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}Work with a great team

}Kerry Chong, Elizabeth Rae, All nurses and 
managers TPH, Peel, Durham, York

}Rae Lam, New NP (Pat ðinternational health 
and TB)

}No conflicts



Review 

}Clinical presentation of TB disease childhood

}How to assess risk for TB infection

}How to assess risk for disease if infected

}TSTõs and IGRAõs ðbenefits

}Discuss monitoring during therapy, side 
effects and reactions to treatment



}Canadian TB Standards 2007 ðGoogle it
ƁExcellent resource especially  diagnosis section 

excellent summary of literature. 

}Some of this talk with audio 
ƁWebber training course

}www.webbertraining.com/recordingslibraryc4.php

}Frances Curry Center ðexcellent resources, drug 
information

http://www.webbertraining.com/recordingslibraryc4.php


World Health Statistics 2008 

http://www.who.int/whosis/whostat/2008/en/index.html

1 new case  every 3 seconds

1 TB death  every 19 seconds

Global statistics as based on smear 

positive individuals: underestimate 

pediatric TB

TB in the world



2009 

incidence

4.7/100 000



}7 week old

}Aunt visiting from endemic country
ƁCough ðmarked

ƁHistory of TB treatment in past

ƁTaken to walk in clinic,  X rayed, ñabnormal ò

}Mom concerned re exposure of infant

}Sees pediatrician



}Referred to TB clinic

}Physical exam normal

}Chest X ray normal

}TB skin test 0mm at 48 hours

}What to do next??



}GET SOURCE CASE DETAILS
ƁXray- extensive upper lobe disease

ƁPositive skin test

ƁNo sputum sent

Public health ðin clinic ðnotified

home follow  up

Aunt - sputum smear numerous, AMTD positive

What next?



}INH (10mg/kg/day) ðin young infants use 
12 - 15 mg/kg to allow for rapid growth and 
adjust monthly based on weight

}Available as suspension

}Pyridoxine in breastfed - 1- 2mg/kg/day is 
plenty

(crushed tabs)

What follow up?



}High risk of drug resistance

}Need to get source case sensitivities

}Turnaround typically 1 - 2 weeks for culture

}2- 3 weeks or sensitivities

}INH resistant -- ?

}INH and rifampin resistant?



}INH resistant contacts: Refer if possible

}EXCLUDE DISEASE!!
ƁRifampin 10mg/kg/day until proven negative

ƁIf LTBI -- for 4 to 6 months

ƁNo RCT but theoretically better drug than INH

ƁMultiDrug resistant contacts ðno data, need 
referral/discussion. 



}11 year old, Born Congo

}Crohns, growth Failure

}Failing Methotrexate

}Being considered for Infliximab

}Evaluation? 



}16 year old 

}Volunteer at hospital

}Born Canada moved to Dubai, Lived in 
Pakistan: Returned 10 years ago. Had BCG at 
18 months of age

}No known TB contact

}TST 10mm Normal Chest X ray



1. Children generally acquire TB 
from adolescents and adults. 
Most children are not infectious 
to others



1. Close contacts with multibacillary and cavitary 

disease and cough-ADULTS or ADOLESCENTS

2. Less often: smear negative culture positive 

patients

http://www.hc-sc.gc.ca/pphb-dgspsp/publicat/tbfs-fitb/gfx/upicorbis-bettmancough2.jpg


}Standard response
}Young children  (approx <10) do not spread 

TB to others
ƁChildhood Tb is paucibacillary
ƁChildren do not generate cough to spread TB

Little role for isolation

This message is largely true -
BUT there ARE  a FEW exceptions which can 
be anticipated from the clinical 
circumstances



F 9 yr old. - Infected ¾ 
household

F 10/32 bus riders

F 16/24 classroom contacts 

F Curtis et al N Engl J Med 1999 
Nov3411491 -

3 mo old

Infected 2 HCWôs

Parents

Both children had multibacillary disease 

with cavities



}Munoz et al - Texas children ôs
}Screened adult visitors  of 59 consecutive 

children admitted with TB
}Isolation if thought have potential to be 

airborne
}8 children required isolation
}16/105 (15%) screened adult visitors --

previously undetected pulmonary TB. 

}Risk- mainly from adults accompanying 
child

} Infect Control Hosp Epidemiol. 2002 10:568 - 72. 













IT`S MUCH MORE 
COMPLICATED

THAN

THAT


