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OVERVIEW

• Context: Khayelitsha

• Summary of the current use of new drugs in 
Khayelitsha in children and adolescents 

• Case studies 



KHAYELITSHA RR-TB PROGRAM
Context



Western Cape province

South Africa

Cape Metro

Khayelitsha

Peri-urban slum 
2.4 million people, more than 50% under 19 



MDR and XDR-TB case finding in the 
Cape Town Metro in Western Cape, SA

Courtesy of Judy Caldwell (CoCT)

CASE FINDING – CAPE TOWN METRO

194 
from 
Khay-
elitsha



Access to new drugs in children 

YEAR Rx started Age Group SR Meds Taken Grand Total

2016 <5 No SR 10

6 -12 No SR 3

13-18 No SR 2

BDQ 4

BDQ & LZD 1

BDQ & LZD & DLM 2

DLM 3

2017 <5 No SR 3

6-12 No SR 1

DLM 1

13-18 No SR 1

DLM 2

Out of a total of 33 children with DRTB, 13 received a new drug, most above 12



Khayelitsha RR-TB Programme

• Child services in Khayelitsha
– 10 primary care facilities 

– Local district hospital (KDH) 

– Most adolescents are managed in PHC with a focus of 
allowing them to return to school as soon as possible 

– Children are mostly managed in TB hospital by DRTB 
paediatric expert



Case 1 :       Sivu ‘ strong TB needs strong drugs ’  



• 14 year old boy 

• No TB contacts, mom noticed some coughing 
and loss of weight 

• Presented to clinic with haemoptosys –
required life saving surgery at private hospital  

Case 1



RX START DATE

Drugs Pyrazinamide 25/12/17

Kanamycin 25/12/17- 03/01/17

Moxifloxacin 25/12/17

Terizidone 25/12/17

Ethionamide 25/12/17

Bloods post surgery 

Case 1: Post surgery back at CHC 

Current Regimen: 

What is your treatment 
approach now?

What other information would you 
like?  

Sample date GXP RIF Smr Culture LPA Rif LPA INH inhA KatG LPA Ami PhenCm LPA Ofx Phen Mfx

26/12/2015 Res Pos Pos Res Res Sens Res

Albumin - 44



Case 1: Constructing a regimen 

• Parents and Sive are very worried about him missing school 
• Horrible experience thus far the daily injectable – both parents and Sive horrified that it 

can cause hearing loss and needs to be monitored if used. Also how will he go back to 
school if daily injection at clinic is needed? 

• Have read about new drugs – DLM and BDQ  on Google. But are worried about what they 
have read ‘’not recommended for children’’ ‘’ not recommended in combination’’



Considerations: 

• Adult type disease 

• FQN resistance 

• Surgery probably removed part of diseased 
lung, but still TB lung changes visible on CXR 
post –surgery 

• Valid concerns about kanamycin  

• Consider reasonable pill burden 

Consideration



WHO considers that currently only the medicines shown in this Table have a 
role in the composition of MDRTB regimens under programmatic conditions





Pill burden 



Regimen started: 22/02/2017 



Follow up 

March (Month 1): 

• Developed rash on face and neck – family 
concerned is this drug related to new drugs. 
Very distressing for parents and Sive!  Also 
wants to go back to school ASAP as is falling 
behind in school. 

Follow up 

Sputums: still positive 



• Reassured and counseled on acne rash, 
unlikely to be drug related 

• Benzyl peroxidase for acne 

Approach taken 



Follow up 

6 weeks: 

• Clinic staff very concerned. On routine ECG 
follow up (done two weekly for first two 
months and then two monthly) machine 
noted ’sinus arrhythmia’. 

Follow up 



QtcF –418 

Should BDQ or DLM or both be stopped? 



• Month 2 – rash much improved. But feels 
tired and dizzy. P = 96. HB 8.2. 



• May (Month 3 on treatment)  – two times 
negative sputum's!!!! 

• Able to go back to school! 

• HB has improved to 9.5. 

• Linezolid restarted at 300mg 



• June (Month 4 on treatment): complaining of 
severe burning pain in the feet – difficulty 
walking to school. HB 10.4. 

• What now? 

.



Month 6:   End of intensive phase. PNP has 
resolved completed Sputums negative doing 

well, good CXR resolution. DLM extended for a 
further 6 months BDQ stopped after 6 months. 

Continuation phase: 
Z/TZD/hdINH/DLM/PAS/Clof



• Coping at school – still gets tired since running 
since operation 

• Gained 5 kgs 

• Sputums have been negative, managing well 
with treatment 





• Important to provide reassurance as needed and 
involve family in decisions around new drugs 

• New drugs provide effective and tolerable treatment 
options 

• There is a tend to “’fear’’ what we do not have 
experience in (BDQ/DLM combo) – important to use 
caution but also consider we are dealing with a 
dangerous disease and need strong guns (especially 
in adolescents) 

Discussion 



Case 3: Owe 

‘the time has come’



Case 2: OWE

• 10 year old, lives with mom and mom’s boyfriend. 

• Mom brought her to clinic with coughing and not 
playing normally in March 2017 

• Weight 33 kgs – dropped 1 kg of weight over past 
month 



What other information would you like to know? 



• Sputum 31/03/2017 Showed Gene Xpert 
positive, inconclusive. 

• No symptom screen done on mom 

• DSTB treatment started at the end of March



• 2 weeks later 

• Still coughing – no improvement on DSTB

• Sputum results from 05/04/2017 show MDR TB with inha
mutation, sensitive to FQN and injectable on LPA 

• On more extensive symptom screen: mom is also coughing 
and had a sputum done a month ago at the clinic – sputum 
results MDR TB 

• On inquiry: mom is HIV positive and so is Owe (perinatal 
transmission – both stopped ART in 2014 from treatment 
fatigue) 

Follow up: 



DATE K+ Creat GFR Mg2+ Ca2+ WCC Hb Plts ALT T.Bilirubi

n

11/05/2017 hamolysed 34 2.28 11.7 365 13 6

Sample 

date G
X

P
 R

IF
 

Sm
ea

r 

C
u

lt
u

re
 

LP
A

 R
if

 

LP
A

 IN
H

 

in
h

A
 

G
e

n
 In

j 

G
e

n
 O

fx
 

P
h

en
 

O
fx

 

P
h

en
 

M
fx

 

P
h

en
 

A
m

 

P
h

en
 

C
m

 

05/04/201

7 Neg  Pos R R 

Mut 

present S s     

 

RESULTS AT THIS STAGE: 





• Should Owe get the standard of care regimen?

• Injectable free?  





• Admitted to TB hospital (mom’s preference) 

• At TB hospital Clofazamine (and PAS) added to 
allow for short course regimen. 

• In TB hospital 4 months. 

Follow up 



• Discharged to  clinic month 4: Owe doing well, growing. Good sputum 
response – planned for 1 year of treatment. 

• Well established on ABC/3TC/EFV 



Case 3 



• Sadly: mom passed away from MDR TB (TB intracranial IRIS) 
while in hospital.  

• Family is now looking after Owe – she is continuing to do well

Case 3 



Key Messages

• The time has come….. 

• Lets prioritize our children and adolescents and 
ensure they have access to new drugs and the most 
tolerable regimens inline with emerging evidence 

• New drugs need to by accompanied with intensive 
support for children, adolescents and parents

• DRTB effects the whole family 



Thank you 


