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Knowing how many children to find is the first step in finding them
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Over fifty years ago, large-scale studies undertaken in the United States established that following the diagnosis of tuberculosis (TB) in a source case, household contact investigations were a highly effective strategy to identify previously undiagnosed prevalent cases of TB. Six thousand households were examined and nearly five hundred contacts had prevalent TB at baseline. Over twenty-five thousand disease-free contacts were then enrolled in a trial comparing isoniazid to placebo. Additionally, the provision of isoniazid to well household contacts was demonstrated to dramatically reduce the risk of those contacts developing TB disease themselves.1 At about the same time, Katharine Hsu carried out a series of studies in Houston, evaluating TB-affected families, identified either through a child with TB or a child identified as being infected following the diagnosis of TB in an adult. She concluded in 1963 that: ‘…tuberculosis exists in “pools” involving large numbers of cases. Public health efforts should be directed to these pools of infection, and contact investigation has proved very efficient in finding pools.’2 Therefore, we have known for over fifty years that both household contact investigations and preventive therapy for high-risk contacts work effectively. In most high-burden settings, high-risk is usually taken to be children under five years and those with immune suppression. These strategies are recommended by the World Health Organization,3,4 and the majority of national TB programmes advise that they are carried out. Yet, in the majority of countries they do not take place. It is unclear why. 

Household contact investigations can be seen as time-consuming and resource-intensive. They are often not seen as a priority compared to treating cases of infectious TB. Giving daily preventive therapy for six months to well children is not always easy and may seem unnecessary to many healthcare workers and families. Data on the number of household contact investigations undertaken or the number of contacts given preventive therapy are not requested by TB programmes or by the World Health Organization, perhaps sending the message that these activities are unimportant. Finally, healthcare workers have no idea how many contacts they should be looking for and how many they should be finding.
	
The study by Yuen and colleagues addresses this final aspect and provides realistic and tangible targets at a global and national level for the number of children that should be screened and the number that could be expected to have prevalent TB infection and disease.5 This is a significant development and could be used by local clinic staff, district TB managers, national TB managers and global TB experts to improve the care of children exposed to TB. Not only does knowing the expected number of children that require screening and treatment help to inform resource planning but it also allows an assessment of the programme. By comparing the numbers screened and treated with the numbers expected to need screening and treatment, shortfalls can be identified and addressed. These shortfalls can be compared between clinics, between districts or between countries so that examples of ‘good’ practice (small shortfalls) can inform those with less good practice (larger shortfalls).

Yuen and colleagues estimate that seven and a half million children each year live in households with diagnosed cases of infectious pulmonary TB. These children should be screened. Although this is a large number, these children are the low-hanging fruit; the yield from screening in this context is higher than almost any other strategy for trying to find cases of TB infection and disease. Currently only about a third of the one million children who develop TB disease globally each year are diagnosed and treated.6 A far smaller proportion of the children who are eligible for preventive therapy receive it. It is difficult to see how we will improve on these rates without household screening; if we want to find and treat more children we really do not have any other options. 
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