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Engaging health-care workers to reduce tuberculosis
transmission
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and this leads to a lack of routine surveillance data
recording the extent of the transmission risk. Stigma
impedes care-seeking behaviour, often leading to
delayed diagnosis and treatment, and limits disclosure
within a health-care worker’s home institution.8
Substantial morbidity and mortality is associated
with an increased risk of tuberculosis acquisition,
particularly for health-care workers with HIV.9 Of the
health-care workers who recover from tuberculosis,
many are subsequently less likely to return to
work.10 Although these individuals often have an
impaired perception of the risk of transmission
because of habituation to the risks of working in
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Although the proportion of global tuberculosis cases
that arise from nosocomial transmission is unknown,
many studies document that ongoing transmission
in health-care facilities, primarily from undetected
cases, is an important driver of the tuberculosis
epidemic.1 Health-care workers are disproportionally
aﬀected by the occupational hazard of tuberculosis
transmission, with at least a three times higher
incidence of active tuberculosis shown in low-income
and middle-income countries.2 A similar situation
is also likely to aﬀect community care providers in
regions with a high tuberculosis burden, although data
are scarce. Despite the existence of evidence-based
guidelines on tuberculosis-speciﬁc infection control,
studies3,4 evaluating tuberculosis in aﬀected healthcare workers in resource-limited settings identiﬁed
a lack of tuberculosis infection control programmes
in most health-care facilities. The use of personal
protective equipment is consistently sub-optimal, and
reliable access to N95 respirators, which are standard
respiratory protection masks, is often missing.5
Although the ethical obligation of health-care workers
to provide care to patients might involve some
degree of risk, there is also an ethical duty for those
responsible for health systems to provide health-care
workers with a safe working environment.6
Health-care workers represent a precious and scarce
resource, particularly within tuberculosis settings.7
Yet occupational health programmes in settings with
a high tuberculosis burden are usually weak or absent
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a tuberculosis-endemic setting, the absence of
workplace safety can also aﬀect motivation and
negatively aﬀect performance. However, unlike other
high-risk groups for tuberculosis acquisition, healthcare workers can act as eﬀective agents for change
through awareness, through advocacy, and, critically,
by acting to implement changes at the front lines at
which they serve.
A renewed focus on tuberculosis infection control
is needed. In settings with a high tuberculosis
burden in which most nosocomial tuberculosis
transmission occurs, the prevalence of latent
tuberculosis infection is high. The knowledge that
many health-care workers are already infected
might contribute to under-prioritisation of the
eﬀorts in tuberculosis infection control. Refocusing
on preventing ongoing transmission, including the
risk of reinfection, could be important for raising
awareness and concern. FAST (active case ﬁnding
using rapid molecular diagnostics, safe isolation,
and early eﬀective treatment initiation) is an
administrative transmission prevention approach,11
referenced in the End TB strategy by WHO,12 which
could play a crucial part in decreasing nosocomial
tuberculosis transmission. Accordingly, the new End
TB Strategy 2016–35 includes tuberculosis infection
control as a means to contain transmission.13 Other
important transmission prevention strategies include
institutional building designs that maximise natural
ventilation and the use of germicidal ultraviolet air
disinfection and adequate provision of personal
protective equipment.1 These strategies must be
incorporated as part of general health-facility planning
and design, with a focus on strengthening health
service infrastructure to ensure the sustainability of
transmission prevention strategies for tuberculosis
and other infectious diseases.14
Policies alone have not resulted in implementation
of recommendations for tuberculosis infection
control. Health-care worker advocacy and leadership
for change are needed. Robust occupational health
systems must be developed and prioritised.15 At the
health-care facility level, occupation should be added
as standard to tuberculosis case record forms so that
this information can be monitored and evaluated.
Health-care facilities where medical and nursing
students are trained present excellent opportunities
884

to engage, educate, and empower health-care
workers to protect themselves and their patients
from tuberculosis transmission.16 Implementation
of tuberculosis infection control strategies such as
FAST must facilitate linkage to care, including proper
coordination of the private sector and other care
providers with national tuberculosis programmes.
Non-governmental organisations and trade unions
that advocate for health-care worker safety are also
key players in eﬀorts to raise awareness, eliminate
stigma and discrimination, and mobilise the wider
community of health-care workers.
Increased attention to tuberculosis transmission
prevention and infection control requires political
commitment expressed in ﬁnancial investment
and supportive legal frameworks. An empowered,
interconnected group of health-care workers who are
committed to safeguarding themselves and those
they care for is essential to advocate for change and
ultimately contribute to ending the tuberculosis
epidemic worldwide.
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