.

Results: - About 255 PTB* patients were interviewed and 260 under five children were identified. Of
them 149 (57.3 %) were screened for TB disease and 11 (4.2 %) were developed disease. From disease
free contacts and those screened, 44 (16.9 %) were started IPT. Contact screening was associated with
attitude towards contact screening (P =0.001). Contact screening was higher among females (AOR=5.3,
95% CI, (1.2, and 23.2)) and HIV positive patients were nineteen times more likely to screening
adherence (AOR =19, 95 % CI: (2.1, 16.87). IPT was also associated with relationship of index cases
with contacts (AOR= 0.1, 95 % CI: (0.01, 0.5)) and knowledge towards TB and IPT (P < 0.001).

Conclusion: - Under five children contact screening and IPT is low in Bahir Dar special zone. Those
participants who got contact screening and IPT information were only from HCWs. HCWs should
increase patients’ knowledge & creating positive attitude towards under five contact screening and IPT.

Health facilities should give contact screening and Isoniazid preventive therapy information of

contacted under five children for every PTB™ patients and need strict follow up of them.
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CHAPTER ONE
1. INTRODUCTION

1.1. Background

Tuberculosis is a Chronic necrotizing disease caused by Mycobacterium tuberculosis complex
(1). The species commonly involved are M. tuberculosis, M.bovis, M. Africanum and M.microti.
M.Tuberculosis is by far the commonest(1). It is most commonly transmitted through an airborne
route (2). Ninety percent of the transmission occurring in the community is by patients with
pulmonary TB smear positive cases (3). It is estimated that, a single pulmonary TB patient can
infect 10 to 15 individuals in contact with him/her per year (4). Up to seventy percent of
children living in the same household with infectious TB patient will become infected, and more

than twenty percent of them will develop active TB disease, usually within 1 year (5).

It is estimated that one third of the world’s population is infected with M. tuberculosis and each
year, about nine million people develop TB, of whom about one million (11%) occur in children
(under 15 years of age) and about 2 million die . worldwide, the reported percentage of all TB
cases occurring in children varies from 3% to more than 25%.(6).

Tuberculosis is one of the leading infectious diseases in Ethiopia. In 2014/2015, a total of
135,831 TB cases (all forms) were reported. Of this, thirty-five percent were bacteriologically
confirmed pulmonary TB cases (7).

Children living in close and prolonged contact with smear-positive pulmonary TB are at high
risk of TB infection and disease (8).Screening for TB infection and providing treatment to
prevent progression to active disease are important in the ultimate elimination of tuberculosis(9).
INH is used for all under five children with infection who have not yet developed disease and
had household contacts with sputum smear-positive TB (10). WHO recommends IPT in daily
base for at least 6 months (11). Disease progression can be halted by using INH up to 93% for
under five children (12) and 59% among children aged 15 years or younger (13). Health care
workers are responsible to inform patients to bring their children for screening but not routinely

done and sometimes they are not volunteer to prescribe INH prophylaxis (14,15).



1.2. Statement of the problem

Tuberculosis causes ill-health among millions of people each year and ranks as the second
leading cause of death from an infectious disease worldwide (16). Worldwide every second a
person is infected with tuberculosis and every 15 seconds someone dies as a consequence of
tuberculosis(17). Childhood TB is a significant cause of morbidity, mortality, and health care
expenditure (8). Over 500,000 children were newly diagnosed with tuberculosis disease in 2012,
and 74,000 died (18). In 2013, the largest number of new TB cases occurred in the South-East
Asia and Western Pacific Regions, accounting for 56% of new cases globally(19). However,
Africa carried the greatest proportion of new cases per population with 280 cases per 100 000
population in 2013.In 2013, an estimated 550 000 children became ill with TB and 80 000 HIV
negative children died of TB globally (19). In 2014, TB killed 1.5 million people and 140000

were children (20).

Childhood TB has been neglected for years despite the fact that children are at high risk of
acquiring TB infection and die of TB disease (21). Exposure to TB at home was 66% excess
mortality compared with community control children not exposed to TB at home (22).

Childhood TB contributes significantly to the global TB case load (15-20% of cases(23). Nearly
8-20 per cent of the deaths caused by tuberculosis occur in children (24).

High-burden countries have reported extremely poor compliance with screening and initiation of
IPT because of limited awareness of its benefits and inability to perform prerequisite screening
tests. Rates for the initiation of isoniazid preventive therapy in eligible children ranging from 1.3
to 26% have been reported in settings where tuberculosis is endemic (25,26).

In Ethiopia, childhood TB is still a major cause of hospital admission and death (27). In 2014, of

new cases notified in Ethiopia, fourteen percent were pediatric TB cases (28).

The funding required for a full response to the global TB epidemic in low- and middle-income
countries is estimated at US$ 8 billion per year in 2015. Based on self-reporting by countries,
funding for TB prevention, diagnosis and treatment reached US$ 6.6 billion in 2015, more than
double the level of 2006 (US$ 3.2 billion) (29).

In 2014 Ethiopia expensed around 43.5 million US$ for TB program which was covered both by
the country and international funders (27).



Contact tracing, investigation and prophylaxis of childhood contacts of adult TB cases are widely
recommended but rarely practiced in developing countries (5).

Even though contact screening and IPT is important and the national TB program suggested
routine INH prophylaxis for those who have contacted with PTB* patients(10), no research was
conducted to check whether this TB program is practiced properly or not in the study area as
well as in Ethiopia.

That’s why this study was planned to assess contact screening and INH prophylaxis practice of
children under age five among PTB" patients in Bahir Dar special zone, North-west Ethiopia.



1.3. Significance of the Study

This study will help to provide information for policy makers, governmental and
nongovernmental organizations about contact screening and INH prophylaxis practice of
underage five year children to prevent them from TB infection, disease and death. It will help to
aware the concerned body to take appropriate action based on this findings. The study will help
to understand the level of patients’ practice towards contact screening & INH prophylaxis for
their under five children and level of commitment of HCWSs towards screening & IPT. Moreover,
this study will also useful resource for further researches since limited researches were

conducted concerning to this program in the Amhara region and in Ethiopia.

Research questions
1. Do PTB" patients bring their under-five children for TB screening?
2. Do PTB" patients allow INH prophylaxis for their under-five children?
3. Do HCWs inform patients for contact screening and IPT availability of under five

children?



CHAPTER TWO

2. LITERATURE REVIEW

2.1. Literature Review
2.1.1. Practice towards Contact Screening and INH Prophylaxis

A study in India reported that, among the 220 contacts aged 0-14 years, only 31 (14%) had been
screened for TB disease. Of the 55 patients who had children aged <6 years, only 15 (27%)
stated that they had been informed about the provision of IPT for their children. Among children
aged <6 years, only 16 (19%) had been initiated on IPT, with no difference between rural and
urban groups(30). In another study in India reported that, a total of 172 children, <6 years of age
who were determined to be household contacts, 116 (67.5%) contacts were screened for TB
infection & disease, none were found to have TB disease, and 97 (84%) of them were on
IPT(31).

Of 1,091 identified index cases in a study conducted in Vietnam, there were 4,118 household
contacts, screening mainly relied on self-referral by household contacts. Of, 474 (11.5%) self-
referred for TB screening, while this screening proportion was only 5.5% among contacts under
5 years old (16/293) (32).

In Indonesia, 242 tuberculosis patients recruited to cohort study and interviewed. These patients
had 437 children (<15 years) contacts who were eligible for screening. 34 of the 437 (7.8%)
children contacts returned to the study clinic for screening within 3 months of the adult patient’s
diagnosis. Six of 15 children (40%) younger than 5 years who were eligible for isoniazid
preventive therapy actually received it. Screening of household contacts of sputum-smear-
positive tuberculosis cases is encouraged but is not subsidized for children in Indonesia(15).

Thailand, contact investigation is still not routinely done but it is performed by physician provide
education and recommend the active TB cases to bring their household to TB clinic for
investigation. However, most of them do not bring their household contacts under 15 years old to
the TB clinic (33).



In Thailand, screening compliance was 52%. Participants who were family member were more
likely to bring their household contacts to the TB clinic than the head of the household
(OR=1.73, 95%CI1=1.11-2.69) but household contact screening was not significantly associated

with gender, age, educational level, relationship with contacts(33).

A study conducted in Western Cape Province of South Africa in Suburb, of 171 under five
children contacted with PTB+ patients, 155 (91%) were came to health facility for evaluation.
From those evaluated, 81 (52%) were not infected, 22 (14%) infected and 52 (34%) were
developed disease (34).

A study conducted at a high TB-HIV burden primary health community clinic in Cape Town a
total of 1094 adult TB case folders were reviewed. From all identified contacts, 149 of under five
children should have received IPT based on local guidelines; in only 2/149 IPT was initiated
which is below 2% (25).

In a survey in South Africa, about 70% of child TB contacts were completely asymptomatic at
the time of screening. This suggests that asymptomatic high-risk contacts should be offered
immediate access to preventive therapy even if additional screening tests are unavailable (35).

In Nigeria a 27 pulmonary positive patients were screened 78 under 15 years children who are
found in their houses and (38/78 [53%]) of children were TST positive but none of them took
INH prophylaxis (36).

In Malawi, of 365 under five children who had household contacts of TB patients, only 33 (9%)
were actually screened for TB: 23 (6%) received IPT, 6 (2%) received anti- TB treatment, and, in
4 (1%), no action was taken (14). In another Malawian study, of actively screened child contacts,
39% of children came to the hospital for screening, of which only 40% (16% of total) returned
for screening results or medication (26).

A study done in Northern Ethiopia, the overall that pulmonary positive and pulmonary negative
household contact screening adherence was 33.7% (141 out of 418) in Amhara region but
pulmonary positive contact screening was 46.3% (76 out of 164). The adherence level differed in
HIV infected and HIV uninfected patients; being 35.3% and 34.2% respectively. This difference
was not significant (p-value = 0.354). But, relationship of the index case with contacts had

significant association (p = 0.03)(37).



2.1.2. HCWS Related Factors Affecting Screening and INH Prophylaxis

A survey conducted by the National Tuberculosis Programme in Malawi, Of 659 smear-positive
pulmonary tuberculosis patients, 267 (41%) had a total of 365 young children; but only 56
(21%) adult patients had been informed about childhood screening (14).

In a study conducted in Indonesia on 34 clinical staff’s knowledge and attitudes towards child
contact management, all staff agreed that child contacts should be screened but only 29% agreed
that disease-free child contacts younger than 5 years should receive isoniazid preventive therapy.
The development of multidrug resistant tuberculosis due to isoniazid preventive therapy was a
major concern. (15).

In a study conducted in India, Patients who were informed by HCWs to screen all close contacts

for TB were less than 24 % and among those patients with young child contacts (< 6 years), only
a quarter had been informed of the availability of IPT for these children (30).

In Thailand, doctors were reluctant to initiate therapy due to concerns about Isoniazid toxicity
and resistance. Thai doctors cited fears of adverse events and expressed concern over an increase

in resistance to INH and a lack of resources to conduct proper screening (33).

The knowledge, attitudes and practices of contacts and TB patients influence their ongoing
participation in contact investigation. There was strong acceptance of TB contact investigation

believing the program to be beneficial.(38)

In a study conducted in Amhara region, patients who took health education from HCW were
three times (AOR = 3.2(95% CI: 1.9, 5.5) more likely to adhere to contact screening as compared
to patients who did not take health education(37).

In the United States of America, medical graduates did not believe isoniazid preventive therapy

was protective against disease progression (39).
2.1.3. Patients Knowledge and Attitudes

In Thailand, contact investigation is still not routinely done but it is performed by physician
provide education and recommend the active TB cases to bring their household to TB clinic for

investigation. However, most of them do not bring their household contacts under 15 years old to
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the TB clinic (33). The household contact screening adherence of the TB patients was
significantly associated with a good knowledge of TB (OR=4.94, 95%CI=3.08-7.91), a high
perceived susceptibility (OR=11.93, 95%CI1=7.05-20.19), a high perceived severity (OR=10.06,
95%CI1=6.02-16.82), a high perceived benefit (OR=6.69, 95%CI1=4.08-10.97) (33).

Malawian study found that, despite the provision of clear information to sputum smear—positive
TB cases in the local language and using illustrations, only 8% of child case contacts were
brought for screening (40).

A study in Ethiopia, of 410 participants, 79.3% responded that transmission of TB would be
preventable and 80% knew that TB can be transmitted from a patient to another person and

15.6% didn’t know whether it can be transmitted or not (41).

In a study in Eastern Amhara region of Ethiopia, Inhaled droplets through coughing and sneezing
were recognized as the common source of TB infection that was recognized by 79.9% of 422
respondents & 281 (66%) respondents considered covering their mouth and nose as the most

commonly used method for preventing the spread and transmission of TB (42).



2.2. Conceptual Frame Work
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Figure 1: Conceptual Frame Work, Developed From Different Literatures from February — June 2016

(References: - KAP towards childhood TB in guardians of patients visiting pediatric OPD,

Sirindhorn  hospital,

Bangkok, 2009, Household Contact Screening Adherence among

Tuberculosis Patients in Northern Ethiopia, 2015, Tuberculosis Contact Screening and Isoniazid

Preventive Therapy in a South Indian District, 2011, Management of children exposed to

Mycobacterium tuberculosis: a public health evaluation in West Java, Indonesia, 2013)




CHAPTER THREE

3. OBJECTIVES

3.1. General objective

To assess contact screening and Isoniazid prophylaxis Practice and associated factors of children
under age five among pulmonary positive tuberculosis patients in Bahir Dar special zone,
Ambhara regional state, North-West Ethiopia, 2016.

3.2. Specific objectives:

+ To assess contact screening practice of children under age five among pulmonary
positive tuberculosis patients

+ To determine isoniazid prophylaxis practice of children under age five among pulmonary
positive tuberculosis patients

+ To identify factors affecting contact screening practice of children under age five among
pulmonary positive tuberculosis patients

+ To identify factors affecting isoniazid prophylaxis practice of children under age five

among pulmonary positive tuberculosis patients
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CHAPTER FOUR

4. METHODS AND MATERIALS

4.1. Study area

The study was conducted in Bahir Dar special administration zone in Amhara regional state.
Bahir Dar is situated on the southern shore of Lake Tana, the source of the Blue Nile. The city is
located approximately 565 km northwest of Addis Ababa, having an elevation of about 1,800
meters (5,906 feet) above sea level. Based on the 2007 Census conducted by the Central
Statistical Agency of Ethiopia (CSA), Bahir Dar Special Zone has a total population of 221,991,
of whom 113,535 were women; 180,174 ( 81.16%) were urban inhabitants, the rest of population
were living at rural kebeles around Bahir Dar. At the town of Bahir Dar there were 155,428
inhabitants; the rest of urban population was living at Meshenti, Tis Abay and Zege towns which
are part of Bahir Dar Special Zone.

According to Amhara regional health bureau 2007 EFY report, around 23307 TB cases of all
forms annually notified in Amhara region and around 5780 were bacteriologically confirmed
PTB cases.

In Bahir Dar special zone, there were around 989 TB patients of all forms and of this around
45% were pulmonary positive tuberculosis patients in the first quarter of 2008 EFY. In this zone,
there were eighteen governmental health facilities which were giving directly observed treatment

services (four hospitals and fourteen health centers).

4.2. Study Period
The study was conducted from March 1-30/2016.

4.3. Study Design

A facility based cross sectional study design was used to assess contact screening and INH
prophylaxis practice of children under age five among pulmonary tuberculosis patients

4.4. Source population

All pulmonary positive tuberculosis patients who had under five children were source

population of the study.
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4.5. Study population
The study population were all selected pulmonary positive tuberculosis patients who had under
five children.

4.6. Inclusion and exclusion criteria

4.6.1. Inclusion criteria
All pulmonary positive TB patients who had under five children at home and age greater than or
equal to eighteen years were involved.

4.6.2. Exclusion criteria
Pulmonary positive tuberculosis patients who were severely ill and who were in jail were

excluded from the study.

4.7. Sampling procedures

All health facilities (4 hospitals & 14 health centers) in Bahir Dar special administration zone
which were giving DOT services were included. From this health facilities, around 267 PTB*
patients who had house hold contacts of under-five children were found. All pulmonary positive
tuberculosis patients (census) who had under five children were listed from TB treatment
registration book and interviewed accordingly. But there were PTB* patients who didn’t register
their contacts (under five children) from registration book. Due to this reason, every day we were
collected all PTB+ patients at morning and selected those who had under five children at home
for interview. Patients’ TB treatment card were used for identification of those pulmonary

positive cases.
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4.8. Study variables

Independent variables Dependent variables
e Age e Contact screening practice
o Sex e INH prophylaxis practice
e religion

e Marital Status

e Residence

e Educational status

e Occupation

e Household income

e Relationship with child

e Number of under five children

e Age of <5 children

e HIV status

e Health Facilities

e Knowledge towards TB,
screening & IPT

e Attitude towards contact
screening & IPT

e HWs related factors

4.9. Data collection and measurements

Interviewer administered questionnaire was used to collect the data. The questionnaire included
socio-demographic, Knowledge of patients on tuberculosis, contact screening & INH
prophylaxis, Attitude of PTB™ patients towards contact screening & INH prophylaxis and health
workers related questions. Questionnaires were developed from different literatures
((15),(37),(43),(44)) and prepared in English originally and was translated into local language

(Amharic) and then translated back to English to check consistency before data collection.
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The knowledge part consisted of fifteen yes/No questions and individuals response which were
coded as 1 and 0 for “yes” and “No” answers respectively and their total score for the questions
were summed up and weighted out of fifteen. Then this weighted score were presented as
continuous variable and used for analysis. The same to this, attitude part consisted of five items
in five point Likert scale. Score of individuals for each item were summed up ranged from 5
minimum to 25 maximum total score after reverse coding for negatively worded items and this

was treated as continues variable for analysis.

The data collection took place by four college completed BSc and clinical nurses and one health

officer supervisor.

4.10. Data quality assurance

The questioners were translated from English to the local language (Amharic) and were re-
translated back to English by another translator to check consistency of the questioners. It was
also pretested from 5% related participants in Merawi town which is found 32 km far from the
study area before conducting the original one. Training was given for data collectors about the
data collection tool and how to collect data, to have common understandings. Each day
questionnaires were checked for completeness during data collection. Data were cleaned and
checked for outliers before analysis. Reliability test was checked using Cronbach’s’ alpha of 0.6

as cut off point for attitude and knowledge items and the result were 0.87 and0.74 respectively.

During data collection, those children who were screened and started INH prophylaxis & anti-TB
treatment were cross checked from INH prophylaxis and anti TB treatment registration books

respectively.

4.11. Data processing and analysis

After data collection, the questionnaires were checked for completeness and consistency,
retranslated to English from Ambharic and then the data was entered into EPI data version 3.1.
The data were coded and checked, finally exported to a statistical package for social science
(SPSS) version 20 soft-ware for analysis purpose. The data were analyzed using SPSS version 20
software. Descriptive statistics were done to describe the study variables. Each independent
variable was assessed for statistically significant association with the dependent variables in

bivariate analysis at 95% confidence interval and p-value of <0.25. Those variables whose p-
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values less than 0.25 during the bivariate analysis were fitted to the final multiple logistic
regression analysis (by using back ward LR method) to adjust for potential confounders. In the
final model, a p-value < 0.05 was considered as statistically significant. Goodness of fit of the
final models were checked using Hosmer and Lemeshow test of goodness fit for contact
screening and isoniazid prophylaxis and the results were 0.86 and 0.26 respectively. Significant
independent variables were declared by adjusted odds ratio at 95% confidence interval and P-

value of less than 0.05.

4.12. Operational definitions and definition of terms

4.12.1. Definition of terms

Index cases: - infectious cases (PTB™) who are source of infection for tuberculosis(45).

INH prophylaxis or IPT: is the provision of the drug isoniazid for primary infection in order to
sterilize lesions and prevent active tuberculosis development for people at high risk(10).
Smear-positive pulmonary TB (PTB*)
v' A patient with at least two initial sputum smear examinations positive for AFB by direct
microscopy,
Or

v/ A patient with one initial smear examination positive for AFB by direct microscopy and
culture positive,
Or

v/ A patient with one initial smear examination positive for AFB by direct microscope and
radiographic abnormalities consistent with active TB as determined by a clinician(1)
TB contacts:-is defined as living in the same household with sputum smear-positive pulmonary
TB cases (46)
Tuberculin or PPD — a liquid that is injected into the skin on the lower part of arm during TB
skin test(21)
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4.12.2. Operational definitions
Household contact screening: - screening of under five children from tuberculosis infection and

disease, who had contact with infectious index cases (PTB*) at home.

Knowledge of contact screening and IPT- measured by summed score of items approaching
the maximum sum scores consider as had high influence and to minimum sum scores as had low
influence on contact screening and IPT of under five year children.

Attitude towards contact screening and IPT- attitude items on 5-point Likert’s scale
approaching to the maximum sum of scores considering as had high influence and to minimum

sum scores as had low influence on contact screening and & IPT of under five children.

4.13. Ethical consideration

Ethical approval was obtained from Ethical Committee of Jimma University, school of Graduate
studies and was requested a co-operation from Amhara regional state health bureau. A support
letter was obtained from Amhara Regional Health Bureau and Bahir Dar Zonal Health
Department for each health facilities. During data collection informed oral consent was requested
from the study participants after they were introduced the objective of the study and informed
about their rights to withdraw the interview at any time. Privacy and confidentiality was

maintained during and after data collection.

4.14. Dissemination of the study result

The final result of this study will be presented to Jimma University, College of health science,
department of health education and behavioral science and then disseminated to Amhara regional
health bureau, Bahir Dar city administration health department and other concerned
governmental and nongovernmental organizations. Results will be presented in different
workshops, seminars and finally efforts will be made to publish the paper on the International

Journal of Tuberculosis and Lung Disease.
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CHAPTER FIVE

5. RESULTS

5.1. Socio-Demographic Characteristics of Study Population

A total of 255 pulmonary positive tuberculosis patients who had house hold contacts of under

five children were interviewed with response rate of 95.5 %.0ut of 255, 131 (51.4%) were males
and 168 (65.9%) were urban dwellers. About 212 (83.1 %) of respondents were from health

centers and more than half of the respondents, 134 (52.5) were married (Table 1). The mean age

of respondents is 31.44 years, = SD 9.56 with range of 18-59 years.

Table 1. Socio Demographic Characteristics of Respondents on Contact Screening and Isoniazid

Prophylaxis, In Bahir Dar Special Zone, from February —June 2016, (N = 255)

Variables Variable category Number %
Sex Male 131 514
Female 124 48.6
Religion Orthodox 239 93.7
Others* 16 6.3
Residence Urban 168 65.9
Rural 87 34.1
Marital status Married 134 525
Single 101 39.6
Widowed 13 5.1
Divorced 7 2.7
Educational status No formal education 75 29.4
Primary school education(1-8) 100 39.2
Secondary school educated (9-12) 71 27.8
College/University education 9 35
Occupation Farmer ‘ 50 19.6
Merchant 41 16.1
141

Student 36
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Housewife

23

371-600 Eth birr

>1050 Eth birr

>1/2 hour

*---Muslims & Protestants
**_--shoe shiners, housemaid, beggars, drivers

*# ---1 used quartile for income classification
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5.2. Under Five Children Related Information

From a total of 255 pulmonary tuberculosis patients interviewed, 260 house hold contacts of age
under five years were identified. Out of 260, 92 (35.4 %) children were greater than two years
and 79 (30.4 %) were less than one year (fig 2). About 153 (60 %) of the index cases were
parents of the contacted under five children, 5(2 %) of respondents had two under five year

contacts at home.

M > 2 years TB contacts

M 1-2 years TB contacts

W < 1year TB contacts

Figure 2: Number of Contacted Under Five Children with Age Distribution, In Bahir Dar
Special Zone, from February-June 2016, (N =260)

5.3. Knowledge of Respondents
Out of 255, 192 (75.3%) answered that tuberculosis is transmitted through air during coughing

and sneezing but only 142 (55.7 %) of respondents knew that cause of tuberculosis is bacteria.
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Table 2: Knowledge of Participants towards Tuberculosis, in Bahir Dar Special Zone, From
February- June 2016 (N=255)

Variables Category Number %

Definition of TB Cough > 2 weeks 252 98.8

Cause of tuberculosis Bacteria 142 55.7

Way of transmission of Air born 192 75.3

tuberculosis

Risk groups for tuberculosis < 5 children 205 80.4

infection at home

< 5 children can be prevented from TB infection at home 164 64.3

Prevention mechanisms separation of bed room 118 46.3
Using mask 86 33.7
separation of bed in same 80 31.4
room
Opening window at day time 62 24.3
separation of home 57 22.4
Others* 20 7.8

*separation of drinking & eating utensils, using tissue paper & sleeves during coughing &

sneezing, not spit out sputum every where

In general, about half of the respondents, 128 (50.2%) are below the mean score (9.7 out of 15)
of knowledge

With respect to under five years contact screening, most 230 (90.2 %) have heard about
screening and got this information from health care workers but only 81 (31.8 %) of respondents
heard that under five children contacted with the index case should take IPT. Out of 81,71 (27.9
%)knew benefit of IPT (Fig 3) and 65 participants answered for a question, “who will take IPT at

home?” that asymptomatic under five children who had contact history.
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250 230

200 174

. 138
92

100 81 71

25
50 10
0
HEARD ABOUT <5 KNEW BENEFIT OF HEARD ABOUT IPTOF  KNEW BENEFIT OF IPT
SCREENING SCREENING <5 YEARS

Eyes Eno

Figure 3: Contact Screening and IPT Knowledge of Index Cases for contacted Under Age Five
Children, In Bahir Dar Special Zone, from February-June 2016 (N = 255).

5.4. Patient’s Attitude and Practice towards under Five Children screening and IPT
Majority 192 (75.7 %) of respondents agreed that under five children are more susceptible for
tuberculosis infection. About 152 (59.6 %) of participants agreed that bringing under five
children for screening to health facility without developing sign and symptoms but only 57 (22.7
%) of participants agreed that starting isoniazid preventive therapy without sign and symptoms.
The mean score of attitude was 17.8 out of 25 total score (ranged from 5 minimum to 25

maximum).

The overall house hold contact screening and isoniazid prophylaxis practice of under five
children in Bahir Dar special zone was 57.3 % (149 out of 260 children) with 95 % CI (46.7,
67.3) and 16.9 % (44 out of 260 children) with 95 % CI (13.6, 20.4) respectively (table 3).

However, out of 230 participants who had contact screening information from HCWs, 149 (64.8
%) with 95 % CI (58.3, 71.1) brought their children to health facility for screening and from
those screened 149 children, 44 (29.5 %) with 95 % CI (22.1, 36.2) were started Isoniazid
preventive therapy.
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Table 3: Screening Results, Actions Taken After Results And Reasons For Not Screened Under
Five Children, In Bahir Dar Special Zone, from February — June 2016.

Variables Categories Number %
Under five years yes 149 57.3
children screened No 111 427
Screened result No disease 138 53.1
Disease developed 11 4.2
Actions taken after No thing 52 20
screening result of Started single drug for six month 44 16.9
children Returned back with appointment 35 135
Started combination of drugs for six 11 4.2
month
Refusals 7 2.7
Participants reason Not sick 33 12.7
for not screened child Family not allowed 32 12.3
Others* 16 6.2

*---Forgot, HCWs didn’t give attention
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5.5. Factors Associated With House Hold Contact Screening of Under Age Five
Children

In the bivariate logistic regression analysis, contact screening of under-five year children was
significantly associated with sex of respondents, residence, HFs, HIV status, age of the contacted
under five year child, relationship of the index case with the contact, screening benefit told by
HCWs, knowledge and attitude of respondents towards tuberculosis and contact screening of
under five children. But other variables like age of respondent, distance from home to HF,
household’s income, marital status and religion are not significantly associated with contact

screening of under five children.

In multiple logistic regression, sex of respondents, residence, place of health facility, HIV
status, screening benefit told by health care workers and attitude towards screening without sign
and symptoms were significantly associated with contact screening of under five children. Thus,
female participants were five times more likely to screen their under five years children as
compared to male participants (AOR =5.3, 95 % Cl, (1.2, 23.2), p = 0.02). HIV infected patients
were nineteen times more likely to adhere contact screening as compared with HIV uninfected
participants (AOR= 19, 95 % ClI, (2.1, 16.87), p = 0.008). Parents were fifteen times more likely
to screen their under five children as compared to others (brothers, sisters, uncle, aunts,
grandparents, housemaids) (AOR= 14.8, 95 % ClI, (3.2, 69.7), p=0.001). Participants who didn’t
get information about contact screening from HCWs were 97 % less likely to screen as compared
to those who got screening information (AOR = 0.03, 95 % CI, (0.01, 0.2), p< 0.001). A unit
increase of attitude sum score, increases three times likely hood of contact screening (AOR =
2.8, 95 % ClI, (1.5, 5.2), p= 0.001) which is summarized in table 4.
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Table 4: Factors Associated With House Hold Contact Screening of Under 5 Years Children in Bivariate and Multivariate Analysis,

In Bahir Dar Special Zone, From February - June 2016

sex

Residence

Health facility

HIV status

Relationship of the

child with

participant

Age of under five

children

male

female

rural

urban

Health center
Hospital

HIV negative

HIV positive

Parents

*#Others

<1 year

1-2 years

>2 years

yes
69 (46.3 %)

80 (53.7 %)
29 (19.5 %)
120 (80.5 %)
114 (76.5 %)
35 (23.5 %)
119 (79.9 %)

30 (20.1 %)
107 (71.8 %)

42 (28.2 %)
44 (29.5 %)

43 (28.9 %)

62 (41.6 %)

no

50 (61.7 %)
31 (38.3 %)
40 (49.4 %)
41(50.6 %)
76 (93.8 %)
5 (6.7 %)
77 (95.1)

4 (4.9 %)
34 (42 %)

47 (58 %)
30 (37 %)

32 (39.5 %)

19 (23.5 %)

95 % ClI
1

1.9(1.1,3.2)

1
4.1(2.2,7.3)
1

4.7 (1.8, 12.4)
1

4.9 (1.6, 14.3)
35(2,6.2)

1
1

0.9 (0.5, 1.8)

2.2 (1.1, 4.4)

95 % ClI
1

5.3 (1.2, 23.2)*
1

1.02 (0.2, 5.5)
1

6.5 (1.0, 41.8)*
1

19 (2.1, 16.87)**
148 (3.2, 69.7)

**

1
1

1.2 (0.3, 4.6)

For AOR

0.02

0.99

0.048

0.008
0.001

0.7

0.83
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Benefit of screening No 24 (16.1 %)
heard by HCW
Yes 125 (83.9 %)

**# Knowledge score
**# Attitude score
*Significant at p < 0.05, ** significant at p < 0.01

**{ttreated as continuous variables,

68 (84 %)

13 (16 %)

*#---brothers, sisters, grandparents, aunts, uncle, housemaid

0.04 (0.02, 0.03 (0.01, 0.2)**

0.08)
1

1.7 (1.5, 1.9)

3.1(2.3,4.2)

0.9 (0.6, 1.3)

2.8 (1.5, 5.2)**

0.000

0.45

0.001
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5.6. Factors Associated With Isoniazid Prophylaxis of Under Age Five Children

In bivariate analysis, Isoniazid preventive therapy was significantly associated with residence of
respondents, marital status, relationship of the index case with the contacted child, age of the
child, knowledge and attitude of respondents towards tuberculosis and isoniazid preventive
therapy.

However, in multivariate analysis only, knowledge of respondents towards tuberculosis and
isoniazid prophylaxis and relationship of the index case with contacted under five children were
significantly associated with isoniazid prophylaxis. A unit increase in knowledge sum of score,
increases the likely hood of Isoniazid preventive therapy utilization by two times (AOR= 2.7, 95
% CI, (1.6, 4.5), p< 0.001). Others (brothers, sisters, uncle, aunts, grandparents, housemaids)
were ninety percent less likely to utilize Isoniazid preventive therapy as compared to parents
(AOR =0.1, 95 % Cl, (0.01, 0.5), p= 0.007).

The IPT utilization differed in contacted child age > 2 years, 1-2 years and <1 year being 68.2 %,
25 % and 6.8 % respectively. IPT utilization level in urban and rural also differed being 90.9 %

and 9.1 % but not significant (p = 0.11) summarized in table 5.
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Table 5: Factors Associated With Isoniazid Prophylaxis of Under Age Five Children in Bivariate Analysis and Multivariate Analysis
in Bahir Dar Special Zone, From February - June 2016

Variable

Residence

Relationship of

participants with the child

Age of the child

HIV status

**# Knowledge score
**# Attitude score

** Significant at p < 0.01

Urban
Rural
Parent
Other*

<1 year
1-2 years
>2 years

HIV negative

HIV positive

**# treated as Continuous variables,

IPT
yes

40 (90.9 %)
4 (9.1 %)
42 (95.5 %)
2 (4.5 %)

3 (6.8 %)
11 (25 %)
30 (68.2 %)
25 (56.8 %)

19 (43.2%)

*---brothers, sisters, grandparents, aunts, uncles, housemaids

no

80 (76.2 %)
25 (23.8 %)
40 (38.1 %)
65 (61.9 %)

41 (39 %)

32 (30.5 %)
32 (30.5 %)
94 (89.5 %)

11 (10.5 %)

Crude OR
95 % ClI
3.1(1.01,9.6)

1
1

0.1(0.02, 0.3)

0.1 (0.02, 0.3)
0.4 (0.2, 0.9)
1

1

6.5 (2.7, 15.4)

3.1 (1.9, 4.9)
6.8 (3.2, 14.5)

AOR
95 % Cl

0.2 (0.01, 1.6)

1

1

0.1 (0.01,
0.5)**

1.9 (0.3, 11.2)
1.8 (0.3, 11.2)

1

1

0.4 (0.5, 1.5)

2.7 (1.6, 4.5)**
2 (0.9, 4.03)

P- value

For AOR
0.11

0.007

0.49
0.4

0.17

0.000
0.06
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CHAPTER SIX

6. DISCUSSION

This study assessed contact screening and INH prophylaxis practice of children under age five
among PTB™ patients. Intimate family contact with a TB case represents a significant risk factor
for child morbidity and mortality in a low-income countries (22). Contact tracing, investigation
and isoniazid prophylaxis of childhood contacts are priorities for tuberculosis control and
elimination(5). Despite recommendations to implement contact screening activities, many
National TB Programme do not do so(45). Tuberculosis contact screening using a symptom-
based approach is a simplified, feasible and relevant approach in tuberculosis-endemic settings
with limited resources, where TST and CXR are not readily available (35). Hence, this study
investigated the level and factors affecting house hold contact screening and isoniazid

prophylaxis of under five children.

According to this study findings, national tuberculosis control program on under five children
contact screening and isoniazid preventive therapy are not effectively implemented. This study
showed that, house hold contact screening and isoniazid prophylaxis of under five children were
57.3 % and 16.9 % respectively. These contact screening and IPT were low as national
tuberculosis recommends routine contact screening and INH prophylaxis (10).This study finding
is lower than contact screening and isoniazid prophylaxis level of a study conducted in India
which were 67.5 % and 56.4 % respectively (31). Also this result is greatly lower than a study
conducted in Western Cape Province of South Africa which was 91 % screened (34) and
Indonesia study of 40 % IPT initiation (15). The possible explanation in our study could be due
to passive type of contact screening method and lack of follow up of the index cases to bring
their under five children to HF by HCWs.

In this study, IPT is consistent with another study reported in India which was 19 % of IPT
initiation (30).A study conducted in Thailand reported that 52 % of house hold contact screening
which is in line with these findings (33). However, this study exceeds a study reported in
Vietnam only 5.5 % under five children screening (32) and a study in Malawi, only 9% were
screened for TB and 6% received IPT (14).
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Even though different guidelines recommend that every index cases should be informed about
contact screening and availability of IPT for under five children contacts (10, 11, 21), in this
study, 90.2 % of respondents informed to bring their under five children to health facility for
screening and only 31.8 % of respondents informed about availability of isoniazid preventive
therapy for contacted under age five year children at home. This fining is higher than a study in
India with the issue of contact screening information of 24 %, but collaborate with IPT

information which was 27 % (30).

As previous studies reported (30, 33) contact screening and isoniazid prophylaxis were affected
by socio-demographic factors, HCWs related factors and individual factors of the patients.

In this study, sex of respondents was an important factor for household contact screening of
under five children as female patients were five times more likely to bring their under five
children for screening as compared to male patients. But, a study conducted in Thailand didn’t
support this finding that contact screening was not significantly associated with gender (33).The
possible reason for the difference in this study could be that females are more involved in the

case of child care at home.

Relationship of index cases with contacts played a crucial role in this study as parents were
significantly higher for household contact screening of under five children but a study conducted
in Thailand opposed this finding (33). The possible explanation in this study could be that
parents are more decision makers and concerned for their child health than others (brothers,

sisters, grandparents, uncles, aunts and housemaids).

Those patients who didn’t get information about benefit of early contact screening from health
care workers were 97 % less likely to bring their under five children for contact screening as
compared to those patients who got information about screening benefit from health care
workers. This showed that the only source of information for participants concerning contact
screening of under five children were health care workers. This finding is supported by a study
conducted in Thailand household contact screening adherence of TB patients was five folds with
a good knowledge of TB (33).
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House hold contact screening of under five children was weakly associated with type of health
facilities as hospitals screened more under five children than health centers. Similarly, in
Thailand health centers were rarely functioning in contact screening (33). This could be due to
lack of commitment of HCWs from HCs to inform patients about benefit of early contact

screening of under five children about the usefulness of early contact screening in health centers .

Attitude of participants towards household contact screening of under five children without signs
and symptoms had significant association. This revealed that if health workers educate patients
about contact screening deeply, it is possible to change their attitude. This finding was supported
by study conducted in Vietnam (38) but, Malawian study found that, despite the provision of
clear information to sputum smear—positive TB cases in the local language and using
illustrations, only 8% of child case contacts were brought for screening (40).

In this study, the level of contact screening among HIV infected and HIV uninfected patients had
significant association with contact screening of under-five children unlike previous studies (37).
This could be as many of HIV positive patients had regular visits to health facility for anti-retro
viral therapy follow up which might in turn made them knew the benefit of early contact

screening than HIV uninfected patients.

In the case of Isoniazid preventive therapy, this study found that, relationship of the index case
with contacts of under five children had strong association with IPT. This might be due to much
involvement of parents for their child health than other index cases (brothers, sisters,

grandparents, uncles, aunts and housemaids)

IPT utilization level in urban and rural differed being 90.9 % and 9.1 % respectively but not
significant. However, a study conducted in India showed that no difference between urban and
rural in IPT utilization (30). Also, there was a difference in IPT utilization of contacted child
age > 2 years and <1 year, 68.2 % and 6.8 % respectively but not significant.

Knowledge of participants towards tuberculosis, contact screening and IPT had significant
association with IPT utilization of under five children. This showed that when the participants
understood the benefit of isoniazid prophylaxis, they utilize isoniazid preventive therapy for their
contacted under five children.
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Limitation of the study

Children who were not screened for TB and/or were not initiated on IPT were subsequently came

for TB screening and initiating IPT as outcome of this study.
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CHAPTER SEVEN

7. CONCLUSION AND RECOMMENDATION

7.1 Conclusion

Tuberculosis contact screening and isoniazid prophylaxis among the house hold contacts (under
five children) of pulmonary positive tuberculosis patients didn’t get emphasis as TB control
program. Household contact screening of under five children in Bahir Dar special zone was fifty
seven percent which is low. Only fifty four percent of the participants knew the benefit of early
contact screening. Telling benefit of early contact screening for index cases is crucial in scaling

up contact screening practice of under five year children

Participants who heard about contact screening were got this information only from health care
workers. But, all pulmonary positive tuberculosis patients didn’t get screening information from

health care workers.

Sex of respondents, residence, HIV status, relationship of the index case with the contacted child,
and benefit of contact screening told by HCWs were found to be independent factors in contact
screening practice of under five children. Attitude of participants towards tuberculosis and

contact screening also affected contact screening practice of under five year children.

Isoniazid preventive therapy of under five children was also only seventeen percent which is
very low. More than two third of the participants didn’t hear about Isoniazid preventive therapy
and only twenty eight percent of participants knew benefit of IPT. Knowledge of respondents
towards Isoniazid prophylaxis and relationship of the index cases with contacted under five

children were found to be an important independent factors for Isoniazid preventive therapy.

32



7.2. Recommendation

Regional Health Bureau and Zonal Health Department:

Ambhara regional health bureau and Bahir Dar city administration zonal health department should
give attention to household contacts of index PTB* cases to control tuberculosis. They should
collaborate with HFs to improve commitment of HCWs and awareness of patients towards
screening and IPT. They should disseminate contact screening and Isoniazid prophylaxis therapy

information through different Medias.

Health Facilities:
They should give contact screening and Isoniazid preventive therapy information of contacted

under five children for every PTB* patients and need strict follow up of them.

Researchers:

Contact screening and IPT practice amongst health care workers and patients should be
investigated qualitatively in order to get deep information because reasons for this poor contact
screening and isoniazid preventive therapy practice have not yet fully explored.

Furthermore, | recommend also that to dig out the reasons why Isoniazid preventive therapy is
very low from under one year children as compared to greater than two years children.

33



CHAPTER EIGHT

8. REFERENCES

1.

10.

11.

12.

13.

Tizazu G, Anteneh T. Internal Medicine Lecture Notes For Health Officers. First edit.
Ethiopia Public Health Training Initiative, The Carter Center, the Ethiopia Ministry of
Health, and the Ethiopia Ministry of Education.; 2006. 64 p.

EFMoH. Tuberculosis, Leprosy and TB/HIV Prevention and Control Programme. Fourth
Edi. Addis Ababa, Ethiopia.: Ethiopian Federal ministery of health; 2008. 18 p.

J. N. Sekandi, D. Neuhauser, K. Smyth and CCW. Active case finding of undetected
tuberculosis among chronic coughers in a slum setting in Kampala, Uganda. Int J Tuberc
Lung Dis. 2009;13(4):508-13.

Gazetta CE, Santos MLSG, Vendramini SHF, Poletti NAA, Pinto Neto JM VT.
Tuberculosis contact control in brazil: a literature review (1984-2004). Rev Latino-am
Enferm. 2008;16(2):306—13.

Bonnet M. Screening of Children in Household Contact with Adult TB Patients in
Mbarara Hospital, Uganda _ Epicentre. 2014.

Gunnar Bjune, Mark Cotton, Asma El Sony, Rob Gie, Stephen Graham et al. Guidance
for National Tuberculosis Programmes on the Management of Tuberculosis in Children.
2nd Edit. World Health Organization.; 2014. 1-7 p.

EFMoH. Annual Performance report of Tuberculosis. Addis Ababa, Ethiopia; 2015.

Nelson LJ, Wells CD. Global epidemiology of childhood tuberculosis. Int J Tuberc Lung
Dis. 2004. p. 636-47.

Virginia department of Health. Screening for TB Infection and Disease in Virginia.
Virginia Health Department; 2013.

EFMoH. Guidelines for clinical and programmatic management of TB, leprosy and
TB/HIV in Ethiopia. Addis Ababa: Ethiopian federal Ministery of Health. Fifth Edit;
2012. 43-46 p.

Stop TB Partnership S for CT. Childhood contact screening and management. Int J Tuberc
Lung Dis. 2007;11(1):12-5.

Centers for Disease C. The use of preventive therapy for tuberculous infection in the
United States. Recommendations of the Advisory Committee for Elimination of
Tuberculosis. Morb.Mortal. Wkly.Rep. 1990. p. 9-12.

Ayieko J, Abuogi L, Simchowitz B, Bukusi EA, Smith AH, Reingold A. Efficacy of
isoniazid prophylactic therapy in prevention of tuberculosis in children : a meta — analysis.
BMC Infect Dis. 2014;14(1):1-10.

34



14.

15.

16.
17.

18.
19.

20.

21.

22.

23.

24,

25.

26.

27.
28.

29.
30.

Claessens NJM, Gausi FF, Meijnen S, Weismuller MM, Salaniponi FM, Harries a D.
Screening childhood contacts of patients with smear-positive pulmonary tuberculosis in
Malawi. Int J Tuberc Lung Dis. 2002;6(4):362—4.

Merrin Rutherford, Rovina Ruslami, Melissa Anselmo, Bachti Alisjahbana, Neti Yulianti
et al. Management of children exposed to Mycobacterium tuberculosis : a public health
evaluation in West Java , Indonesia. Bull WORLD Heal Organ. 2013;13:34-7.

Bott R. Global tuberculosis report. World Health Organization. 2013.

Giri PK. How could we have better vaccines against tuberculosis? Expert Opin Biol Ther
[Internet]. 2008;8(11):1759-72. Available from:
http://www.ncbi.nlm.nih.gov/pubmed/18847310\nhttp://informahealthcare.com/doi/abs/10
.1517/14712598.8.11.1759

WHO. Global tuberculosis Report. Geneva: WHO; 2013. 1-3 p.

WHO. Global tuberculosis report [Internet]. World Health Organization,Geneva; 2014.
Available from: WHO/HTM/TB/2014.08

WHO. Global tuberculosis report Fact Sheet [Internet]. World Health Organization,
Geneva,; 2015. Available from: http://www.who.int/mediacentre/factsheets/fs104/en/

Department of Health R of SA. Guidelines For The Management Of Tuberculosis In
Children. Health department of Republic South of Africa; 2013. 6 p.

Victor Gomes, Andreas Andersen, Christian Wejse, Ines Oliveira, Fina Vieira et al.
Impact of tuberculosis exposure at home on mortality in children under 5 years of age in
Guinea-Bissau. BMJ. 2011;66(3):163-8.

Marais BJ. What Do We Know About How to Treat Tuberculosis? 2011. p. 171-84.

Kabra SK, Lodha R, Seth V. Some current concepts on childhood tuberculosis. Indian J
Med Res. 2004;120:387-97.

van Wyk SS, Reid AJ, Mandalakas AM, Enarson D a, Beyers N, Morrison J, et al.
Operational challenges in managing Isoniazid Preventive Therapy in child contacts: A
high-burden setting perspective. BMC Public Health. 2011;11(544):1-6.

R. Zachariah, M-P. Spielmann, A. D. Harries, P. Gomani, S. M. Graham, E. Bakali PH.
Passive versus active tuberculosis case finding and isoniazid preventive therapy among
household contacts in a rural district of Malawi. NT J TUBERC LUNG DIS.
2003;7(11):1033-9.

WHO. Country profiles for 22 hihg-burded countries in 2014. WHO; 2015.

EFMoH. Annual TB and Leprocy control program,Diseases Prevention and Control of
Ethiopia Bulletin. Ethiopian federal Ministery of Health, Addis Ababa, Ethiopia; 2015.

WHO. Global tuberculosis report. World Health Organization,Geneva; 2015.
Rekha VVB, Jagarajamma K, Wares F, Chandrasekaran V, Swaminathan S. Contact

screening and chemoprophylaxis in India > s Revised Tuberculosis Control Programme : a

35



31.

32.

33.

34.

35.

36.

37.

38.

39.

40.

41.

42.

43.

situational analysis. INT J TUBERC LUNG DIS. 2009;13(12):1507-12.

Pothukuchi M, Nagaraja SB, Kelamane S, Satyanarayana S. Tuberculosis Contact
Screening and Isoniazid Preventive Therapy in a South Indian District : Operational Issues
for Programmatic Consideration. PLoS One. 2011;6(7):1-4.

Thuy Hoang Thi Thanh, Sy Dinh Ngoc, Nhung Nguyen Viet, Hung Nguyen Van PH,
Wertheim FGC and HF. A household survey on screening practices of household contacts
of smear positive tuberculosis patients in Vietnam. BMC Public Health [Internet].
2014;14(713):1-7. Available from: http://www.ncbi.nlm.nih.gov/pubmed/25015682

Tornee S, Kaewkungwal J, Fungladda W, Silachamroon U, Akarasewi P, Sunakorn P.
Factors associated with the household contact screening adherence of tuberculosis
patients. J TROP MED PUBLIC Heal. 2005;36(2):331-40.

Beyers N, Gie RP, Schaaf HS, Van Zyl S, Talent JM, Nel ED, et al. A prospective
evaluation of children under the age of 5 years living in the same household as adults with
recently diagnosed pulmonary tuberculosis. Int J Tuberc lung Dis. 1997;1(1):38-43.

Gie RP, Schaaf HS. Symptom-Based Screening of Child Tuberculosis Contacts :
Improved Feasibility in Resource-Limited Settings. Am Acad Pediatr. 2008;121(6):1646—
52.

Hiroshi Nakaoka, Lovett Lawson, S. Bertel Squire, Brian Coulter, Pernille Ravn, Inger
Brock, C. Anthony Hart and LEC. Risk for Tuberculosis among Children. Emerg Infect
Dis. 2006;12(9):1383-8.

Gebregergs GB, Alemu WG. Household Contact Screening Adherence among
Tuberculosis Patients in Northern Ethiopia. PLoS One. 2015;10(5):1-8.

Fox GJ, Loan LP, Nhung NV, Loi NT, Sy DN, Britton WJ, et al. Barriers to adherence
with tuberculosis contact investigation in six provinces of Vietnam: a nested case —
control study. BMC Infect Dis. 2015;15(103):1-8.

Hirsch-Moverman Y, Tsiouris, S Salazar, J Colson, P Muttana et al. Physician attitudes
regarding latent tuberculosis infection: international vs. U.S. medical graduates. Int J
Tuberc Lung Dis [Internet]. 2006;10(10):1178-80. Available  from:
http://www.ncbi.nlm.nih.gov/pubmed/17044214

M. Nyirenda, R. Sinfield, S. Haves, E. M. Molyneux SMG. Poor attendance at a child TB
contact clinic in Malawi. INT J Tuberc Lung Dis. 2006;10(5):585-7.

Tolossa D, Medhin G, Legesse M. Community knowledge, attitude, and practices towards
tuberculosis in Shinile town, Somali regional state, eastern Ethiopia: a cross-sectional
study. BMC Public Health. 2014;14(804):1-13.

Esmael A, Ali I, Agonafir M, Desale A, Yaregal Z, Desta K. Assessment of Patients’
Knowledge, Attitude, and Practice Regarding Pulmonary Tuberculosis in Eastern Amhara
Regional State, Ethiopia: Cross-Sectional Study. Am J Trop Med Hyg [Internet].
2013;88(4):785-8. Available from: http://www.ajtmh.org/cgi/doi/10.4269/ajtmh.12-0312

Pothukuchi M, Nagaraja SB, Kelamane S, Satyanarayana S. Tuberculosis Contact

36



44,

45.

46.

Screening and Isoniazid Preventive Therapy in a South Indian District : Operational Issues
for Programmatic Consideration. 2011;6(7):5-8.

Jirapaiboonsuk S, Chapman RS. Knowledge, attitude, and practice towards childhood
tuberculosis in guardiansof patientsvisiting the pediatric out-patient department ,
Sirindhorn hospital,Bangkok. J Heal Res. 2010;24(2):101-6.

Viney DRS and MK. Guidelines for tuberculosis contact tracing in Pacific Island
countries and territories. Secretariat of the Pacific Community; 2010.

L.Martinez. Implementing the WHO Stop TB Strategy. Geneva: World Health
Organization; 2008.

37



ANNEXES

Informed Consent form
Hello, how are you? | want to thank you for taking the time to meet with me today.

My name is . | am postgraduate student of Jimma University.

I am here on the behalf of Jimma University post graduate research team. | am doing my study
on Tuberculosis contact screening and INH prophylaxis among under five children in
Bahir Dar special zone. You are selected to participate in this study and I think that you would
be in a position to provide me relevant information for questions that | ask you to meet my study
objectives. All responses will be kept confidential. I will ensure that any information I include in
my report does not identify you as the respondent. Your name or your identification information
will not be registered instead | use codes. Therefore, you are free to respond the questions. If you

are volunteer, | will proceed to the interview.
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Questionnaires/tools
A. English version

Part 1 Socio-Demographic characteristics

1.1. Identification number of the respondents’

1.2. Age in completed years:

1.3. Religion:

a. Orthodox

a. Muslim

b. Protestant

c. Catholic

d. Other(specified

1.4. Residence

a.
b.

Urban

Rural

1.5. Marital status

a.
b.
C.
d.

Single
Married
Windowed

Divorced

1.6. What is the highest level of education you have completed?

a) No formal schooling

b) Primary school educated (1-8)

c) Secondary/preparatory school educated (9-12)

d) College/University educated

1.7. How far is the health facility from your home?--------- hr. /hrs.

1.8. Occupation

o o

Government employee
Farmer
Student

Laborer
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Housewife
merchant

No work

o «Q o

1.10. HIV status of the respondent
a) HIV Negative
b) HIV positive
c) HIV status unknown
1.11. How many under five children do you have at home?
a.l
b. 2
c.>3
1.12. Age of under-five child/children
a. <1lyear
b. 1-2 year
c. >2years
1.13. Relationship of the respondent with under five children
a. Father
b. mother
c. Brother
d. Sister
e. Other
1.14. Place of health service
a. Health center
b. Hospital

Part 2. Knowledge related guestions

2.1. What is Tuberculosis related with symptoms?
a. Cough more than two weeks

b. Sputum with blood
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c. Wt. loss and loss of appetite

d. fever and night sweating

e. chest pain

f. others

f. I don’t know

2.2. What is the cause of Tuberculosis?

a)
b)
c)
d)
€)
f)
g)
2.3. How can
a.
b.
C.
d.
e.
f.

An infectious organism (bacteria)
Getting cold air
Living in an unhygienic environment
Inheriting the disease from parents
It is punishment from God
Others
I don’t know

TB transmitted to others?
During coughing, Sneezing, Talking, Singing by air
By sharing utensils
Unsafe sexual intercourse
Contaminated water & food
Others

I don’t know

2.4. Who are the most vulnerable age groups for TB infection & disease?

a)
b)
c)
d)
e)

Under five children
Adults
All people are equal
Others

I don’t know

2.5. Is tuberculosis preventable from infection and disease of under five children?

a.
b.

C.

yes
no
I don’t know
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2.6. If yes for Q 2.5, how can tuberculosis be prevented? By

a. Feeding properly.
b. Covering of mouth during coughing and sneezing
c. Avoiding sharing utensils
d. Avoiding contaminated food & water
e. others
2.7. If yes for Q2.5, from which source did you get this information to prevent children from TB
infection & diseases? From
a. Health professionals
b. TV and/or radio
C. newspapers, publications, books
d. other sources
2.8. Can tuberculosis be cured?
a. Yes
b. No
c. Idon’t know
2.9. If yes for Q2.8, how TB can be cured?
a) TB can be cured if a person takes treatment
b) Traditional medicine can cure TB
c) TB can be cured by itself
d) Other
2.10. Did you hear about contact screening of TB for under five children of those contact with
you at home?
a. Yes
b. No
2.11. If yes for Q2.10 from which source did you get this information? From
a. Health professionals
b. TV and/or radio

C. newspapers, publications, books

o

other sources
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2.12. If yes for Q 2.10, do you know the advantage of contact screening of under five children
without sign and symptom?
a. Yes
b. no
2.13. If yes, for Q 2.12, what is the advantage of contact screening of under five children?
a. to detect helminths
b. to detect infection, disease and get treatment early for TB
c. to detect malaria
d. Other
2.14. Did you hear about isoniazid preventive therapy of under five children for those who had
contact with you at home?
a. Yes
b. No
2.15. If yes for Q2.14, from where did you here?
a. from health professionals
b. TV and/or radio
C. newspapers, publications and journals
d. other sources
2.16. Do you know the benefit of preventive therapy for under five children who had TB
contact?
a. yes
b. no
2.17. What is the benefit of preventive therapy?
a. don’t get tuberculosis disease
b. don’t get common cold
c. don’t get malaria
d. don’t get HIV/AIDS
e. others
2.18. Which contacts do you think to be considered for isoniazid preventive therapy?
a) under 5 year’s children who are symptomatic

b) Asymptomatic under five children
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c) Healthy adults
d) All peoples
e) Others
Part 3. Attitude related questions

3.1. Under five children can be prevented from tuberculosis infection and disease in your home.

1. Strongly Disagree
2. Disagree
3. Neutral
4. Agree
5. Strongly agree
3.2. Children are susceptible for tuberculosis other than adults.
1. Strongly Disagree
2. Disagree
3. Neutral
4. Agree
5. Strongly agree
3.3. Tuberculosis is serious disease for children than adults.
1. Strongly disagree
2. Disagree
3. Neutral
4. Agree
5. Strongly agree

3.4. Bringing under five children to HFs who has TB contact at home for screening without sign

& symptoms.

1. Strongly disagree
2. Disagree

3. Neutral

4. Agree

5. Strongly agree

3.5. Starting preventive treatment for under five children is useful with no signs and symptoms

who had contact history of pulmonary positive TB patients



Strongly disagree
Disagree

Neutral

Agree

o > w0 e

Strongly agree

Part 4. Practice related questions

4.1. What measures did you take to prevent your child from TB infection and disease?
b. Separation of bed
c. Separation of room
d. Separation of house
e. Opening windows
f. wearing a face mask
g. taking anti-TB drugs properly
h. Others
4.2. IF yes for Q2.10, did your under five child/children screen for TB?
a) Yes
b) No
4.3. If yes for Q4.2 what was the screening result?
a) No disease
b) Disease developed
4.4. If yes for Q 4.2, what did the HCWs do for him/her/them after screening?
a) We returned back with nothing
b) They started treatment of a single drug for 6 month
c) They started combination of drugs for 6 month
d) They appointed us for another time
e) others
4.5. If no for Q4.2, why didn’t you bring for screening? B/c
a) He/she didn’t get sick
b) The HCWs did not tell me to bring
¢) Family did not allow to bring without being sick

d) Others reason
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4.6. If yes for Q2.14, did your child/children start INH prophylaxis?

a. Yes

b. No
4.7. If yes for Q2.15 and if your child developed cough, night sweating, fever, loss of appetite
etc., what would you do?

a) | will continue preventive treatment at home

b) 1 will bring to health facility

c) | will give additional traditional medicine

d) Others

Part 5. Health workers related factors

5.1. Did you get health information from HCWs how to prevent under five children from TB
infection and disease?

a. yes

b. no
5.2. Did you informed to bring your under five child/children to HF for screening?

a. yes

b. no
5.3. If yes for Q 5.2, did you informed about the benefit of screening?

a. yes

b. no
5.4. Did you informed about the presence of preventive therapy for your under five
child/children from TB disease who had contact with you at home?

a. yes

b. no
5.5. If yes for Q 5.4, did you informed about the benefit of preventive therapy to prevent
tuberculosis development?

a. yes

b. no

Thank you very much in participating in our study!!!
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Summary of the results

Adult FTB* patients with
child contacts

|<5 years children)
[n=257)

Tuberculosis patients
Interviewsd (n =255

" Too busy (n =6
Refused (n=4)
Others (n=2)

Tuberculosis patients not
Interviewed (n=12)

|

Child contacts eligitle for
Screening (n=260)

|

Child contacts not brousht for
screening at study clinic

PR
=112

Child contacts brought
for screening & screened at
study HFs (n =149)

Childran not eligible for [PT

(n =48}

AN

Children who
returned back with
nothing (n=53)

Eligible children for IPT

(n=103)

L

Started anti-TE

Treatment (n
=11}

Return back with
appointment &
antibiotics (n=35)

Children who were
started IPT (n==24)

Figure 4: Number of Participants Involved, Number of Under Five Children Screened And
Actions Took Place after Results, In Bahir Dar Special Zone, From February - June 2016
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Suggested approach for contact management

Child in close contact with source case of smear-positive pulmonary TB

N

Under 5 vears of age Aged 5 years or over
Well Symptomatic® symptomatic® Well
EpT Evaluate for TB Mo treatment =
If becomes symptomatic If becomes symptomatic

@ Workup for Active TB by referring local guide lines
b Isoniazid 10/mg/kg daily for 6 months

¢monitor clinically for possible development of active diseases till one year

Figure 5. Suggested Approach To Contact Management When Chest Radiography And Tuberculin Skin
Testing Are Not Readily Available. (Adopted From Guidelines for Clinical and Programmatic Management
of Tb, Leprosy and TB/HIV in Ethiopia: Fifth Edition; April, 2012 Addis Ababa) From February —June 2016
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