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Tuberculosis (TB) is still a major health problem in 
the Philippines; it was ranked the sixth leading 

cause of mortality and the eighth leading cause of 
morbidity in the country.1 The goal of the National 
Tuberculosis Control Programme (NTP) was to achieve 
incidence, prevalence and mortality rates of 246, 414 
and 23 per 100 000 population, respectively, by 2016.2 
One of the strategies recommended by the World 
Health Organization (WHO) to find missing TB cases 
is through contact investigations.3,4 Contact investiga-
tions involve the systemic evaluation of contacts of 
known TB patients to identify TB disease or latent tu-
berculous infection (LTBI) and is proposed as a strat-
egy for increasing case detection rates because con-
tacts have a higher risk of developing the disease.4–6 In 
2008, the Department of Health (DOH) guidelines for 
the management of TB in children in the Philippines 
included screening child household contacts (aged 
15 years) and the provision of isoniazid preventive 
therapy (IPT) for children aged 5 years.7,8 The results 
of a project in the Philippines in 2010 showed that 

589 cases were diagnosed with TB, which represents 
2% of all contacts investigated through household 
contact investigations.9 

The Research Institute of Tuberculosis/Japan An-
ti-Tuberculosis Association (RIT/JATA) Philippines, 
known as RJPI, is a local non-governmental organisa-
tion (NGO) that supports the NTP to improve access 
to quality TB patient care by reaching the urban poor 
communities of District I, Tondo, Manila, with a total 
population of 405 125 and Payatas, Quezon City, with 
a total population of 120 360.10,11 Local government 
unit (LGU) DOTS facilities were utilising Masterlist B, 
a log book in which child household contacts (aged 
15 years) of registered TB cases were listed and 
tracked along the pathway from identification, screen-
ing and evaluation of signs and symptoms to physi-
cian assessment. Three NGO DOTS facilities, two in 
Tondo and one in Payatas, were conducting TB con-
tact investigations for all household contacts, includ-
ing adults, of registered TB cases, but no standard re-
cording and reporting system was created before the 
RJPI began its project.

To document and develop a system of contact in-
vestigation for the NGO DOTS facilities at the project 
site, RJPI modified Masterlist B in 2011 with the guid-
ance of the NTP coordinators of the Manila Health De-
partment (MHD) and the Quezon City Health Depart-
ment (QCHD). Modified Masterlist B was designed to 
track the pathway of all listed household contacts 
(both children and adults) through identification, 
screening, evaluation, diagnosis, initiation and com-
pletion of treatment.

This study aimed to assess the contribution of con-
tact investigation as an intervention strategy to in-
crease the number of children enrolled for IPT 
through a review of LGU and NGO facilities registries 
(Masterlist B) and other documents in Tondo and 
Payatas. The review also compared the two approaches 
and conducted free discussion sessions (FDS). An FDS 
is a simple discussion among health-care workers on 
the questions presented by sharing experiences, while 
a focus group discussion (FGD) is a more in-depth dis-
cussion guided by trained leaders, where opinions are 
used to guide future actions.

DESIGNS AND METHODS

This cross-sectional descriptive data review was con-
ducted by the trained RJPI staff and a research assistant 
of all household contacts registered in Masterlist B and 
modified Masterlist B from January to December 2012 
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Setting: Socio-economically underprivileged areas in the 
Philippines.
Objective: To review the implementation of tuberculosis 
(TB) contact investigations in the urban poor areas of 
Manila and Quezon City.
Design: A descriptive cross-sectional study based on a 
review of data from household contact registries in local 
government unit (LGU) and non-government organisa-
tion (NGO) facilities during January–December 2012 in 
Manila and Quezon City. Free discussion sessions were 
also conducted among health-care workers.
Results: Of 6161 children and adult household contacts 
listed in the LGUs and 1893 in the NGOs, 17% (n = 
1086) in the LGUs and 95% (n = 1800) in the NGOs 
were evaluated. The yield of clinically diagnosed TB 
among children aged 15 years was 10.2% (127/1245) 
in the LGUs and 8.4% (63/752) in the NGOs. The yield of 
isoniazid preventive therapy (IPT) for those aged 5 
years was 23.1% (124/537) in the LGUs and 28.0% 
(78/279) in the NGOs. The NGOs produced a high yield 
of IPT due to a better logistical system that ensured the 
availability of supplies and systematic home visits.
Conclusion: Screening of household contacts in poor ur-
ban areas appears to be effective; it increased the num-
ber of children aged 15 years eligible for IPT and should 
be expanded as an intervention strategy for TB control in 
the Philippines.
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in the LGU and NGO DOTS facilities. The evaluation of 
household contacts was based on the following: 

1 The contact index ratio. The ratio of the number of 
index cases to the number of household contacts. 
An index case was defined as the first diagnosed TB 
case in the family registered from January to De-
cember 2012 in the NTP TB register. Household 
contacts are persons who shared the same enclosed 
living space for frequent or extended periods during 
the day with an index case.

2 The proportion of evaluated household contacts 
among those listed in the Masterlists. Listed refers 
to the name of all household contacts in the Mas-
terlists by the beginning of this study (March 2014). 
An evaluated household contact means that the 
household contact was assessed through the recog-
nition of signs and symptoms or through diagnos-
tic examinations up to the time when they were 
checked by the physician.

3 TB disease and IPT yield among the household con-
tacts examined.

4 The treatment outcome for TB disease and for IPT 
of the household contact.

Other data recorded in both the Masterlists were 
also obtained from other NTP recording forms such as 
the individual treatment record, the NTP treatment 
card, the IPT card, the IPT register, the NTP TB register, 
the NTP diagnosis form and the NTP laboratory regis-
ter. Any queries/discrepancies found in the logbook 
were immediately discussed with the staff concerned.

FDS were conducted in March 2014 with 41 partici-
pants involved in contact investigations in the LGU and 
NGO DOTS facilities, such as physicians, nurses, DOTS-
in-charge and community health volunteers (CHVs), as 
recommended by the NTP coordinators. First, the status 

report citing the achievements of the LGU and NGO 
DOTS facilities’ contact investigations was presented, 
then the participants were separated into groups of four. 
The NTP coordinators were assigned as facilitators to 
each group and the RJPI staff as documenters. 

The following questions were presented to each 
group: 1) the current process of contact investigation, 
2) gaps identified from the evaluation of household 
contacts, and 3) interventions undertaken to address 
the gaps identified during the process of contact inves-
tigation. Common answers and recommendations 
from the FDS were documented and discussed with the 
NTP coordinators.

The χ2 test was applied to compare the two categor-
ical data sets, and a two-sided Fisher’s exact test was 
applied if the expected number of any of the columns 
was 5. P  0.05 was considered significant. Epi 
Info™ v. 7 (Centers for Disease Control and Preven-
tion, Atlanta, GA, USA) was used for statistical 
calculation.

The research protocol was approved by the San 
Lazaro Hospital Research and Ethics Review Commit-
tee (Manila, Philippines) in advance of the conduct of 
the study. Permission was obtained from the City 
Health Officers of Manila and Quezon City and the or-
ganisation heads prior to the conduct of this study. 
Written informed consent was obtained from the 
health-care workers prior to participating in the FDS.

RESULTS

The number of household contacts listed in the LGU 
and the NGO DOTS facilities in Tondo and Payatas is 
shown in Table 1. The contact index ratio was low in 
the NGO DOTS facilities of Tondo compared with that 
of the LGU DOTS facilities (1:2.7 vs. 1:4.5), and in the 
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TABLE 1 TB contact index ratio in District I, Tondo, Manila and Payatas, Quezon City, The Philippines, 2012

District I, Tondo, Manila Payatas, Quezon City

LGU DOTS facilities NGO DOTS facilities

Total

LGU DOTS facilities NGO DOTS facilities

Total TotalSM +* SM −† Sub total SM + SM − Sub total SM + SM − Sub total SM + SM − Sub total

TB index cases‡ 509 807 1316 151 153 304 1620 45 49 94 97 160 257 351 1971
Listed household contacts,§ age, years
 0–4 409 449 858 69 56 125 983 34 44 78 66 100 166 244 1227
 15¶ 1160 1264 2424 171 168 339 2763 91 114 205 183 269 452 657 3420
 15 1516# 2016# 3532# 238 256 494 4026 0** 0** 0** 207 401 608 608 4364
 Total 2676 3280 5956 409 424 833 6789 91 114 205 390 670 1060 1265 8054

Household 
contacts:index 
cases, ratio 1:5 1:4.0 1:4.5 1:2.7 1:2.8 1:2.7 1:4.2 1:2.0 1:2.3 1:2.2 1:4.0 1:4.2 1:4.1 1:3.6 1:4.1

* Smear-positive: a patient with at least two AFB-positive sputum specimens, with or without radiographic abnormalities consistent with active TB; or a patient with one 
AFB-positive sputum specimen and with radiographic abnormalities consistent with active pulmonary TB as determined by a physician; or a patient with one AFB-positive spu-
tum specimen and sputum culture positive for Mycobacterium tuberculosis.
† Smear-negative: a patient with at least three AFB-negative sputum specimens with radiographic abnormalities consistent with active TB, and no response to a course of antibi-
otics and/or symptomatic medications, and with a decision by the acting physician to treat the patient with a full course of anti-tuberculosis chemotherapy.
‡ The first diagnosed TB case in the family, recorded in the TB register from January–December 2012.
§ A person who shared the same enclosed living space with index case frequently or for extended periods of time during the day.
¶ Includes contacts aged 0–4 years.
# In preparation of the expansion of contact investigation in the LGU DOTS facilities in Manila, adult household contacts were listed.
** No adult case was listed in the LGU DOTS facilities of Quezon City, in accordance with 2008 DOH guidelines. 
TB = tuberculosis; LGU = local government unit; NGO = nongovernmental organisation; SM = smear; + = positive; − = negative; AFB = acid-fast bacilli; DOH = Department of 
Health.
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LGU DOTS facilities of Payatas compared with the NGO DOTS fa-
cilities (1:2.2 vs. 1:4.1) (Table 1).

There was a low proportion of evaluated household contacts 
among children aged 5 years in the LGU compared to the NGO 

DOTS facilities of Tondo (54.5% vs. 96.8%, P  0.001) (Table 2). 
In Payatas, the proportion of evaluated household contacts was 
high in both the LGU and NGO DOTS facilities, although only 78 
household contacts were listed in the LGU (Table 2). The yield of 

TABLE 2 IPT case yield among children aged 5 years in LGU and NGO DOTS facilities of District I, Tondo, Manila and Payatas, Quezon City, 
The Philippines, 2012

 

District I, Tondo, Manila Payatas, Quezon City

Grand total
LGU DOTS 

facilities
NGO DOTS 

facilities Total
LGU DOTS 

facilities
NGO DOTS 

facilities Total

n (%) n (%) n (%) n (%) n (%) n (%) n (%)

Household contacts listed* 858 125 983 78 166 244 1227
Household contacts evaluated among those 

listed 468 (54.5) 121 (96.8)† 589 (59.9) 69 (88.5) 158 (95.2) 227 (93.0) 816 (66.5)
Recommended for IPT among those 

evaluated‡ 111 (23.7) 46 (38.0)§ 157 (26.7) 13 (18.8) 32 (20.3) 45 (19.8) 202 (24.8)
 TB exposure‡ 86 (18.4) 41 (33.9)† 127 (21.6) 11 (15.9) 23 (14.6) 34 (15.0) 161 (19.7)
 Tuberculous infection‡ 25 (5.3) 5 (4.1) 30 (5.1) 2 (2.9) 9 (5.7) 11 (4.8) 41 (5.0)
Initiated on IPT among those evaluated‡ 111 (23.7) 46 (38.0)§ 157 (26.7) 13 (18.8) 30 (19.0) 43 (18.9) 200 (24.5)
 TB exposure‡ 86 (18.4) 41 (33.9)† 127 (21.6) 11 (15.9) 21 (13.3) 32 (14.1) 159 (19.5)

 Tuberculous infection‡ 25 (5.3) 5 (4.1) 30 (5.1) 2 (2.9) 9 (5.7) 11 (4.8) 41 (5.0)

* Children (aged 5 years) household contacts listed in the recording logbook.
† P  0.001.
‡ Children (aged 5 years) contacts assessed through recognition of signs and symptoms or diagnostic examinations and seen by the physician. TB exposure: a child who is in 
close contact with a source case but without any signs and symptoms presumptive of TB, TST-negative and no radiological or laboratory findings suggestive of TB. Tuberculous 
infection: a child who is found to have a positive TST but without any signs and symptoms presumptive of TB and no radiological or laboratory evidence suggestive of TB. 
Recommended for IPT: children aged 5 years diagnosed with TB exposure or tuberculous infection and eligible for IPT as recommended by a physician.
§ P = 0.001.
IPT = isoniazid preventive therapy; LGU = local government unit; NGO = non-governmental organisation; TB = tuberculosis; TST = tuberculin skin test.

TABLE 3 IPT outcome of children aged 5 years in both LGU and NGO DOTS facilities in District I, Tondo, 
Manila and Payatas, Quezon City, The Philippines, 2012

Initiated IPT*
n

Completed IPT†

n (%)
Defaulted IPT‡

n (%)
IPT failed§

n (%)
Transferred out¶

n (%)

District 1, Tondo, Manila
 LGU DOTS facilities
  TB exposure 86 79 (91.9) 4 (4.6) 0 3 (3.5)
  Tuberculous infection 25 16 (64.0) 9 (36.0) 0 0
  Subtotal 111 95 (85.6) 13 (11.7) 0 3 (2.7)
 NGO DOTS facilities
  TB exposure 41 40 (97.6) 1 (2.4) 0 0
  Tuberculous infection 5 4 (80.0) 0 1 (20) 0
  Subtotal 46 44 (95.7) 1 (2.2) 1 (2.2) 0
   Total 157 139 (88.5) 14 (8.9) 1(0.6) 3 (1.9)
Payatas, Quezon City 
 LGU DOTS facilities
  TB exposure 11 11 (100) 0 0 0
  Tuberculous infection 2 2 (100) 0 0 0
  Subtotal 13 13 (100) 0 0 0
 NGO DOTS facilities
  TB exposure 21 19 (90.5) 2 (9.5) 0 0
  Tuberculous infection 9 9 (100) 0 0 0
  Subtotal 30 28 (93.3) 2 (6.7) 0 0
  Total 43 41 (95.3) 2 (4.7) 0 0

   Total 200 180 (90.0) 16 (8.0) 1 (0.5) 3 (1.5)

* Children aged 5 years taking IPT as recommended by the physician in the LGU and NGO DOTS facilities of District I, Tondo, Manila 
and Payatas, Quezon City.
† A child who completed 6 months of IPT and remained well or asymptomatic during the period.
‡ A child who stopped IPT during the 6-month period.
§ A child who developed TB disease anytime while on IPT.
¶ A patient taking IPT who transferred to another DOTS facility with a proper referral slip.
IPT = isoniazid preventive therapy; LGU = local government unit; NGO = non-governmental organisation; TB = tuberculosis.
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IPT diagnosis among under-fives was low in the LGU DOTS facili-
ties compared with that of NGO DOTS facilities in Tondo (23.7% 
vs. 38.0%, P = 0.001), but there was no difference between the 
LGU and NGO DOTS facilities in Payatas (18.8% vs. 20.3%, P = 
0.81, Table 2). The proportion of TB exposure was higher in the 
NGOs than in the LGU DOTS facilities in Tondo (33.9% vs. 
18.4%, P  0.001), and similar between the LGU and NGO DOTS 
facilities in Payatas (15.9% vs. 14.6%, P = 0.79, Table 2). The pro-
portion of tuberculous infection was also similar between the 
LGU and NGO DOTS facilities in both Tondo and Payatas (5.3% 
vs. 4.1% and 2.9% vs. 5.7%, respectively, Table 2).

The proportion of children who completed IPT tended to be 
low in the LGU compared to the NGO DOTS facilities of Tondo, 
although the difference was not statistically significant (85.6% vs. 
95.7%, P = 0.82, Table 3), and was similar in the LGU and NGO 
DOTS facilities in Payatas (100% vs. 93.3%, P = 0.34, Table 3).

The proportion of household contacts evaluated among the 
listed children (aged 15 years) was higher in the NGO than the 
LGU DOTS facilities in Tondo (95.6% vs. 43.5%, P  0.001, Table 
4A), and similar in the LGU and NGO DOTS facilities in Payatas 
(92.7% vs. 94.7%, P = 0.031, Table 4B). The yield of TB disease 
among the children evaluated was similar between the LGU and 
NGO DOTS facilities in both Tondo and Payatas (10.3% vs. 8.0%, 
P = 0.22, Table 4A; 9.5% vs. 8.6%, P = 0.74, respectively, Table 4B). 
All contacts (109/109) in the LGU and 98.5% of contacts 
(133/135) in the NGO initiated to treatment in Tondo, while 
100% (18/18) in the LGU and 100% (37/37) in the NGO were ini-
tiated on treatment in Payatas and showed a favourable outcome 
(defined as treatment completed) (Tables 4A and 4B). Both the 
LGUs and NGOs in Payatas were successful in retaining their pa-
tients on treatment.

The FDS revealed possible reasons for the low proportion of 
household contacts evaluated by physicians in the LGU DOTS fa-
cilities of Tondo: 1) only presumptive TB cases among household 
contacts were advised to present to the DOTS facility for evalua-
tion; 2) children were in school; 3) mothers were too busy to take 
their children to the DOTS facility; 4) transportation costs; 5) er-
ratic supplies of agents such as purified protein derivative for the 
tuberculin skin tests (TSTs) and anti-tuberculosis drugs for chil-
dren at the DOTS facilities; 6) the manner of communicating with 
patients was sometimes inappropriate; 7) the health workers had 
no time to conduct home visits for those household contacts who 
did not attend the DOTS facilities. These findings were shared 
with the relevant partners for TB control in these areas. The NTP 
coordinators made a strong recommendation to train the health-
care workers on the implementation of contact investigations.

The FDS concluded with the following suggestions: 1) intensify 
health education on TB and emphasise the importance of contact 
investigations to health-care workers and household contacts; 2) 
strict listing of all household contacts; 3) encouragement of house-
hold contacts to attend and follow-up for evaluation within 7 days 
of registration of an index TB case; 4) coordination of health-care 
workers with other agencies such as the daycare centres or schools 
for screening and evaluation of child household contacts; and 5) 
creation of a behavioural change communication seminar for 
health-care workers to develop and maintain communication 
skills and appropriate behaviour towards patients.

DISCUSSION

To our knowledge, this is the first study in the Philippines to in-
vestigate the process of implementation of contact investigation 

among smear-positive and smear-negative TB index cases, and to 
report the yield of IPT and TB disease and treatment outcomes in 
urban settings.

The study showed that only the LGUs in Tondo and the NGO 
DOTS facilities in Payatas were able to identify and list household 
contacts of registered TB cases, which were comparable to the av-
erage family size of 4.3–4.5 members cited in existing statistics re-
ports in Metro Manila.12

Because of the erratic supply of diagnostics, the proportion of 
children aged 15 years evaluated was low, at 45.3%, in the 
LGU of Tondo. The study findings showed that the conduct of 
contact investigation was not fully implemented, as not all chil-
dren exposed to TB patients were evaluated, and the IPT yield 
was therefore low. This finding was also observed in a study in 
Southern India, where household screening and IPT were not ef-
fectively implemented in the households of patients with spu-
tum smear-positive TB, yielding a low IPT uptake.13–15 Tubercu-
lous infection among children aged 5 years in both sites was 
also low, at 5.0%, compared to the study by Singh et al., which 
reported a rate of 33.8%,16 and a study among low- and mid-
dle-income countries, which reported rates of 24–51.2%.17–20 In 
the Philippines, a preliminary report by Salazar et al. revealed a 
high rate of LTBI, at 69.2%, among children aged 0–15 years 
who had contact with bacteriologically confirmed and multi-
drug-resistant TB index cases; the authors used a 5 mm cut-off 
point for TST instead of 10 mm, and the prevalence of TB dis-
ease was 3.3% for radiographically diagnosed patients and 
0.65% among bacillary diagnosed patients.21 This is in contrast 
to our study, which revealed a high prevalence of TB in children 
aged 15 years in both sites, i.e., 9.5% (new smear-negative TB) 
among smear-positive and smear-negative index cases 
combined.

The implementation of contact investigation in most of the 
NGO DOTS facilities appears to be more comprehensive than in 
the LGU DOTS facilities. The NGO DOTS facilities perform the 
following contact investigation activities: 1) they conduct home 
visits before the start of treatment of the index cases to ensure the 
correct address of the patients, listing all household contacts 
(both children and adults); 2) they encourage all household con-
tacts, including adults, to present for evaluation; 3) they follow 
up patients who did not present at the DOTS facility for evalua-
tion; 4) household contacts with or without signs and symptoms 
also undergo chest radiography (CXR), and those who cannot pay 
for the diagnostic procedures are offered free or subsidised diag-
nostic services. Some of these activities could be undertaken by 
the LGU DOTS facilities to increase the proportion of evaluated 
household contacts and identify more IPT and TB cases. Although 
the TB disease yield of 1.6% among adult household contacts 
documented by the NGO DOTS facilities is not as high as that 
among children (9.8% in Tondo and 8.9% in Payatas), it is much 
higher than the estimated TB prevalence rate among the general 
population, which is 2.0 per 1000 population for smear-positive 
TB and 6.3% with CXR-suggestive TB, based on the 2007 national 
prevalence survey results.2 Our study results suggest that contact 
investigations would be more efficient if all children and adults 
were listed and evaluated alongside the TB index cases in both 
the LGU and NGO DOTS facilities.

As this study was undertaken in 12 DOTS facilities in Tondo 
and six DOTS facilities in Payatas, in Metro Manila, the interpre-
tation of results is only applicable to these areas. The study was 
dependent on existing record data, which may have been af-
fected by the rapid turnover of health-care workers in charge of 
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the implementation of contact investigation. This could mean 
that important inquiries were not properly responded to by the 
new staff in charge. Data collection was difficult in the LGU 
DOTS facilities utilising Masterlist B, which did not contain 
items indicating treatment initiation or completion, and we had 
to review the NTP laboratory registers, the NTP diagnosis form, 
the NTP treatment cards and the IPT registers to complete data 
collection. Taking into account these limitations, we believe that 
tracking the pathway of all household contacts from identifica-
tion, diagnosis and treatment initiation to the end of treatment 

is essential, as it provides useful information that could change 
the current contact investigation strategies and lead to a policy 
change. 

In conclusion, contact investigations in most of the LGUs and 
other NGO DOTS facilities in the urban poor areas in Metro Ma-
nila have not yet been fully implemented for children and 
should be expanded further for adults, at least in the urban set-
tings in the Philippines. Training in the step-by-step procedures 
on how to conduct contact investigations is necessary to im-
prove the skills of health-care workers; consistent monitoring 

TABLE 4A) TB disease yield and treatment outcome among children aged 15 years in LGU and NGO DOTS facilities of District I, Tondo, 
Manila, The Philippines, 2012

LGU DOTS facilities NGO DOTS facilities

Total
n (%)

Age, years

0–4
n (%)

5–9
n (%)

10–14
n (%)

Subtotal
n (%)

0–4
n (%)

5–9
n (%)

10–14
n (%)

Subtotal
n (%)

Household contacts listed* 858* 853 713 2424 125* 118 96 339 2763
Household contacts evaluated among 

those listed 468† (54.5) 386 (45.3) 201 (28.2) 1055 (43.5) 121†  (96.8) 113 (95.8) 90 (93.8) 324 (95.6)§
1379 
(49.9)

Presumptive TB household contacts 
among those listed‡ 69 (8.0) 46 (5.4) 13 (1.8) 128 (5.3) 34 (27.2) 27 (22.9) 23 (24.0) 84 (24.8)§ 212 (7.7)

Recommended for anti-tuberculosis 
treatment among those evaluated 58 (12.4) 43 (11.1) 8 (4.0) 109 (10.3) 14 (11.6) 9 (8.0) 3 (3.3) 26 (8.0) 135 (9.8)

Initiated anti-tuberculosis treatment 
among those evaluated 58 (12.4) 43 (11.1) 8 (4.0) 109 (10.3) 14 (11.6) 8 (7.1) 2 (2.2) 24 (7.4) 133 (9.6)

Classification of TB cases: new smear-
negative# 58 43 8 109 14 8 2 24 133

Treatment completed** 58 (100) 43 (100) 8 (100) 109 (100) 14 (100) 8 (100) 2 (100) 24 (100) 133 (100)

TABLE 4B) TB disease yield and treatment outcome among children aged 15 years in LGU and NGO DOTS facilities of Payatas, Quezon 
City, The Philippines, 2012

LGU DOTS facilities NGO DOTS facilities

Total
n (%)

Age, years

0–4
n (%)

5–9
n (%)

10–14
n (%)

Subtotal
n (%)

0–4
n (%)

5–9
n (%)

10–14
n (%)

Subtotal
n (%)

Household contacts listed 78* 84 43 205 166* 151 135 452 657
Household contacts evaluated among 

those listed 69† (88.5) 79 (94.0) 42 (97.7) 190 (92.7) 158† (95.2) 146 (96.7) 124 (91.9) 428 (94.7) 618 (94.1)
Presumptive TB household contacts 

among those listed‡ 8 (10.3) 13 (15.5) 3 (7.0) 24 (11.7) 13 (7.8) 6 (4.0) 6 (4.4) 25 (5.5)¶ 49 (7.5)
Recommended for anti-tuberculosis 

treatment among those evaluated 7 (10.1) 11 (13.9) – 18 (9.5) 17 (10.8) 18 (12.3) 2 (1.6) 37 (8.6) 55 (8.9)
Initiated to anti-tuberculosis treatment 

among those evaluated 7 (10.1) 11 (13.9) – 18 (9.5) 17 (10.8) 18 (12.3) 2 (1.6) 37 (8.6) 55 (8.9)
Classification of TB cases: new smear-

negative# 7 11 0 18 17 18 2 37 55

Treatment completed** 7 (100) 11 (100) 18 (100) 17 (100) 18 (100) 2 (100) 37 (100) 55 (100)

* Household contacts who were listed on the recording logbook.
† Assessed through recognition of signs and symptoms or diagnostic examinations and seen by a physician.
‡ Symptoms of presumed TB: Children (aged 0–9 years) with any three or more of the following signs and symptoms: 1) coughing/wheezing 2 weeks, especially if unex-
plained; 2) unexplained fever (body temperature of 38°) of 2 weeks after common causes such as malaria or pneumonia have been excluded; 3) loss of appetite or failure 
to gain weight, weight loss or weight faltering; 4) failure to respond to 2 weeks of appropriate antibiotic therapy for lower respiratory tract infection; 5) failure to regain previ-
ous state of health 2 weeks after a viral infection or exanthema (e.g., measles); 6) fatigue or reduced playfulness or lethargy (child has lost his/her normal energy and activity). 
Children aged 10–14 years and adults with cough 2 weeks.
§ P  0.001.
¶ P  0.01.
# A patient who has never been treated for TB in the past or has taken anti-tuberculosis treatment 1 month with at least three AFB negative sputum specimens, with radio-
graphic abnormalities consistent with active TB, and no response to a course of antibiotics and/or symptomatic medications, and decision by a physician and/or the Tuberculo-
sis Diagnostic Committee (TBDC) to treat the patient with a full course of anti-tuberculosis chemotherapy.
**A patient who has completed treatment but has not met the criteria for cure or failure.
TB = tuberculosis; LGU = local government unit; NGO = non-governmental organisation; AFB = acid-fast bacilli.
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must be conducted to improve implementation, especially on 
proper recording and reporting, home visits, and regular supplies 
of diagnostics.
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Contexte  :  Quartiers défavorisés sur le plan socio-économique aux 
Philippines.
Objectif  :  Revoir la mise en œuvre de la recherche des contacts de 
tuberculose (TB) dans les zones urbaines pauvres de Manille et de 
Quezon City.
Schéma  :  Une étude descriptive transversale basée sur une revue des 
données des registres de contacts domiciliaires de janvier à décembre 
2012 dans des unités publiques locales (LGU) et des structures 
d’organisations non gouvernementales (ONG) à Manille et à Quezon 
City. Des séances de discussion libre ont également été réalisées avec 
les prestataires de soins.
Résultats  :  Sur les 6161 contacts familiaux des LGU et les 1893 
contacts des ONG (enfants et adultes) listés, 17% (1086/6161) des 

LGU et 95% (1800/1893) des ONG ont été évalués. Le pourcentage 
de TB diagnostiquées cliniquement parmi les enfants âgés de  15 ans 
a été de 10,2% (127/1245) dans les LGU et de 8,4% (63/752) dans les 
ONG. Le pourcentage d’enfants âgés de  5 ans mis sous traitement 
préventif par isoniazide (TPI) a été de 23,1% (124/537) dans les LGU et 
de 28,0% (78/279) dans les ONG. Les ONG ont eu une meilleure mise 
en œuvre du TPI grâce à un meilleur système logistique qui a assuré la 
disponibilité des médicaments et des visites à domicile systématiques.
Conclusion  :  Le dépistage des contacts familiaux dans les zones 
urbaines pauvres semble être efficace et il a augmenté le nombre 
d’enfants âgés de  15 ans éligibles au TPI ; il devrait être étendu en 
tant que stratégie d’intervention pour la lutte contre la TB aux 
Philippines.

Marco de referencia: Las regiones desfavorecidas desde el punto de 
vista socioeconómico en las Filipinas.
Objetivo: Evaluar la aplicación de la investigación de contactos de 
casos de tuberculosis (TB) en las zonas urbanas pobres de Manila y 
Ciudad Quezón.
Método: Un estudio transversal descriptivo con análisis de datos de 
los registros de contactos domiciliarios de enero a diciembre del 
2012, en los establecimientos de las Unidades del Gobierno Local 
(UGL) y de Organizaciones No Gubernamentales (ONG) en Manila y 
Ciudad Quezón. Se realizó además una sesión abierta de 
conversaciones con los profesionales de salud.
Resultados: En las UGL se evaluaron 17% (1086/6161) y en los 
establecimientos de las ONG se investigaron 95% (1800/1893) de los 

contactos domiciliarios registrados (niños y adultos). El rendimiento 
(diagnóstico clínico) en los niños 15 años fue 10,2% (127/1245) en 
las UGL y 8,4% (63/752) en las ONG. El suministro del tratamiento 
preventivo con isoniazida en los niños de  5 años alcanzó un 23,1% 
(124/537) en las UGL y un 28,0% (78/279) en las ONG. Las ONG 
lograron un resultado superior con respecto al tratamiento preventivo 
debido a su mejor organización logística, que procuraba la 
disponibilidad de los suministros y visitas domiciliarias sistemáticas.
Conclusión: La investigación de los contactos domiciliarios en las 
zonas urbanas pobres resulta eficaz y aumenta el número de niños 
15 años que cumplen con los criterios para recibir el tratamiento 
preventivo con isoniazida. Sería conveniente ampliar la escala de esta 
intervención, como una estrategia de control de la TB en las Filipinas.
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