Munedzimwe et al. BMC Health Services Research ~ (2023) 23:1415 BMC Health Services Research
https://doi.org/10.1186/512913-023-10359-0

Check for
updates

“It's about time they taught us”: a qualitative
study evaluating the barriers to finding

and screening child contacts under five at risk
for TB in Gauteng Province, South Africa

from the provider and caregiver perspectives

Fadzai Munedzimwe'?", C. M. Chetty-Makkan®, R. Mukora'?, S. Charalambous'?* K. Turner' and V. Chihota'**

Abstract

Background Inadequate numbers of children under five years of age who are exposed to tuberculosis (TB) in the
home (child contact) are initiated on TB preventive treatment (TPT) in South Africa. We assessed barriers of initiating
isoniazid preventive therapy (IPT) in this age group.

Methods We conducted a qualitative study at two primary health clinics in the Ekurhuleni district in Gauteng
Province. Between April and July 2019, we enrolled facility managers, TB staff and parents or legal guardians of child
contacts (caregivers) attending for care, at the two facilities. Semi-structured questionnaires, facility observations
and in-depth interviews using a semi-structured interview guide were used to collect data. Findings from the semi-
structured questionnaires with facility staff and facility observations were summarized. Thematic analysis with a
deductive approach was used to analyse the data from the in-depth interviews with caregivers.

Results Two facility managers took part in the study and were assisted to complete the semi-structured
questionnaires by TB staff. Fifteen caregivers aged between 18 and 43 years were interviewed of which 13 (87%) were
female. Facility managers and TB staff (facility staff) felt that even though caregivers knew of family members who
were on TB treatment, they delayed bringing their children for TB screening and TPT. Facility staff perceived caregivers
as not understanding the purpose and benefits of TB prevention strategies such as TPT. Caregivers expressed the
desire for their children to be screened for TB. However, caregivers lacked knowledge on TB transmission and the
value of TB prevention in children at high risk of infection.

Conclusion While facility staff perceived caregivers to lack responsibility, caregivers expressed limited knowledge on
the value of screening their children for TB as reasons for not accessing TB preventive services. Health education on TB
transmission, screening, and TB prevention strategies at a community level, clinics, creches, schools and via media are
important to achieve the global end TB goal of early detection and prevention of TB.
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Introduction

Tuberculosis (TB) is an important public health concern,
and it is one of the preventable causes of death in chil-
dren [1]. The burden of TB infection in children aged
0-14 years is estimated to be about 12% of all TB cases
worldwide [2]. In 2022, an estimated 1.3 million children
fell ill with TB and 183 000 died of TB globally [2]. The
World Health Organization (WHO) recommends TPT
for all HIV-infected children and HIV-uninfected chil-
dren younger than 5 years who are household contacts
of bacteriologically confirmed pulmonary TB cases (child
contacts) [1-3]. At the first UN high-level meeting on TB
in September 2018, member states committed to ensur-
ing that TPT be provided to at least 30 million people, of
which 4 million should be children under 5 years of age
however, these targets were not reached for the five-year
period 2018-2022 [1, 2]. Treatment of Mycobacterium
tuberculosis (Mtb) infection can reduce the risk of pro-
gression to TB disease in children [4, 5]. The uptake of
TPT is sub-optimal globally [3, 6-8]. Despite the WHO
recommendation to increase access to TPT in children
under 5 years, its uptake is still low with a large propor-
tion of children not initiated on treatment or not com-
pleting it [3, 4, 9]. In 2018, 1.3 million children under 5
years were estimated to be eligible for TPT however,
only 27% of these children were reported to have been
initiated on TPT [1]. Of the children reported to have
been initiated on TPT, 266 040 (76%) were in Africa [1].
Though approximately 10% (25 357) of the children initi-
ated on TPT in Africa were from South Africa, this rep-
resents about 59% of the children eligible for TPT in the
country [1].

In South Africa, there is poor implementation of TPT
guidelines and children are being lost along the TPT cas-
cade of care [6, 7]. To date most studies on the uptake of
TPT in children in South Africa have been conducted in
the Western Cape. An evaluation to determine the pro-
portion of child contacts under the age of 5 years who
were initiated on and completed TPT was conducted
in Cape Town, South Africa in 2011 across 14 primary
health care (PHC) facilities [6]. This evaluation found
that less than half (46%) of the eligible child contacts
were screened for TB, 58% of the child contacts who were
screened for TB were initiated on TPT and less than 14%
of those initiated on TPT completed treatment [6]. Other
studies on the management of child TB contacts in Sub
Saharan Africa have also reported low proportions of
eligible child contacts being initiated on TPT [4, 10-12].
The delivery of TPT may be overestimated because the
number of contacts identified do not represent all eligible
child contacts due to incomplete records thus the true

denominator of contacts may be significantly higher [6].
It is well known that TPT uptake in children is not reach-
ing the desired levels however there is a limited under-
standing on the barriers to increasing the delivery of TB
preventive services to child contacts.

Barriers to increasing delivery of TB preventive ser-
vices to child contacts exist at both the health system and
patient level [3, 10]. Structural health system challenges,
lack of access to TB preventive services, and lack of
knowledge among both caregivers and healthcare work-
ers contribute to the poor implementation and adherence
to TB preventive strategies [3, 9, 10, 13, 14]. Countries
with a high TB burden like South Africa need to priori-
tise scaling up access to TB preventive services in peo-
ple centred care environments allowing for patients and
caregivers to be involved in decision making [3]. Devel-
opments have been made to shorten TPT regimens and
these include: child friendly formulations of rifampicin
and isoniazid taken daily for 3 months (3RH); rifapen-
tine and isoniazid taken weekly for 3 months (3HP) or
daily for one month (1HP); and rifampicin taken daily
for 4 months (4R) [15]. With the development of these
new regimens for TPT there is a need to further under-
stand the gap in delivery of TPT among child contacts
and explore the barriers to increasing the delivery of TB
preventive therapy to child contacts. Using a qualitative
approach, we aimed to assess the barriers and motivators
of initiating IPT in child contacts from the provider and
caregiver perspective.

Methods

Study design and study setting

This qualitative study was conducted at two PHC clin-
ics in the Ekurhuleni district, Gauteng, South Africa. The
two clinics were purposively selected based on the fol-
lowing criteria: having TB case notifications greater than
100 cases per year; provided immunization, TB and HIV
care baby wellness and family planning services; and had
implemented the TB module within Tier.net. Tier.net
is an electronic register of TB data integrated with HIV
programme data. All health care services provided at
each PHC were managed by a facility manager.

Study population and participant recruitment

Facility managers at both PHC clinics were approached
and invited to take part in the study and semi-structured
questionnaires were administered to them. Each facility
only had one facility manager. The facility manager had
to have worked at the facility for at least 12 months to be
eligible to take part in the study. Facility staff working in
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TB services (TB staff) at each facility assisted the facility
managers in responding to the questionnaires.

Caregivers who were parents or legal guardians of
children under five years who were at risk for TB access-
ing services at “high yield” PHC facility points such as:
immunization, TB treatment, ART, baby wellness and
family planning departments were randomly approached
and invited to take part in face-to-face interviews.

Ethics approval and consent to participate

The study obtained ethical approval from the Univer-
sity of Witwatersrand ethics board (Approval number:
180301) and the Ekurhuleni Health District Research
committee. Facility staff, and caregivers were required to
provide written informed consent before being enrolled
into the study. The responses from the semi-structured
questionnaires with facility staff were recorded in writing
but the sessions not audio recorded. In-depth interviews
with caregivers were audio-recorded and -caregivers
were required to provide written informed consent for
the interviews to be audio-recorded. Participants were
excluded from taking part in the interviews if they were
unable to communicate in one of the study approved
languages.

Data collection

Data was collected from April to July 2019 by trained
research assistants (BM, KS, NF and KM) and the co-
investigator (RM). BM and KS were male whilst the rest
of the data collection team was female. At the time of data
collection, the entire team were employed by the Aurum
Institute. Semi-structured interviews using a question-
naire (supplement 1) with facility staff were conducted by
the co-investigator (RM). The facility managers answered
a few basic questions and TB staff answered the TB spe-
cific questions. From the semi-structured questionnaire,
we obtained informatin on the availability of TPT, human
resources, clinic procedures, challenges, and experiences
of delivering TPT and TB preventive services. A facility
checklist (supplement 2) was used to conduct the facility
observations. The semi-structured questionnaires were
administered at the clinic in the health facility manager’s
office. The facility checklist was also completed at the
clinic and to record field notes.

Table 1 Themes explored in in-depth interviews with caregivers
Perception of personal susceptibility to TB

Perception or experience of TB preventive services at public health
facilities for children under five

Barriers to accessing TB preventive services for children under five
Enablers to accessing TB preventive services for children under five

Recommendations to improve accessing TB preventive services for
children under five.
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Caregivers who accessed services at “high yield” PHC
facility points were interviewed using a semi-structured
interview guide developed following a review of literature
(supplement 3). The interview guide was divided into
themes aimed at understanding the enablers and barriers
of accessing TPT services as shown in Table 1. The inter-
view guide was piloted amongst a few participants and
questions were revised before being finalised and used
for data collection.

Caregivers were approached whilst they were at the
clinic and appointments were set up for the interviews
to be done at a convenient time for them. Approximate
duration of the in-depth interviews was about 30 min.
The interviews were conducted in a private and quiet
space at the primary health care facility. Interviews were
conducted in either English, isiZulu, Sepedi, Sesotho or
isiXhosa and they were digitally recorded. During the
interview, only the participant and the interviewer were
present.

Two facility managers, one from each of the selected
clinic took part in the study. TB staff at each clinic who
were involved in TB care assisted the facility managers to
complete the questionnaires. Figure 1 shows a summary
of the caregivers approached and enrolled. Caregivers
were defined as the parents of legal guardians of children
under the age of 5 years. Of the 64 caregivers enrolled
into the larger study which sought to assess the number
of children under five in households at risk for TB and
initiated onto IPT, fifteen caregivers aged between 18 and
43 years agreed to take part in the in-depth interviews.
Thirteen (87%) of the participants were female. All the
interview participants had one adult diagnosed with TB
living in the same household and at least one child under
the age of 5 years. The number of children under the age
of 5 years per household ranged from 1 to 3 children. All
the participants interviewed were accessing either TB
treatment or HIV treatment services.

Data analysis

The semi-structured questionnaires from managers and
health workers were reviewed and the findings from
both clinics were summarised. We looked for patterns
and findings that either stood out for each clinic or were
common. The recordings from the in-depth interviews
with caregivers were transcribed verbatim and translated
into English where applicable. A quality check was done
by co-authors (FM and RM) on all the transcripts before
the coding and analysis took place. QSR NVIVO 10 soft-
ware was used to manage and analyse the data. Thematic
analysis using a deductive approach was used to develop
themes. The codebook template was developed by three
members of the research team with a master’s and doc-
torate level qualification (FM, RM and CM).
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Participants Screened:
(N=2326)

Site 601 (n=1316)

Site 642 (n=1010)
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Screen failures (N=2262)

Has no under 5 (n=311)

Has under 5 but not living in household (n=9)
Not parent/legal guardian (n=7)

No adult in household with TB (n=1731)
Refused to take part (n=14)

Other (n=190)

Participants enrolled
(N=64)

Site 601 (n=22)

Site 642 (n=42)

\4

Invited to participate in
in-depth interview (N=35)
Site 601 (n=23)

Site 642 (n=12)

\.

Agree for in-depth interview to be
audio-recorded and enrolled into
study (N=15)

Site 601 (n=6)

Site 642 (n=9)

Entry point: TB/HIV services (n=15)

TB/HIV services (n=60)

Entry point:

Curative (n=1)
Obstetric (n=1)
Immunization (n=1)
Family Planning (n=1)

Fig. 1 Summary of the participants approached and agreed to take part in the in-depth interviews

To develop the initial codebook, RM and CM inde-
pendently coded two transcripts each. The initial codes
were based on the themes explored in the in-depth inter-
views as shown in Table 1. This was followed by cross-
checking the codes, merging the broad coding into a
finalized codebook through an iterative process. During
this process, codes which were not common across the
transcripts were cross-checked and merged if the defi-
nitions were similar. For example, the following codes
were merged: “need to understand why prevention is
better than cure’, “lack of information on TB screening
and being aware on the existence of preventive therapy’,
“TB Treatment and IPT” and “location where informa-
tion about TB screening for children given” We merged
these codes as all referred to a general lack of knowledge
expressed by the caregivers about TB screening, preven-
tion, and treatment for children. The merged code was
renamed “lack of knowledge on TB transmission, screen-
ing, prevention and treatment for children”.

A third researcher with a master’s level qualifica-
tion (FM) applied the final codebook to all the tran-
scripts. Trends and patterns were discussed by the three
researchers and some of the themes were refined. Follow-
ing the process of refining and merging themes, all the 15

interviews started to reveal similar information therefore
saturation was reached. Once there was mutual agree-
ment on the themes amongst the three researchers, the
themes were finalized. Direct quotes are presented in the
results to express the key dimensions of each theme.

We used the COnsolidated criteria for REporting Qual-
itative research (COREQ) checklist for writing this man-
uscript (Supplement 4).

Results

Motivators and barriers to accessing IPT services from the
facility staff perspective

Facility staff at both clinics felt that even though care-
givers knew of family members who were on TB treat-
ment, caregivers delayed bringing their children for TB
screening and TPT. Where caregivers were not aware of
family members on TB treatment, facility staff reported
that it was due to the challenge of patients identified as
index cases not disclosing their status to their household
contacts or not informing clinic staff who their house-
hold contacts were. Where household contacts had been
disclosed, facility staff faced challenges in tracing due
to incorrect addresses recorded in patient files. Patients
gave incorrect addresses and contact numbers because
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they were out of the clinic’s demarcation area and did not
want it to be known as they would be asked to go to their
local facilities.

The facility staff raised the issue of TB-related stigma as
a challenge which may have discouraged index cases from
disclosing their status. From the facility observations, it
was evident that there was a lack of space at the clinic to
allow for triaging of TB patients. The mixing of TB patients
with other patients in the waiting areas was another chal-
lenge raised by facility staff, as caregivers may not have
been comfortable with having their children remain in the
waiting room with other TB patients. The facility obser-
vations also confirmed that there were TB screening tool
shortages and IPT stock outs which negatively affected the
provision TB preventive services to children at both facili-
ties which was also reported by the facility staff.

According to the facility staff, some parents did not
understand why their TB negative child needed to be
started on IPT because the concept of prevention did not
make sense to them. Parents would bring their children in
for TB screening and for treatment of other conditions,
but they would refuse IPT. The facility staff recommended
creating awareness on TB preventive services through
television adverts and sending SMS’s.

Motivators and barriers to accessing IPT services from the
caregiver perspective

Three themes emerged from the data. The dominant
theme that emerged was that due to their caring nature,
caregivers had the desire for their children to be protected
from TB. The role of caregivers as a protective figure gave
them the desire to access TB preventive services for their
children. The second theme that emerged was that caregiv-
ers had the desire to be educated and caregivers revealed
their preferences for education on TB preventive services
and TB screening. The last theme that emerged was that
caregivers had a lack of knowledge on TB, TB transmission
and screening. This became a barrier and prevented them
from accessing TB preventive services.

The role of caregivers as a protective figure

Caregivers expressed a desire for their children not to be
infected with TB. Caregivers did not wish for their chil-
dren to experience pain or physical distress due to the
symptoms of the disease or die from it.

“They must be protected because TB kills and it’s
very painful for child to be killed by TB and not even
know how they got infected” — ID2.

“I would love for them to get it (IPT) because it’s
really painful to have TB” - ID3.

“Children must be protected and not infected.” - IDS.
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Caregivers expressed their willingness to have their
children screened for TB. They were committed to tak-
ing their children to the clinic for follow up visits after
screening and to collect IPT.

“I also want them to be checked. If we find that they,
have it, I must take care of them and help them take
treatment from that time until they finish- ID4.

“It’s easy to come and collect my children treatment
because I don’t want my children to be sick and not
to get TB” - ID1.

Caregivers who had taken their children for TB screen-
ing were relieved when they found out that their children
had tested negative for the disease.

“I was happy because of I didn’t want them to go
through what I went through because it was very
painful” — IDI10.

“Yea that's something that would make me happy. 1
mean I think I would feel ok because at the end of
the day I know that this will reduce the risk of the
child having TB. This would be a way for me to pro-
tect her from this disease. Yea I would feel ok with
this thing” — ID13.

Caregiver preferences for education on TB preventive services
Caregivers indicated that they wanted to learn about the
importance of accessing TB preventive services. Most
caregivers suggested that health workers should share
more information on TB with them.

“Speaking of TB in children, I don’t want to lie but I
don’t know that much but I think it’s about time they
taught us. Yah even at clinics there should be that
chance. When you go check for TB, they should use
just five minutes to tell you about how dangerous TB
is in children. And also, how they test them and why
they need to test them that way. Cause of other peo-
ple, they are going to get scared that you're going to
put a pipe in my baby’s stomach without explaining
to what the importance of doing that is. Why should
we have to do that? Is there another way? Or you
should choose between this one and that one.” - ID8.

“So, you see knowledge (on TB, TB preventive ser-
vices, and TPT ) is what we need most” — ID13.

Most caregivers felt that if they were educated on how
children can be infected and affected by TB, they would
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be motivated and encouraged to bring in their children
for TB preventive services.

“I think actually there should be a support group
that will call parents and give them more informa-
tion about TB so that they know what TB is, how it
affects and spreads so that if they have information,
they can have motivation to go and get their children
tested for TB statuses”- ID8.

“I think you must teach parents about screening and
about this pill that protects children also do door to
door campaigns teaching community about TB” —
ID1.

Most caregivers indicated that they preferred for TB
screening to be conducted at creches and schools with
some opting for it to be done in the household. Care-
givers felt that creches and schools were a good place as
there were many children there and being screened at
the household eliminated the need to travel to the health
facility. Caregivers were not comfortable with traveling to
the facility because of the distance and the fact that their
children had to sit in the same waiting room as other TB
patients. Caregivers also felt that créches and schools
were ideal for the provision of information on TB and TB
preventive services. In addition to créches and schools,
caregivers suggested that information on TB and TB pre-
ventive services could be provided at clinics, in the media
and in the community by running campaigns frequently.

“I also think that it’s important for the people check-
ing to go to schools because that’s where most chil-
dren are, in schools and créches... If parents agree,
then they check the children in the schools because
in the townships, parents won't just go to the clinic,
maybe because of lines but it’s easy to get children
tested in schools”- ID4.

“To make things easy there must be nurses that will
visit us and check children for TB at our homes.
There is a distance from home to the clinic” - ID1.

“Maybe TB testing in families... In the clinics, they
must make- I don’t know how they can do it; a ward,
or a place around the clinic where the children
would be checked cause here, we must bring them
where old people who have TB are also sitting, which
means that they are not safe” — ID5.

“And they can launch campaigns for it cause people
mostly, they can understand things through cam-
paigns. There should be campaigns that speak about
TB. Adults think that TB only infects adults and all
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of us, most of us, we don’t think that a child can get
TB... There can be some small campaigns or at least
they can speak about it at clinic and they... they
encourage the testing of the kids. - IDI0.

“Uhm, nurses must teach parents a lot about TB and
then there must be pamphlets and billboards. There
must also be people who will go créches- Nurses
must go around and teach mothers and staff’- ID2.

Lack of knowledge on TB transmission, screening, prevention,
and treatment for children

The most important barrier to accessing TPT was that
the caregivers lacked knowledge on TB transmission,
screening, prevention, and treatment in children. Care-
givers did not understand how children could be infected
with TB, where some thought only adults could get TB.

“I thought only old people can get TB because I
didn’t have information about TB.” — ID8.

“I would not know; I was also surprised how she was
infected, or she got it from her father because he was
coughing” — ID6.

“We have the belief that the only important thing
to check on children is HIV/AIDS not TB. And
they (caregivers) have this belief that where would
they be getting TB from? They don’t use (chemi-
cals), they don’t use these things they don’t use those
things. It’s because we don’t know what causes one
to get infected with TB. Even if they don’t work with
chemicals, even if they don’t work with some things,
and they don’t smoke cigarette. Mostly, we like say-
ing that people get TB because they smoke cigarettes.
They will say no, the child does not smoke cigarettes,
how can they get TB if they don’t smoke cigarettes’-
ID10.

Some caregivers did not know how children were
screened for TB and others did not understand the value
of TB screening and preventive therapy in children. The
complexity process of screening was not fully understood
by caregivers.

“No, I had never heard of that, that there is a way
that they screen children for TB” — ID13

“No! For children they must not be given pills every
day because it would be an overdose and their sys-
tem will be full of this thing, they can maybe get an
injection”- ID11.
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“No. I don’t have information at all. Because of they
had also told me at the clinic that I also have to
bring mine so that they can put in some pipe inside
the stomach before he eats anything, with no milk,
anything, on an empty stomach. That's what I know.
And it scared me. I thought it’s very risky to put a
pipe inside like inside the mouth, that goes into the
baby’s intestinal tract. I don’t know but I have never
seen them do it but it’s what they explained to me. I
just thought it’s, I thought it’s very risky. Maybe they
can even vomit. I know that they said they must not
eat at all”- ID9.

Discussion

In this qualitative study we describe the barriers and
motivators of finding and screening child contacts under
5 years from the provider and caregiver perspectives.
Our study provides evidence that caregivers delayed tak-
ing their children to the clinic even though they had the
desire for their children to be screened for TB. Both care-
givers and facility staff felt that the lack of knowledge on
TB transmission, screening, prevention, and treatment
for children was a major barrier for caregivers preventing
them from accessing TB preventive services. However,
caregivers had the desire to be educated on TB preven-
tive services and facility staff felt that educating caregiv-
ers could have a positive impact on improving access to
TB preventive services.

The lack of knowledge as a barrier to accessing TB pre-
ventive services is consistent with findings in other stud-
ies on the management of child contacts of TB patients
[16—19]. Other studies in sub-Saharan Africa have rec-
ommended that caregivers be educated on the impor-
tance of TB preventive services [7, 13] which is consistent
with our findings from both the semi-structured ques-
tionnaires with facility staff and in-depth interviews with
the caregivers. Both caregivers and facility staff recom-
mended educating the community on issues related to
TB which implies that the current methods used to edu-
cate people on TB are not effective. Educating the com-
munity on TB and TB preventive services is important
because it can empower and encourage the community
to become actively involved in the fight against TB as
it provides them with information. The need for more
people-centred approaches in healthcare programmes
is widely recognised therefore educating caregivers is an
important tool that can be used to encourage access to
TB preventive services [20] thus increasing the uptake of
TPT.

In South Africa, health education including educa-
tion on TB is done primarily by health workers and it is
included in the services provided at PHCs [20]. Patients
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also receive some education in the media and through
the distribution of health materials which are also dis-
played at PHCs [20]. The Road-to-Health booklet (RtHB)
is a standardised national tool for growth monitoring
and the assessment of health among children from birth
to five years of age and is used by ward based outreach
teams (WBOTS) [21, 22]. WBOTS are made up of com-
munity health workers (CHWs) and led by a professional
nurse [21, 22]. The RtHB includes monitoring and pro-
viding health education on preventive and treatment
interventions for HIV and TB amongst other infectious
diseases affecting children [22]. The findings of our study
suggest that there may be gaps in the methods of pro-
viding education or that caregivers are unable to access
and understand information on TB preventive ser-
vices. An assessment on the utilisation of the RtHB for
the monitoring on child nutrition in the Western Cape,
South Africa found that CHWs encountered barriers in
the implementation of the booklet as a monitoring and
education provision tool [22]. CHWs lacked training,
encountered language barriers when communicating
with caregivers and had insufficient time to complete all
tasks [22]. Though this study was specific to the monitor-
ing of child nutrition, CHWSs may face similar challenges
in the use of the RtHB as a tool to educate caregivers on
TB preventive services and TPT. These gaps in the provi-
sion of information may explain why caregivers and facil-
ity staff suggested that there is a need for more education
on TB preventive services for both children and adults
despite what is already being done.

Caregivers suggested additional ways of spreading
information on TB such as educating parents at créches
and schools and conducting campaigns in the commu-
nity. These ways in addition to health education provided
at the PHC level will be useful to ensure that information
reaches the community and people who may not visit
clinics. Educating the community on TB may also have
a positive effect on the issues raised around TB related
stigma by the facility staff as a barrier to accessing TB
preventive services. Index cases were afraid of disclosing
their status to their household members due to stigma
and as a result, caregivers may not have been aware of the
need to take the children in the household for TB screen-
ing. There is a need for TB programmes to consider inter-
ventions that will help with the reduction of TB related
stigma. Educating the community on TB may also influ-
ence index patients to give correct addresses enabling
efficient contact tracing which is a challenge identified by
facility staff. Health facilities may also consider request-
ing official documents which can be issued by ward
councillors as proof of residence when patients register
for care at their facilities. TB programmes could con-
sider using social media, radio, and television to spread
information on TPT [23]. There is increasing evidence
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that social media, radio, and television can be powerful
tools for health promotion [23]. Whilst these tools may
improve the spread of information, the messages need to
be tailored for different audiences to be effective [23].

It is also important to consider how health care pro-
viders communicate with patients/caregivers to educate
them on TB as our findings show that even though care-
givers are being given information at the clinic, this infor-
mation may be misunderstood. A pilot study in Lesotho
exploring the preferences of child contact caregivers
found that sometimes when patients/caregivers ask ques-
tions, the responses from the health care provider may be
incomplete [13]. Responses may be based on the health
care provider’s judgement on the patient/caregiver’s
capacity to comprehend the information they are being
given and this may intimidate patients or caregivers [13].
This may explain why the facility staff in our study felt
that the caregivers delayed bringing their children for
screening, yet they were aware of index patients at their
households. It is therefore important to ensure that when
health workers provide information, it is simplified and
that the recipients have understood the information.

Caregivers have a protective role over their children
which was expressed by their desire for their children not
to experience pain due to TB infection, the commitment
to ensuring that their children receive and complete TPT,
and their recommendations for children to be screened
even at creches and schools and in the household. It is
acknowledged that caregivers have an important role
to play in affecting the uptake of interventions for chil-
dren. Even though caregivers may express the desire
to be involved and empowered in making decisions for
their children to access treatment, they often did not do
so implying that other barriers existed. These findings
are consistent with the findings from a pilot study which
explored the preferences among caregivers of children in
Lesotho [13]. To increase the uptake of TPT in children,
it is important to understand how health care providers
can work together with caregivers to make them under-
stand its importance and influence their behaviour.

Strengths and limitations

Few qualitative studies have been conducted to date
exploring the barriers of accessing TB preventive services
from the caregiver’s perspective. One of the strengths of
our study is that it explored the perspectives of caregiv-
ers in-depth which provided rich data. The facility obser-
vations allowed us to understand the context in which
the facility staff were being interviewed. For TB preven-
tive programmess to be successful, both the provider
and patient aspects need to be considered. Our study
explored both the health system and patient perspectives
allowing us to give insight into how future TB preventive
programmess may be designed.
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Our findings are limited because the study was con-
ducted only at two health facilities in one district. Thus,
we recommend that the attitudes and perspectives of
other health workers from other districts and facilities be
also explored. The study collected data related to human
behaviour making it prone to bias such as social desirabil-
ity as participants try to offer response that are socially
acceptable. To mitigate the risk of bias, participants were
assured that their responses would be kept confidential,
and the indirect benefits of the study were emphasized.

The study was conducted in 2019, before the shorter
TPT regimens were available therefore our findings may
have reduced relevance to the current practice as these
regimens are shorter and have better completion rates
than IPT. Despite this, our study still provides valuable
insights on aspects of TPT delivery that must be consid-
ered to improve uptake regardless of the regimen.

Conclusion and recommendations

The delivery of TPT in children under the age of 5 years
is limited by system level factors including stock outs,
shortage of screening tools, and lack of space at health
facilities. Individual level barriers such as TB related
stigma, and lack of knowledge on TB preventive services
including TB transmission in children also results in a
reduced uptake of TPT delivery. Health education on TB
transmission, screening, and TPT should be conducted at
a community level, clinics, créches, schools and via media
in addition to the PHC level. Health education could also
be targeted at index cases when they are started on treat-
ment. The importance of disclosing one’s status to house-
hold contacts should be re-enforced to index patients
when they visit health facilities to collect their treatment.
TB prevention programmes should raise awareness of TB
preventive services and consider addressing both system
level factors and individual barriers affecting the uptake
of TPT in child contacts.
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