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STC Neuts

Report on

SAARC-CDA WorkshoP on

HIV/AIDS/TB Control

The HIV/AIDS ePidemic . 
is

soreaOing 
-rapidly in atl 'South Asian

:t#t;ffi wil" India has the single

i;;;;;.Portion of HIv Positive cases

*iirri" ^ irt bor:ders (according 
. 
to

iliieios und wHo)' similarlv other

South Asian countries arc also "-q:::
;;; ePidemic'. Given this scenarto'

etlbrts to cope wrth the epiclemic in rhc

ililA=riu it"gion must be regional in

scooe and not confined to Political

i""r'I"d.* ut 
'tt"y 

cunently ,utt:- 
In

ilil;' *bercukrsis is one of the most

common comPlications of . HIV

inir.iion and in South Asia' tho

;t'.*i;;;t of 
. 
HIv/AIDS int'ection is

increasing and rates of TB atc 
^also

tising- Hence earlY HIV/AIDS/TB

Oiagiosis' tteatment and management ls

increasinglY Gcoming a .vital
' ;;ffin*ii in the management o[ the

Otr"f 
"Pi 

f.mics in South Asia'

South Asian Associatitm l'or

Regionat CooPeiation (SAARC) and

Coior.fiun Inrcrnational Development

ie.*v iclDA) signott o y.9lT:ltaudum

ot Understandiig - 
(Y9Y].,-.,i:li

.nop.rutiun in July 1997' At tlrettnrc or

;;"'s;;t"tary Gcneral's visit to ottawa'

.- it has been agieed to develop a project

to address Te and HIV/AIDS' The aim

of the projeot woulcl bc ttl klok at thc

O""ilprOtmics in orcler' -tt'r 
trbtain a

bettel understancling of the bcst

nractices being adopted in the con9913f

ffi;;;; "; ie and HIv/AIDs

;;d;;;"t in sAARc member

ffiffi; currentlY contionting botn

epidemics.

Tho goal of the Project *uulr|,P

t"o facilitate regional cooperatlon

;t"*n' a;*c' itre Purpose o.l the

proiect is ttl strengthen ihe capacity ol'

SAARC to tbrmuiatc legional- policies

that will combat the sprJad ot TB and

iiivioios ePidemics in 
- 
sAARc

ilrtrer couniries' The P*i:": will

establish an ePidemiological

inttlrmation networt that will gent:l'ate

the nocessarY analYsis to tttl:ll
t*.gltt of t'tre monitoring' pfeYe*lon

;;;;i*l ot rB ano ruvret?:. t"

South Asia' Tlre Hcalth Canada would

t.--b"nadian implementing og:ltv'

*tif.,-ut SAARC TB Centle would

itPr.*."t liom SAARC side' The

nt'"*, will bc implelncnted ovel tilur

ill;;"d will inituoott thc lollowing

components:

/ Regional EPidemiological

Laboranry danbase

Informatirtn Network'

r 
'iiiitY 

and Communicatiort*

r Regional La'boratory'

To develoP a detailed Proiect

dcsign o SnnnC-bIDA workshop was

&
and

2
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organised from 1-5 March 1999 at
SAARC TB Centre, Kathmandu, Nepal.

Mr. B. B. Karti, Chairman of the
National Assembly of Nepal
inaugurated the workshop. The t'unction
was chaired by the Secretary, Ministry
of Health, His Majesty's Government of
Nepal. The SAARC Secretary General
addressed the participants and guests at
its inaugural function.

The experts fi'om, SAARC
Member Countries, Health Canada,
SAARC TB Centle along with the

rcprcsentative of CIDA and SAARC
Secretariat participated at the workshop
and held discussions tbr the prcparation
of a project document.

The propct document
drafted by incorgrrating tlrc
components of the project.

* 'F *___-----------:

World TB Day '99

24il' March is commemorated
every year as World TB Day all over
the world to pay tributcs to Late Dr.
Robert Koch lbr his path breaking
discovery of TB biicillus in the year

1882. This was also commemorated in
SAARC Region, whcre 407o oI the total
TB Cases reside and SAARC TB
Centrc (STC) is functioning in
Kathmandu tbr coordinating the eftbrts
of member countries for TB contrnl.
STC used this opportunity to raise
public awarcness about TB disease and

mobilize public suppolt by advocating,
propagating, and educating the people

about the discase and its contlol.

This year', STC organised latge
number of events in association with
WHO, National TB Centre, NATA,
JICA TB Project.

Some of the activities organised
by STC,ue as fbllows:

Joint Function:

A l'unction of World TB Day '99

was organised jointly by SAARC TB
Centrc, HMG Nepal, WHO, NATA and

JICA TB Project in Royal NePal

Academy of Kathmandu, under the
chairmanship of Ministel of Health, His
Majesty's Government of Nepal on 24th

March 1999. The tunction was

inaugurated by the Rt. Hon'ble Chief
Justice of Nepal, Mr, M. P. Sharma. Mr.
T. Dorji and Mr. ALA Azeez, Directors,
represented SAARC Secletariat in the

function. The message trom His
Excellency, the Secrctary General of
SAARC to the peoplcr of the region on
the occasion ol'World TB Day '99 was
read out at the lirnclion by Mr. T. Dorji.

Exltibitiott:

An exhibition on TB situation
and activities being calried out tbr its
contl'ol in the region was arranged. The
activities and achievements of the STC
wele also rtisplayed in exhibition, which
were appreciated by the visiting
authorities of govemment of Nepal,
NGOs & INGOs, journalists,

community leaders along with large
number of visitors.

Public AwarQness:

" Public awareness campaign on
tubelculosis & its control and role of

wat
major

$



community
organised.
messages
places of
districts.

to tight against TB were

Banners with ditTerent

were placed in the imPotant
the Kathmandu and nearbY

was unique examPle of Regionut C9-

op"tution in combating the epidemic

collectivelY.

Report on
Presentation Made bY

DeputY
Directlr, STC in 19th

All NePalMdical
Conference
(AI\EMECON-19)hdd
atBirywd,NePaL

DePutY Dilector attended lgth

All NePal Medical Conference

ieNerrnscoN -19) orqanised !I Ntpil
Metlical Association at Birgunl lrom o

io-gii lun. 1999, at the invitation o1'

o,'ganising Secretary' Nepal Medical

Association.

A Presentation on "New Threats

to TB Control, TB and HIV/AIDS" was

made bY the DePutY Dilector in tle
speciat scssion on "AIDS: An

lnternaticlnal Dilemma"'

The Presentation highlighted TB

and HIV situation in South Asia and

n"f. being PlaYed bY SAARC .TB
Centre for prevention and control of

these diseases.

A detailed interaction was held

about activities of centre and its role

was widely appreciated by attending

experts of the field-

Radin talk:

Minister of Health' His

Majesty's Government of Nepal and Dr'

D. S. Bam, Dilector, STC/NTC gave

radio messages for the public awarensss

on the occasion of World TB DaY'

***------------

Report on Bastern
Regional Conference
of IUATLD held at

Hong Kong:

Director and DePutY Dilector ot:

STC ParticiPated in the Eastem

n eionut Cohfereoce held in Hong

ffi; from 3'd to 8th June 1999' at the

inuiiution of International Union

Rgainst Tuberculosis and Lung Disease

iiiierlpl and prcsented papers'^The

nt"tantotion of Director was on "DOTS:

ig-Co"rtol Breakthrough" and that of

. O"poty Directol was on " United

;ffi; to Combat TB and HIV Co-

epidemic in South Asia"'

The PaPers were well received

and during the course of presentatron

irte nor. 
"or SAARC TB Centrc in

combating TB and HIV co-ePidemic

*ur tugllighted. This was .widely
appt..iu:t.O 

-Uy 
ttre experts at'tending the

,inf"r"n . who obseived that the STC * * *___----------
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Introduction

The main objective of social sciences, which
comprises of sociology, history and rconomics,
is to study the human society. The application
of social sciences to health problems is known
as public health. Research in health is being
done on the basis of data collected by
observations made in real life-conditions or in
experiments. The design of the experiment
depends upon the complexity of the system
under observation and on the possibility of
observing one or more factors of the system

under study (variables) after isolation ,or
equalization of the other variables. Since it is
not possible to isolate all variables in human
beings without introducing bias, a control group

is needed in which all other variables (which are

not being studied) are equalized. This is being
done in controlled trials - laboratory or clinical.

Sociological research is carried out mainly
through interviews and observational studies.
They represent a method which is closer to real
life but consider only one or more aspects (sub

system) of a community health problem i.e. the
action taking pattern of tuberculosis Onl
patients without considering all other aspects,

wlrich play a role in detemrination of this trend

such as econotnic, cultural and other factors
related to the health systemst. However, the

objective should be to study all or only key
variables, which are involved in public health by
systems analysis (operations research). National
Tuberculosis Institute (NTI), Bangalore, having
understood this concept, included and regarded

the sociologist as an equal member of the inter-
disciplinary team of scientists, ensuring that tlre
programme focused on people ratlrer than on

disease alone, making the National Tuberculosis

Programme (NTP) sociologically acceptable and

epidemiologically eft-ective. A large number of
studies conducted in India have shed light on
various epidemiological, sociological,
bacteriological and organizational aspects of the
programme.

NTI has gtven due importance to the

sociological and economic aspects of the disease

in formulation of the NTP. Many breaKhrough
studies2'3'u (including pilot studies) in
understanding human suft-ering have been

responsible for the integration of the NTP with

the general health services and in the
formulation of other important principles of the
programme. Human behavior is a complex
subject and it is important to learn about the

sociological aspects of the disease. Extensive
research carried out in India, over a period of
time, on human behaviour related to TB, needs a

wider dissemination among the TB workers
globally. This paper presents a comprehensive
view of the research on the sociological aspects

of TB conducted in India between 1956 and
1998 under the following sub-headings: a)

Studies on human suffering - level of human
suffering and health-seeking behaviour, b)

Treatment behaviour of patiens - factors
affecting and improving treatment compliance,
c) Genesis of Directly Observed Therapy.

RESEARCH ON HUMAN STI.FFERING &
HBALTH - SEEKING BEHAVIOUR

With regards to human suffering, the inquiry
into people's awareness of TB has largely been

done via two approaches. The first approach is

focussed on the extent of people's knowledge
regarding tlre most important facts about TB
such as the cause of the disease, the mode of
spread of infection and tlre frequency of
occurrence of the disease. The assumption in
this approach is tlrat ignorance and partial
knowledge lead to prejudices, social taboos &
stigma and inadequate response by patients to
tight their disease. This hypothesis is also the

basis fbr providing health education. On
utilizing the above approach, it was observed
that the health behaviour of the people was

independent of their level of knowledge of the
disease and, even when their level of knowledge
was high, prevailing negative social altihrh
were strong deterrents for people to take action
fbr relieP'6. Tlre second approach to awareness

centers on physical suffering caused by
symptollrs of TB. This approach has been

highlighted by a series of studies done by NTI in
the early sixties while fumulating the
programmet'3'o and subsquent studies by NTI
and others to evolve it7't'e'10. Research etTorts in
NTI " have also been directed towards

standardization of the tools of investigations for
sociological aspects. For instance, the interview.
as a tool has been found to be simple, accurate

and amenable to use in real life situations
provided the stafT is trained and skilledrr& t2
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Some of the studies carried out through ttre frst
appoac[ based on the knowledge of the
patients regarding TB, are detailed here. A
study conducted by Geetakrishnan et al, lggg to
assess knowledge and attitudes towarG TB in a
rural ar?.a indicated that literacy did not
influence knowledge about the disease. The
researchers found that the symptomatics in their
study were unsure of the correct duration of
treatment while their general knowledge of the
disease was hight. Similarly, purohit et al
(1988) reported that both rural and urban groups
were less knowledgeable about the preventive
aspects of TB while diagnostic aspects were
better known among the urban group when
compared to the rural groupu. In partial
disagreement to Geethakrishnan's findings,
knowledge was found to be related to socio-
economic class and literacy level6. Radha
Narayan et al., (19S2) further explored the
differences in level ofperception of suffering in
a rural population and reported that illness
perception and medical relief in rural
communities varied among the people
depending on cultural, ethnic and socio
economic differencesl3. Several studies have
confirmed the prevalence of misconceptions
about TB and varied attitudes of patients and
providersra'ts. The belief that TB wis caused by
change of climate, unhygienic conditions, or
because of smoking and consumption of alcohol
were misconceptions held by symptomatics
from rural, urban and metropolitan areas of
Madras (Chennai) and resulted in behaviour
such as denying breast milk to the baby of a TB
patient'$. In a study concerning TB
management in private practice a;q ,its
implications, Uplekar et at (1996) found that
there was mutual distrust between public health
functionaries and private medical practitioners
with regards to TB control activities.
Irresponsible attitudes of the health
functionaries were considered an important
reason for the poor opinion patients had of the
primary health centres, according to private
practitioners16.

Studies related to human sufTering using the
second approach, namely, by measuring
physical suffering caused by the disease, have
been carried out mainly by using two parametcrs

- (a) level of awareness of symptoms and/or (b)

action-taking pattern to seek relief studied at the
community as well as at the out-patient levels in
various health institutionsr7,ts'te'20. A seminal
research study drawing attention to the aspect of
human suffering caused by TB was conducted
by Banerji et al2 at the community level in
Tumkur district in Karnataka. The sociological
study was designed to measure the degrec of
awareness of symptonN suggestivc ol
pulmonary TB in terms of awareness, symptoms
causing worry and action taken for relief
("consciousness ", "worry" and "action") among
2,106 persons, aged 20 years and above. Each
person in the experimental and control groups
was interviewed by social investigators. The
findings of the study when combined with
epidemiological data revealed thaf 95Vo of
bacteriologically positive cases were aware of
symptorns, 72Vo indtcated "worry awareness',
and 52Vo took action-seeking assistance from
government rural health institutions. Cough was
found to be fhe most important single symptom.
The measurement of symptom suffering, taken
along with the epidemiological measurements of
TB in this study provided an accurate and
detailed picture of the various aspects of TB2.
These results indicated that a case-flnding
programme based on symptoms of the disease
could help in diagnosing about 40Vo of prevalent
cases in the community. The findings also
resulted in NTP taking a felt-need-oriented
approach, wherein primacy is given to those
epidemiologically important cases who also felt
the need for services. Subsequent studies carried
out in different parts of the country focused
nainly on two aspects measuring the extent of
human sufTering and the level of action-taking.
Besides attempts were made by some
researchers in identifying various factors
infl uencing action-taking3'4's'6'8'r0'r 7'r8'l e'20'2 r.

Since the above studies were community-based,
a corroboration of the above findings was
needed ftom studies conducted at the outpatient
level. Such corroboration was obtained from
several investigations. Baily et al22 (1967)
confirmed the findings of Banerji et al2 that half
of the cases of TB seek relief and 80Zo of them
can be diagnosed by simple smear examination.
Subsequently, Seetha et al found that the
intensity of physical sultbring inllucnccd rhc
behaviour of patients towar& action taking at

1
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the outpatient level too23. Nagpaul et al (1970)

in their study in an urban TB clinic in Bangalore

city reported that a majority of the out-patients

were in the age group of 20-30 years of age,

were wage earners and most of them were

having 2-3 symptoms. Sixty-one percent of the

urban and42Vo ofthe rural patients attended the

clinic within three months ftom the onset of
their symptoms. It was found that 20Vo of the

outpatients came of their own' 32Vo had

previous contact with other health institutions,

3lVo w€ye actually refemed by other institutions

and lTVo were sent by the BCG workers. The

data obtained further suggested that both urban

and rural patients, in seeking relief, preferred

general health services as their first contact and

therefore, the general health institutions should

be strengthened with adequaie means for
diagnosis and treatment of TB7. In a sample

survey in Madras (1990), 90Vo of symptomatics

utilised the health facilities for relief despite

having no knowledge of causation of TB but

being aware of the symptons' as services

provided by health services were prontpt and

good8. Some factors that encouraged early

action included social pref-erence and

accessibility of medical servicesr3. The socio-

econonric value of the patient to his or her

family that prompted action, for instance' eTagg

earners and lrousewives sought relief earlyT.

Similar observations have been made by other

workers carrying out research in the community

in different parts of the country, in rural as well

as urban settingsle'2':'. Certain other factors that

were bamiers to action taking included financial

reason, symptoms not being considered sevefe'

domestic reasons or pressure of work prevent'ing

' them for seeking relief ttom the health facilities,

lack of transport, dissatisfaction with
facility2o'2r. In a study by Balasangameshwara et

al on case-finding to determine the patients and

providers delay, showed that SOVo of chest

symptomatics had taken pfompt action while

only 27Vo of tlrem wete offered sputum

examination by tlre doctors. Thus a minimum

delay of 20Vo by the patients and maximum

delay of 73o/o by the providers was observed'

The overall preference tbr health tacility by

patients was public health centers?4. Training of
providers has also been found important for

case-finding. In a study conducted by Aneja et

al on the average increase in case-finding as a

result of providing training to medical officers
by two different methods, in four districts in
Karnamka, was found to have increased case-

finding trom 8.57o to l7.8Vo and from 9.7Vo to
I 2.3Vo respect i vel y2s.

The measurement of human suffering by other

parameters like specific mortality, sick
mandays, absence ftom work and loss of wages'

hiring alternative labour, cost of treatment etc.

were observed in studies carried out by Nagpaul

et al in Bangalore city. Ttre rex;ults indicated

specific mortality due to TB of 17.6Vo compared

to 2.2Vo of the overall crude mstality. There

was a signiflcantly higher proportion of
completely bed-ridden days among the spututlt
positives and, the economic hardship on those

with TB was about five times greater than for
those sick with other illnessesrT. The findings of
this study along with those from a two-year TB

survey in the- Philippinestt have resulted in
suggestion by Nagpaul et al that specific

nortality could be used as a sociological
parameter to assess NTP. Other measures

include utilizing suft'ering mandays with cough
'as 

the index syntptc-rm. The third parameter is to

calculate the prOportion of the prevalence cases

under current treatment of NTP on a routine

basis, as prevalence of bacteriologically positive

cases is atreaOy known in the countryrT. On

similar lines, a re-survey conducted in Tumltur

district26, after a lapse of 12 to 16 years fi'ont the

initial studf. yielded similar results coucerning

symptom awareness and action taken, leading to

the conclusion that despite the advantage of the

District Tuberculosis Programme (DTP) for

decades, the people's behaviour had not

chansed as they had not received actual ard
total benefitstt'2? implying that there has not

been any change in the prevalence of cases in

the community and tlre programme has not

reduced the problem of TB in terms of both

epidemiological and srriological aspects.

Based on the results of tlre above studies on

human sutl'ering and various related aspects' we

conclude that TB muses enough plrysical

suffering to create awareness among 95Vo of the

patients in the community and 52Vo of them

seek relief. Intensity of the suffering' presence

of number of symptoms' their duration and

quality of services provided by the government

8
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health services lead to action-taking.' An
increase in action-taking at some health
imtinrtiom has been observed by research
wakers whenever services provided by them
are qulcb good and ftee. There was no
significant correlation between patients' action-
taking and their knowledge, social status,
education and other demographic factors.
Studies have further slrown that inlparting health
education to increase knowledge about the
disease has not changed the symptomatics into
an action-taking group. Making eflbrts to
increase people' s knowledge without improving
the quality of TB services could be counter-
productive. Some studies suggest that distance,
economic realities and quality of services
offered by health providers are tlre over-riding
factors for concern. More studies are required to
understand the elements that translate
knowledge into appropriate health practices so

as to inprove the action taking level.

RESEARCH ON TREATMENT
BEHAVIOUR OF TB PATIENTS

Adherence to TB treatment: In India, the low
treatment efficiency achieved in the NTP has

been attributed to default or non-compliance to
treatment by patients. Poor case holding is
recognized as the NTP's weakest component2T.

Earlier, patients alone were blamed tbr irregular
or non-completion of treatment. The terms
'default' and 'non-compliance' have been in use

to describe patients' behaviour in drug taking,
implying that they were subservient to the
providers. However, our expanded knowledge
ofthe sociological aspects of the disease has led
to the recognition that non-patient factors,
nanely, organizational and administrative
lacunae of TB services, contribute to inconplete
drug consumption. Hence, the term 'adherence'
is used instead of 'compliance' in here as it
reflects tlre active role of the patient in the ielf-
managenent of treatmenttt. In the fbllowing
section, the problem of non-adherence in India,
the factors fbund to aff-ect the adherence and
intervention to inlprove it are discussed.

Long-term treatment lor any disease including
TB has the inherent problem of non-adherence.
A review of the extent of the problem over three
decades indicates that there is a wide spectrum
of treatment completion rates tznging between

as low as 20Vo and as high as 807o troth with
Standard Regimen (SR) and Short Course
Chemotherapy (Sqp) 

^. ^re^gimens in 4q
programme situation2e''0'31'37'33'34. Baily et al3s

reported a completion rate of 56Vo with SR
while Jagota et al36 reported 77Vo with SCC,
provided, the technical guidelines for the DTP
are strictly followed. However, in the actual
field situation, Chaudhuri et al reported only
33.7Vo of freatment completion rate with SCC
regimen?e. Sinrilarly, TRC. Madras, in their l8
pilot district study reported a range of 22-8OVa

of treatment completion rates with SCC
regimens32.

Factors, which can influence the treatment
completion rates, are related to patient, drug
regimen and treatment organization. Among
patient factors, misconceptions about TB, lack
of knowledge about duration of treatment, loss

of wages, lack of funds, being ostracized or ill-
treated by family members or neighbours were
responsible in discontinuing treatmentl'e'33'34.
Negative social attitudes of family members
towarG TB patients were noted by
Krishnaswamy et al (1977) from selected areas

in Madrase. In-laws (28Vo) had more of a

tendency to turn hostile towards the TB patient
followed by brothers or sisters (16%o) and
husbands (l4Vo). Mothers overwhelmingly
(97Vo) retained a ,positive and sympathetic
attitude towards their ailing children. Overall,
84-97Vo of the patients held an optimistic
attitude regarding the disease .resulting in their
taking early action lo seek rejliet'. A multi-
dimensional comparison between patients who
took treatment regularly and those who were
irregular in treatnent and their householG
confirmed that there was no difference in
symptom awareness between the two groups
and. tor all patients, the physical suffering,
namely, pain and discomfort was the most
important factor in completing the treatmentto.
Also, seeking multiple sources of treatment was

a common practice among the patientslo' ?4' 34.

From cqmparison of tlre profiles of adherent and
non-adherent groups in a study indicated that
distance to travel was a significant reason to
stop treatmenCo. Similar observations related to
the case-finding process were reported by
Nagpual et al7. Other organizational and

I
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administrative factors in the TB control
programmes have been identified as important
barriers to the continuation and completion of
trea{ment30'34. Some typical exanples 'of
organizational and administrative factors
include insufficient, irregular supply of drugs or

lack of facilities to retrieve patientsl3'30,

prescribing inappropriate regimens or

ippropriaie regimens for incorrect durationr6 by

both government doctors and private
practitioners, incomplete addresses of patients
preventing retrieval actiont'3'. Patients have

reported that they interrupted their treatment

because "Health Visitor behaved very rudely",
"Was advised special diet that I could not

afford, therefore thought it no use taking
pills"3'34. The working hours of clinics, when not

adjusted to the local lif'e style of- the patients,

also contributed to non-adherence'0.

Research on interventiott to intprove adherence

i) Influence of motivation on patient
behaviour

Motivation is a pre-requisite for putting any TB
patient on treatmelt. Some essential inforrnation
has to be irnparted fbr patient to abide by the

instructions by the treating doctor. Itegarding

the influence of motivation on treatment

behaviour of patienls, tluee studies with the

different results have been detailed below. The
positive influence of motivation on the

tleatment behaviour of patients was observed by
tlre results of a controlled study conducted by
Seetha et al (1981) at Lady Willingdon State TB
Centre, Bangalore (LWC)37. A comparison of
featment belraviour between the motivated
group (where patients were motivated by Clinic
staff) and the control group (wlrere patients did

not receive motivation) indicated that the drug

colloction pattern and sputum co-nversion among

the patients in the urotivated group was better

thanthe controlled gtoup". An investigation by
Aneja et al (1980) examined the impact of
proyiding three different. schedules. .of
motivation on pulmonary TB patients in terms

of regularity of drug collection and pattern of
non-adherence for three months at the urban TB
clinic. The patients without lristory of previous

treatment were randomly allocated to tluee

groups based on type of notivation given. The

findings of the investigation disclosed that
patients those wlro received simple, brief
instructions only were more regular and made

less number of defaults than those motivated as

per the procedures of the DTP manual or those
motivated with reduced contents. However, no

significant dift-erences in treatment belraviour
were observed as a result of the particular type
of motivation given38. Sophia et al reported the

negative influence of improper motivation in
drug taking. The staff at the Centre in the study
placed undue emphasis on patients taking a high
protein diet and tonics. As a result, the patients'
had belief tlrat taking anti-TB drugs without
consuming a spaial nutritious, high-protein diet
was futile. This reduced patients' adherence to
treatnrenl. even u'hcn knowled-ee ol'thc discase

was highro.

ii) Defaulter retrieval actiort

Under the DTP, there is a provision for two
defaulter retrieval actions for patients who do
not report on the due date for drug collection /
consumptiotl The tlrst action is through a

reminder letter wlile the second is preferably by
a home visit to ttrc patients' house'. Patients

failing to collect tr consume the drugs for a

period of one month are ret-erred as "I-OST"
under the NTP and "DEFAULTED" under flte
RNTCP if they absent fu a period of two
months. The irnpact of the retrieval actions were

measured for the first time in the study
conducted by Baily et al. wterein, it was

reported trrat 67vo of tlre defaulring patients

were retrieved by tirst action afr TOVc of the

remaining patients by taking second action in
the form of home visit along with vital
infbrmation about the patient being lrnpitaliz.ed
or dead3s. Jagota et al also reputed similar
retrieval pattern for SCC rqimen3u. In a

retrospective study of domiciliary management

of TB patients in Bangalae. Seetha et al found

that the defaulter actiorx taken by the staff
resulted in differences in patients' treatnent
behaviour3r. They examined the interval
between diagnosis and initiation of treatment,

regularity in collection of drugs, role of
motivation in drug collection and pattern of
defaulter retrieval actions by health institutions.
It was observed that in the entire district, about

947o of patients were put on treatment within 10

days of diagnosis. A total of 2479 patients were
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divided ino ttnee groups (DTC, Urban PHI &
Rural PHD based on the place of treatment. The
motivation was provided to all the three groups.
Abort half of the patients lost for treatntent had
made only one default during second or third
collections indicating loss from treatment was
early. A high rate of treatment completion rate
was observed among patients for whom
defaulter retrieval actions were taken3l. Time of
default was found to be crucial to treatment. An
important flnding emerging from the study
undertaken by Jagota et al was that there was a
co-relation between the time of default and the
completion pattern. Those patients who
defaulted for the flrst time during the first month
of treatment ("First Timers") had higher number
of"lost" cases than the rest ofthe patients. They
showed inferior results for all the parameters of
case-holding'e. These results indicated that First
Timers could serve as predictors of default.
Retrieval action of this target group through
various means was expected to improve case-
holding upto 30Vo for SCC regimens3e. The
results of another studfo also indicated that
3QVo of the defaulters could be retrieved through
defaulter actions. Chauduri et al reported that in
spite of observing a high retrieval rate of 60-
90Vo of defaulting patients during an eight
month SCC regimen, only 33.7Vo of the patients
had completed treatment because there was a
continuous loss of patients every month duing
the treatment period due to a high default rate2e.

Pamra et al (1967) observed that an additional
visit by a senior menrber of the staff could
further retrieve 58Vo of those defaulters who
were not retrieved even after three visits by the
Health Visitorsao. The accurate address is the

'first prerequisite for the successful delaulter
retrieval action. An innovative methodology to
increase the retrieval rate througlr the address
card was tried by TRC, Madras in lbur large
towns of south India with illiteracy levels of 26-
4OVo. The aim was to overcome the problem of
inaccurate addresses. Each patient was given an
address card to take home and to have lris/her
address noted accurately on the card by a
knowledgeable, literate person of the patient's
choice. The card was then returned by the
patient to the treatment centre. In this manner,
98Vo of the patients returned the card and.of
them, 84Vo had accurate addresses in
comparison to the 660lo addresses obtained by

the registration clerkar. The diff-erence between
the two groups was highly significant.

ii) Ir:olvernent of NGOs

Certain other actions that would improve
adherence have been identified and
recommended through examination of
alternative approaches utilized by two NGOs in
rural and urban areas respectively4z. Rural
NGOs provided.services to large population in
one of the backward areas of rural Gujarat and
the urban NGOs in the slums of Bombay. Both
the organizations could ensure reasonably high
levels of treatment completion and cure rates
under field conditions. While the urban NGO
used pre-registration screening and motivation
as tools to ensure treatment completion and
cure, the rural NGO successfully employed the
services of the female Anganwadi Workers of
the Integrated Child Development Scheme
(ICDS). Rural NGOs also studicd the bencl'ils
of monetary incentives. It was found that giving
monetary incentives to voluntary workers
contributed to the success obtained by the NGOs
in achieving high treatment completion and cure
rates. Where monetary incentives were not
possible, it was recommended that open
felicitation of the concerned staff and avenues
for promotion could be considered as
alternatives. The tlexibility to make local
changes and adaptations, lbr instance, allows the
involvement of other health functionaries such
as the Anganwadi Workers or tlrose personnel
working in leprosy programnesot. In a similar
study, it was fbund that Dais (traditional birth
attendants) were able to provide supervised
regimens eff-ectively and can be used as an
alternative nlethod of providing DOTS in the
programmett.

The findings of the studies on both human
suffering and treatment behaviour of patients
lead to the conclusion that even with a high
level of awareness, the diagnosed patients may
not seek or continue treatment due to poor
treatment organization, relief of symptoms, or
various socio-cultural factors. Despite the NTP
functioning for about 30-35 years, health
seeking behaviour of chest symptomatics and
TB cases have not changed significantly as

shown in the studies carried out on these aspects
in various parts of the country. But wherever
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and whenever the quality of services was good,
an improvement in utilization of services by the
patients had been reported.

Post Treafinent Sce nnrio

Pulmonary TB in a large proportion of cases
leads to damage of lung tissue by way of
fibrosis and cavitation. Such patients are prone
to get chest symptorns even when they are
cured. The physical suffering and the lurking
feaq of relapse compel them to visit various
health institutions repeatedly. Based on the
radiological findings, doctors may keep on
treating them with anti-TB drugs. A study was
conducted by Radha Narayan et al in the urban
TB clinica3 to find out the proportion of smear
positive patients remaining synptom free durlng
14 intervening years between 1961-1974.It was
observed that of tlre 20.3Eo of the patients who
could be lbllowed up, 29.7Vo had synrptomsa3.
Jagota et al also reported that 30Vo of the
patients after 5 years of treatment had persistent
chest symptomaticsaa. Further analysis of the
same data reported elsewhere revealed lhat 307o

of the bacteriologically negative cases had
recurrent chest symptomsas. Considering the
above observations and flre fact that in the DTP,
70Vo of the patients are treated on the basis of
radiological evidence alone, there would be
substantial proportion of over-diagnosis and
unnecessary ffeatment to fiie patients. This
would lead to undue strain on the organization,
wastage of anti-TB drugs and resources apart
from the financial and psychological burden on
the patient and his family. It is, therefore,
recommended that old TB cases should be given
symptomatic treatment unless the sputum is
positive by smear/culture examination.

GENESIS OF DIRECTLY OBSBRVED
TREATMENT SHORT COURSE (DOTS)

The concept of DOTS was developed in India as

demonstrated by the studies conducted in
various institutions. TB Research Centre (TRC),
Chennai, first established the efticacy of
domiciliary treatment and found it as effective
as the sanatoria treatmenta6. It was considered
another major breakthrough after the discovery
of anti TB drugs. These findings helped the
NTP in offering treatment on ambulatory basis.
Soon after the implementation of the NTP,
Parthasarathy et al reporte.t' a loss efficacy to

the extent of 2O-30Vo of the regimens tried in
control clinical trial mainly due to non-
c0nsumption of drugs. Fox voiced concern on
general reliability of patients in the self-
administration of drugs over a long period of
time. It was observed during the study that at
any point of time 4Vo of the patients were
negative for presence of INH in the urine
thereby confirming non-consumption of the
drugs in spite of intensive supervision at homeo8.

Research on both medical and social science
was strongly recommended by him based on the
above observations. [n an attempt to overconle
this problem, the TRC developed a supervised
intermittent regimen with high does of 650 mg
INH and injection Streptomycin with usual
dosage of 1.0 gm (12 SHtw) twice weekly for
one year. The efficacy of94Vo was reported for
the above regimenoe. This regimen was selected
as one of the standard DTP regimen (lbrmer R2).
Gothi et al in 1971 tried to measure the amount
of concealed drug irregularity and reported that
those who collected the drugs, 307o did not
consume at any given point of timesO. In a

subsequent opefational study to measure
efficiency of two DTP regimens, i.e. (i) 12 TH
(unsupervised daily), (ii) 12 SHtw (tully
supervised intermittenr), Baily et al (1974)
feported flmt of 56vo ot the patients who made
monthly collection of the TH Regimen, 60Vo

became bacteriologically negative, with SHtw
which required supervised drug intake, only
31.37o had consumed the drug of whom 687o

became bacteriologically negative. Tlre SHtw
regimen was found to be robust and able to
withstand the drug irregularity but compliance
remained an unsolved issue". With the advent
SCC regimen of short duration it was felt that
supervised administration could be possible
during intensive phase of two months. This was
proved in an operational study conducted by
Jagota et al (1989) to evaluate the efficiency of
two SCC regimens (1 SHRZT TH, 2 SHR/6
TH) under field situation (strictly adhering to
the DTP guidelines) with supervised drug
administration during the intensive phase. High
treatnent completion rates of 77.l%o and 77.SVo

respectively were observed'u. In contrast to this,
in another study examining the results of
treatment with a SCC Regimen under actual
field situations without any intervention,
Chaudhuri et al (1993) reported a poor treatment

12
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completion rate of 33-2Vo2e. TRC, while
repmting the findings of 30 pilot districts on
SCC observed treatment completion rates
ranging from 22Vo in Vidhisha to SOVo in
Pondicherry32. This vide range of treatment
completion pattern was being observed due to
variations in tfeatment facilities. These findings
indicated that it was possible to give drugs
under proper supervision and achieve high
completion rates provided the existing treatment
organization for TB was strengthened and
further decentralized to make it convenient for
patients to take the drugs ftom the nearest health
centres. Thus, the seeds of DOTS were sown in
India. The operational factors either related to
treatment organization or to the patients had
created a barrier in the minds of the researchers
and policy makers in accepting and
recomnrending the DOTS as a strategy. This has
resulted in believing that the concept of DOTS
has come from outside. After following the
introduction of DOTS in the country, NTI
conducted research studies to find out other
suitable DOTS workers and the feasibility of
using the dais for supervised administration of
SCC showed successful resulm33.

Revised National Tuberculosis Control
Programme (RNTCP), adopting rhe DOTS as

the sftategy is being implemented by the
Government of India since 1993 in a phased
manner. The high cure rates have been achieved
so far. The quality of diagnostic services has
dramatically improved and nearly 8 out of 10
patients' put on treatment in RNTCP are being
cured.

The present intensity of DOTS implementation
'would be sustainable when the ills of existing
health system are removed. The fact that these
factors have persisted as barriers over time
'indicates apathy towards control of TB at .all

levels including the political, health authorities
and other concerned constituent groups. Tlrere
is an urgent need to address the issues
concerned and facilitate prompt remedial action.
It is also essential to study various sociological
issues related to effective implementation of
DOTS such as exploring the possibility of
including the private practitioners, grass-root
level functionaries, chemist and other groups of
people including paan sellers. STD/ISD booths
etc., as DOTS Workers. TB control requires a

long-term strategy and any intense involvement
of the health staff on mass scale would not be
sustainable unless the problems related to the
manpower are also investigated. Hence, future
sociological research should be focused on
various aspects related to the health services.
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Gender and Tuberculosis:

u

u

A Retrospective Cohort Study
TB Centre Rawalpindi, Pakistan

@e "UarrtA -{, fiT-"ttii, %nn, //htu an a fr' rgAa/

Introduction:

'Women living in a male dominated
society are facing many injustices with
deleterious impact on their health. The
physical inaccessibility and poor
functioning of the public health services
make access to health care problematic
specifically for women. It is therefore to
expect that female TB patients will have
a higher patient delay before diagnosis
and be less compliant than males.
Sumartojo reported an inconsistent
relationship between gender and
compliance of TB patients. A recent
meta-analysis was carried out looking
into the association "Gender TB
Compliance". Ths study showed also an

inconsistent relationship: some studies
showed a significantly better compliance
among female patients, while other
showed no significant diflerence by
gender. ln Nepal, e.g. adherence with
chemotherapy is similar in men and

women. But so single study showed a

better compliance among males than
among females.

For cultural reasons Pakistani women
are expected to reach TB diagnosis and
treatment centres less rapidly than rnale
patients do. But studies in Sialkot,
Pakistan brought evidence of the
contrpry: a short delay and a (slightly)

better treatment compliance among
female than among male TB patients.

Based on a long experience with care of
tuberculosis patients in Pakistan, we
were of the opinion that in the
Rawalpindi area, male TB patients
should do much better than females,
regarding treatment adherence. In order
to verify the hypothesis of better male
treatment adherence we carried out a

retrospective cohort study of all TB
patients diagnosed n 1996 in the TB
centre, Rawalpindi.

Materials and Methods:

An exhaustive survey has been made of
all TB patients, registered in 1996 in the
TB centre, Rawalpindi. The total number
of TB patients has been established
based on the patient register, laboratory
register and patient records. For each
patient an especially designed
questionnaire has been filled out. The
questionnaire considered the following
variables: Patient's ID, Age, Sex,
Provenance, Site of Lesion, Result of
Sputum Exams, Date of Diagnosis,
follow-up data, regularity of treatment
and final result of the treatment. A
treatment was considered to have been
regular, when on average patients
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presented themselves for check-up and
drug recollection at monthly interval. A
regularity score was developed, someone
who returned in less than 36 days after
the previous visit, was considered
regular. A patient who was regular at all
8 follow-up'visits, was given a regularity
score of 8; a patient who was irregular
got a score of 7; a patient who become
twice irregular got a score of 6. The ones

that did not retum for their first follow-
up visit got regularity score of 0.

The result of treatment was classified as

cured, death, defaulter or unknown. The
category "transfer out" was not
applicable in the Rawalpindi TB cenhe
as it is the national refenal centre. the
age was registered based on patients'
civil ID card or when not available on
interview. We accepted the case

definition as handled by the TB centre: a
pulmonary positive TB case is a patient
with presence of AFB in the sputum or
with hard evidence (X-ray, clinical
picture) of tuberculosis. The associations
were studied via X2, ct error was 0.05
and bilateral alternative hypotheses were
tested. We used the actuarial method for
the determination of the survival
distribution. The log rank test was used
to test equality of survival distribution
by gender.

Tt times period between consecutive
visits were plotted on a box-plot graph
(figure 4). Our data could give us some
evidence on primary and secondary
resistance. If the initial and the second
month AFB sputum exam are positive,
we conclude that the results are
suggestive of primary resistance, if the
initial AFB result is negative and
subsequent result(s) become positive,
then we consider this as suggestive of
secondary resistance.

Results:

out of total of the 5980 TB patients,
50.6% were males and 49.4% females.
The age distribution shows the 15-24
years strafum to be the modal one (taure r).

There is female excess in the age goup
up till 44 yearc, while in the older age
goups the sex ratio (males/females)
increases with increasing age (figure 1).

Figure: 1: Age pyramid of 5980 TB
patients, 1996 cohort, TB Centre,
Rawalpindi.

One fourth of the TB patients were AFB
positive; while 6% had no sputum results
(table 2), the latter occuning mainly in
the children (as it is difficult to get a
sputum specimen). There was a highly
statistical difference in sputum results by
gender, the male/female sex ratio of the
AFB+ patients being 1.23.

When we look upon the time distribution
of defaulting then we observe a

significant gender difference already at
the start of the treatment and in the
global compliance profile. At the start of
the treatment l9.lYo of the patients did
no more retum for their first check-up.
For the 80.9%.of the patients who return
for their first check-up, the compliance
profile is significantly in favour of the
females (p:4xl 0-1 (figure 2).

Figure - 2: Treatment adherence by
Gender, TB centre, Rawalpindi.

The regularity, as defined in this study,
refers to the strict adherence to the visit
appointments. Figure 3 plots the time
distribution between successive follow-
up visits. This figure shows that the
medium distribution varies little over

a

a
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time, that the average distribution is

similar for males and females, but that
the spread of the time distribution
increases substantially near the end of
the treatment (figure 4). The mean

interval between visits, by gender and

regularrty score. This figure shows the

mean intervals to differ very little by
gender, they tend to decrease when the

regularity increases.

Figure 3:

Figure 4: Box-plot of mean intervals
between visits (days)

Thefe was an important and significant
sex difference in the end results (table

3): more females got cured, while fewer
defaulted. The global default rate was

rather high (58%).

Females scored significantly higher on

the regularity score turder than males

o<10.4).

The defaulting has been modeled by Cox

Regression (table 5), showing that the

regularity of the follow-up visits has the

biggest impact, followed by the type of
case (re-treatment cases have a lessor

defaulting) and gender (females having a
lessor defaulting than males). Increasing

age has a negative impact on patient

compliance. There was also a significant
interaction between regularity and age,

that negative influenced the compliance.

Table 5: Cox Regression model of
defaulting:

Following our operational definition of
primary and secondary resistance' we

found a 4.7o/o rate of primary resistance.

There was a 1.59 times higher rate of
primary resistance in males (5.7% \n
males, 3.6 % in females) but this

difference is not significant. There was a
similar incidence of secondary
resistance, a total of l0 cases were
observed (0.29%) but there were no
differential by sex.

Discussion:

This study proves orn initial hypothesis
to be wrong. In Rawalpindi TB Centre

female TB patients have a shorter delay,
accept their diagnosis & treatment better,

tum up more regularity for check-up and

have higher treatrnent adherencr rate

than male patients. Our findings
corroborate fully the data of the Sialkot
study.

Once of the reasons could be that

women have a stronger motivation to get

cured. This implies a stronger desire and

motivation to reach treatment and a

much better treatment adherence than

male patients. Another Possible
explanation is selection bias. It could be

that only the highly motivated women
reach the health services. Our study

cannot shed light on the eventuality of
such a selection bias, as we have only
information on those Patients who
present themselves, but not on those who
don't. A recent study carried out in the

same Rawalpindi TB Centre has shown

that of the diagnosed TB patients 94o/o

had presented themselves to other care

providers also. Such a selection bias is,

however, unlikely as we have a sex ratio
of 1.02 while the usual male to female

notification ratio is around 1.5-2.1.

It is surprising that in Rawalpindi TB
centre we have a nearly negligible male

excess. When we look uPon the data

stratified in AFB results, then a different
picture emerges. In the AFB-stratum the

<",
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sex ratio, being 1.23 approaches more
the expected one, and only in the 15-34
years stratum, we find important female
excess. This is fully in line with studies
from India, that have shown women of
reproductive age to be at higher risk to
progress from infection to clinical
disease.

Higher rates of progression observed in
women in their reproductive years have
been reported elsewhere also.

In the AFB negative stratum, the sex
ratio was 0.9% and a female
preponderance in the age stratum 10-39
years was observed. This confirms that
the male preponderance in the age
stratum 10-39 years was observed. This
confirms that the male predominance in
TB is largely confined to the infectious
form of the disease.

Table 1: Age and Sex distribution of TB Cohort
TB Centre, Rawalpindi - 1996

(Figures in the parenthesis is percentage)

Table 2: Initial Sputum by Sex

X'11;:50,p<10'

Figurae 1: Age pyramid of 5980 TB patients,
1996 cohort,

TB Centre, Rawalpindi
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Figure 2: Treatment Adherence by Gender
TB Centre, Rawalpindin 1996
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Table 3: Treatment results by Sex

Result

Sex
Male Female Total
# (o/n\ # (%\ # (%\

Cured
Death
Defaulting
Unknown

Total

928(30.7)
2 (0.06)
1898(62.2)
te7 (6.s)

3025(100)

tt42(38.6)
I (0.1)
1589(sr.r)
223 (7.s)

2955 (1oo)

2070(34.6)
3 (0.1)
3487(5s.3)
420(7.t)

5980 loo)

Age
groups Male Fernale Total Ratio
0-14 249(8.2\ 331(l1.2) 580(9.7) 0.73
t5-24 750(24.8\ 843(28.5) 1593(26,6\ 0.87
25-34 59409.6\ 659(22.3) t253qt.0\ 0.88
35-44 414fl3.7\ 42604.4\ 840(14.0) 0.95
45-54 408fl3.5) 331(11.2) 739ft2.4\ t.20
55-64 351(11.6) 234(7.9\ 585(9.8) 1.47
65+ 259(8.6'l t3r@.4\ 390(6.5) 1.95
Total 3025(100) 2955(99.9) 5980(l00)

Sputum
Result

Sex
Male Female

Total

# (%\ # (v"\ # (o/"\

AFB+
AFB-
No Sputum
Result

Total

82s (27.3)
2020 (66.8)
r 80 (6.0)

3025 fl00)

669 (22.6)
20e4 (70.e)
tez (6.s)

2955 fi00)

t4e4Q4.9)
4l 14 (68.8)
372 (6.2)

5980 (99.9)

g_

t.l

_ _ i.l_

X'p1:17, p:0.0001
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Tuberculosis and its control in

Sri Lanka
Dr. P. Kumar" Deputy Direcfor, SAARC TB Centre

SummarS
Tuberculosis ffB) is a

sgnificant public,health problem in' Sri
Lanka, causing a considerable burden

of death and -disease. Even though

qctive confrol measures have been 'in
place for more fhan fhree decades.

Abouf 6,000 cases,and 350 deaths due

fo TB are notified eaeh Year to the

national programme but . thege

represenf only,',a proportion of the true
incidence of TB

norbidity and

mortalify. Ther-e has

been no significant
reducfion in the
incidence or mortalifY
.rate of TB over. the

last 10 years.
Epidemiological

estimates based on case nofrficafions

and dafa collected during the recently

conducted review. indicafe thaf over

9,000 people develoP TB each Year,

adding to the cumulative barden' of
nearly 12,000 TB Pafients' in the

country. Over 7,000i of these have

infectious smear Positive TB and

transmif fhe disease in their fanilies
and communifies. fn addition, an

estinated 1,000 TB related deaths

occur every year.

5ri Lanka has well-develoPed

health care infrastructure, the free
supply of anfi-TB medieines and the

commifnent of healfh workers and

,officials to, implementing effecfive TB

confro,l measures. Chest Clinlcs manqge

the najarity of T-B patients diagnoseC

in the counlry, Three broad areas of
fheir funcfioning., laborafory services,

defaulfer folfow'up and fhe recording
& reporting sysfem

have scope of
strengthent'n.

,Furthermore. an

estimated 35% of
patienfs are
dngnosed and
trea.ted' in the
general health

serv.rces and private sector. These

cases are nelfher nofified fo the

nafional prog'amme nor managed in

accordance with nafional policies.

Recognising the imPonfance of
TB conlrol fhe' gavernment of Sri
Lanka has adoPted the sfrategY of
DOTS (Directly' Observed Treatmenf

Shorf-caurse) for raPidlY curing

maximum TB Patients in order fo
achieve objecf-ive of TB confrol in the

country.

1e/,ffiub{b ib,a,nPta

/rb@z fut hnz rn

.f iY"-A*-
{.Ve n q/r fuo* .ylntel?zlb

ureU /tr"b/"d urrilin tlb
Jt/g@.
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1" Introduction:

Sri Lanka is situated off the southem
cost of lndia and is separated from India by a 35
k.m. sftetch of sea known as the palk Strait. This
tear shaped island covers a land area of 65,454
km2, with a maximum length of 435 lcn, and
width of 225lrl.n. A central mountainous region
with peaks as high as 2,534 metres is suroturded
by plains.

Sri Lanka has a Parliamentary
Democratic System of government in which
sovereignty of the people and legislative powers
are vested in parliament with executive authority
exercised by a cabinet of minister presided over
by an Executive President. The President and
members .of the parliament are selected directly
by the people. The country "is divided into 8
provinces, 25 districts and 297 divisional
secretary areas. The provincial administration is
vested in the provincial council comprised of
elected representatives ofthe people, headed by
a govemor nominated by the central
government.

The estimated mid-year population of
Sri-Lanka for 1996 was 18.6 million with a
growth rate of 1.4%. Over 50% of the
population is concentrated in the western, central
and southern provinces, which together make up
less than a quarter of the total land area of the
country (22.7%).

One of the clearest features of Sri
I-anka's population pyramid is the steady
increase in older age groups. The proponions of

.infants (under one year), and children (l-4
years), have decreased from 2.6%o and 9.60/o tn
1981 to 1.6%o and 7.2o/o respectively in 1994.
Similarly, a reduction is obseled in the
percentage of children, between the ages of 5
and 14 years and also the youth population (15-
29 years). The proportion of the population age
30-59 years has increased from 29.0% in 1981,
to 35.3o/o in 1994. The elderly population (60
and above), which was 6.70/o in 1981, increased
to 8.4%o n 1994.

Sri Lanka's economy is mainly based on
agriculture. Tea, rubber and coconut are the

main export crops and paddy the main domestic
crop;-In 1995, Sri Lanka continued to maintain
the momentum of economic growth achieved
during the last several years with progressive
liberalisation of the economy. The- gross
domestic product (GDP) grew by 5.5 percent
and the gross national product (GI.IP) grew by
5.9 %. The GDP was estimated to be US$ 713
per capita in 1995, and the per capita GNp was
us$ 709.

The communication links covers the
wfrole island, except the remote areas, through
air, road and railway services. Civil was in the
north and northeast has limited communication
in those parts of the county, and also adversely
affected economic development.

The literacy rate has increased from
57.8% in 1946 to 90.1 n 1994. Males showed a
higher rate of literacy (92.5%) than females
(87.9%) at all ages.

2. Epidemiology of TB:
Tuberculosis (TB) is a significanr public

health problem in Sri Lanka, causing a
considerable burden of death and disease. Even
though active control measures have been in
place for more than three decades. About 6,000
cases and 350 deaths due to TB are notified each
yer to the national programme but these
represent only a proportion ofthe true incidence
of TB morbidity and mortality. There has been
no significant reduction in the incidence or
mortality rate of TB over the last l0 years.

Epidemiological estimates based on case
notifications antl data collected during the
recently conducted review, indicate that over
9,000 people develop TB each year, adding to
the cumulative burden of nearly 12,000 TB
patients in the counfiry. Over 7,000 of these have
infectious smear positive TB and transmit the
disease in their families and communities. In
addition, an esfimated 1,000 TB related deaths
occur every year.

3. Structure of NTP:

The National Tuberculosis Programme was
renamed as the Respiratory Disease Control

I
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Programme (RDCP) in 1989. It comes under the

Oep"uty Director General of Medical Services

(DbGMS), who is one of the 8 Deputy Director

General at the central level under the DGHS'

The cenrral unit of the RDCP is located at

Welisari and is headed by a Director' Other staff

of the central unit include a Medical Record

Offioer (MRO) and other administrative support

staff" The central laboratory for tuberculosis

eclntrol" which is a part of the central unit of the

RDCP located at Welisara, is staffed by a

visiting Microbiologist (once a week), 3 Medical

I-aboratory Technologists (MLT) and a

Microscopist.

There are fwo Chest HosPitals a

Welisara and Kankaseanturai and 20 Chest

Clinics of which 18 are under the Provincial

Directors of Health Services (PDHS) financially

and administratively. However, all these chest

institutions are under the technical supervision

of the RDCP Director. Some of the Chest

Clinics conduct branch clinics at general, base

and district hospitals. There ate 34 such branch

clinics throughout the island. Chest Clinics do

not have a budget oftheir own but are financed

. from the PDHS.

Chest Clinics have posts for a District

TB Control Officer (DTCO), a Medical Officer

(MO), a Medical Laboratory Technilogist

ifrrff-f) or Microscopist, a radiographer, a Public

Health Inspector. a Nurse and other ancillary

staff.

I. Case-Finding

The policy of the NTP has passive case

frnding from arnongst the chest slr nptomatic

reporting to the chest clinics at the district level'

flowever. as facility for sputum smear

examination is cun'ently available at only 12 out

of 20 chest clinics. Diagnosis is also being done

by some hospitals. which have laboratory

facilities and have been identified for this

plrrpose. Similar situation is seen with regard to

kouy facilities. which are currently available in

only 10 chest clinics.

The current NTP manual defines a TB

suspect as anyone having cough for more than 3

weeks. The doctors at the chest clinics are

usually aware of these criteria but most prefer to

screen all patients for TB. In some major

hospitals there are wide variations as far as

duration of symptorns for identiffing TB
suspects is concerned. The majority of TB

suspects presenting to the chest clinics are self-

referrals and some are referred from other

centres or examined as contacts of TB Fatients'

Referred patients are primarily from the

teachinlgeneraUbase hospital where the chest

clinic is located- In addition. referrals also

include those from the branch clinics. which are

run by the chest clinic. The general health

institutions zuch as district hospitais. peripheral

units and central dispensaries have a relatively

high outpatients affendance (50-250 a day) but

do not contribute much to case finding in the

chest clinics.

The standard procedure for case finding

is to perform 3 sputum smear over 3 consecutive

days and a chest X-raY for all chest

symptomatics. In doubtful cases. mantoux test is

also performed. Results of these investigations

are usually available by the 4tr' day. There is an

over reliance on X-ray diagnosis and the

proportion of TB patients confirmed by smear

positive cases out of all new puLnonary TB

patients for the country was 64Vo in 1995'

Contact tracing of family members of all

TB patients is being undertaken with the help of
the PHIs in the respective MOH areas' Contacts

of all the TB patients are screened by X-ray and

Mantoux test (if available) and also by sputum

examination if cough is Present'

II. Laboratory Services

Most cases of TB are diagnosed at the

chest clinics. However, eight chest clinics do not

conduct smear examination due to shortage of
microscopist or microscoPe.

The proportion ofnegative cases having
'3 srnear examinations ranged from l'2oh to

100% with median of 3l-2o/o. The proportion of
positive cases having} ot 3 smear examinations

ianged from 5.2Yo to 100% with median of
56.1%.
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Culture examination and drug
susceptibility test are available only in the
central laboratory in Welisara.

Results of cultures done in Oct. - Dec. 1996 in
Central Chest Clinic Laboratory:

! Total newcases cultured
- Mycobacterium TB
- Non-mycobacterium TB
- Resistant to INH and R
- Resistant to INH only
- Resistant to R only

Total Relapse Cases cultured
- Mycobacterium TB
- Non-mycobacterium TB
- Resistant to INH and R
- Resistant to R onlv

138
134 (79%)
4 (2.9%)
4/t34(2.e%)
s/134(3.7%)
81134(s.8%)

6t
6l(r00%)
0
7l6t(tt.s%)
9/61Q43%

e IIL Treatment and Monitoring:

The majority of patients with TB are
tr€ated at 20 chest clinics and 34 branch clinics
in 22 out of 25 districts. Anti-TB medicines are
also available at some hospitals and in the
private sector. Based on case notifications from
chest clinics, morbidify reports from other
hospitals and reports of drug consumption from
private phalmacies. It appears that about 65% of
all patients diagnosed are managed in the
respiratory disease control programme.

Two treatment regimens are approved
within the NTP. New patents of all types
category 1 is given for 6 months ffeatment with
2I1F.ZF|4I1F.2 and re-treatment patients
category 2 is given for 8 months treatment with
2SHME/IHRZE/5HRE3. There is one dosage
schedule for all patients irrespective of body
weight (other than for children) of 450mg
rifampicin, 300mg isoniazid, l500mg
pyrizinamide 800mg of ethambutol and 0.759 of
streptomycin, which may result in sub optimal
doses for patients weighing more than 50kg.
Drugs are dispensed as loose capsules and
tablets in individual envelopes, with instructions
for taking them written on the outside. Neither
isoniazid/refampicin combination tablets, nor
blister packs are used.

Isoniazid preventive therapy is used for
child contacts of TB patients, if they are aged
under 6 years and mantoux test positive but
symptom free. There is no recording system for
such children.

IV DOTS:

The policy of the NTP is Directly
Observed Treatrnent Short-cotuse (DOTS) in
intensive phase and the majority of patients
treated at chest clinics are initially hospitalised.
However, the duration of stay is usually less
than one month, following which patients ale
given unsupervised treatment for one month at a
time. Hospitalised patients are not always
directly observed when they take their
medicines. Two chest clinics have recently
introduced ambulatory DOTS for patients living
nearby.

According to NTP policy, sputum smear
should be repeated at 2, 5 and 6 months of
treatment and patients who are smear negative at
5 and 6 months classified as cured. Chest clinics
with their own laboratories generally follow this
policy, but other which rely on laboratories in
local hospitals find it difficult to do follow-up
smears.

V. Incentives:

The govemment of Sri Lanka provides
significant incentives to patients to encourage
them to cornplete treatment. Unemployed
patients are given up to Rs. 500.00 per month
(approx. US$ 9) for the duration of regular
treatrnent (the amount to be paid is assessed by
the department of social services) and those in
employment are entitled to 4 months paid leave.

VI. Defuulter Tracing:

The NTP has a clear defaulter tracing
policy. Patients who are more than one week late
for treatment are sent a letter. In some instances
this is' followed by a second letter and the
respective Medical Officer Health (MOH) is
infonned. According to NTP policy, the Public
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Health Inspector (PHI) of the MOH area should

make a home visit for defaulter retrieval.

VII. Training:

Development of skilled health staff in
the NTP is a prerequisite for successfirl

implementation of the programme and in
service. Training is primarily the responsibility

of the Respiratory Disease Control Programme

(RDCP). Training courses and workshops for
different cadres of staff are conducted by the

,RDCP with the assistance of District TB Control

Officers (DTCOs). Presently, the WHO modular

course for DTCOs and Medical Officers (MOs)

in service laboratory training for MLTs'
Microscopists and in-service training for
statistical officers (PHl/Nurse/Clark) of the

Chest Clinics are carried out at the central level.

Whole orientation courses in TB for other

Primary Health Care (PHC) workers, including
the Medical Officer for Health (MOH) are held

at the district level.

During the last 2 Years the RDCP has

conducted the WHO modular training course for
30 DTCOs and MOs of chest clinics, lasting 6

days and including field visits. The in-services

laboratory training is for I day and is held once

in two year. So far 25 MlTs/Ivlicroscopists have

participated in the course. The in-service course

ior statistical officers (PHlA{urse/Clerk) is also

for I day and is held once in two year at the

central level. The nrunber of statistical officers

trained so far ii; about 25. There is one day

orientation training orr TB control at the district
level on the responsibility of DTCOs and RDCP

director. The RDCP plans to expand the WHO
modular course to MOs of the chest hospital and

the regional epidemiologist of each dishict' Not

all staff involved in the NTP has been fained,
except the DTCOs.

WII. Supervision:

The objective of suPervision is to

support health workers at all levels of the NTP.

Ai present, the supervision of TB control

activities at the district level is done from the

cantre, usually by the RDCP director and the

MRO" Visits are made once or twice a year'

Supervision by the director is mainly on

recording/reporting, drug supply and solving the

problems in the clinic.

D( Logistics:

In accordance with national policy, anti
TB drugs are provided free of charge. Chest

clinics, chest hospitals and some hospitals

estimate their annual drug requirements based

on drug consumption during the previous year

and stocks lsmaining in hand. The provincial
director of health services collates these

estimates and forwards them to the medical

supplies division for procurement of drugs. The

RDCP is not involved in estimating
requirements or procuring anti-TB medicines.

The medical supply division indents,

imports and stores drugs for the whole country
and distributes through the divisional drug

stores. Divisional drug stores distribute these

drugs tb the chest clinics quarterly based on their

indents. Monitoring of drug supplies is done by

the deputy provincial directors of health

services. The budget allocation for all chest

clinics are from the provincial health budget,

except for the chest hospital Walisara and chest

clinics in Colombo and Gampaha, which receive

their budget allocations from the RDCP budget.

Laboratory regents and other equipment

(except for sputum containers) which are

procured and supplied by the RDCP) are also

procured and distributed in the sarne manner.

Registers, records and reporting forms are

supplied by the RDCP.

Even tough drug supplies are generally

adequate.

X. Recorcling and rePorting:

The NTP has standard forrnats for forms

and registers to be maintained at chest clinics

and for the different reports which are generated

from them. The first level of recording consists

of the chest clinic examination card (OPD card)

and treatment card of the patient in which the

basic infonnation relating to the patient' The

repult of different investigations, diagnosis,
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treatuent regimen and the monitoring of
treatment. This information gets transferred to
the TB register, which is up-dated by the PHI
from time to time and from which the quarterly
reports on statistics and cure rates are computed.
After compilation of all results from different
districts the RDCP sends feedback to all chest
clinics and the deputy provincial director of
health services at the district level. This
feedback contains information on different
levels of programme efficiency achieved in the
various districts and recommendations on
corrective action. TB registers have been
modified in order to confirm with WHO
guidelines.

4. Role of NGOs:

The Ceylon National Association for the
Prevention of Tuberculosis (CNAPT) is the only
NGO working in TB confrol in the counfiry and
had played important roles in development of
TB programme in the past such as building of
chest clinics, publication and health education.
Its activities are rather limited to such as health
education for school children and adults through
exhibitions in the premises.

5. Advocacy:

An advocacy ef[ort for TB control in
Sri-Lanka has been at a low for several years.
Declines in case notification since the high
levels of the 1970s have contributed to a sense

of complacency and the irnpression that the TB
situation is under control. Accordingly, the
progrqpme was re-designated as the RDCP with
TB control forming only part of it. Presently,
there is only one NGO, (CNAPT) conducting
TB advocacy.

6. Health Education:

The awareness of the importance of
health education in the control of TB was
evident amongst all levels of staff. The various
sftategies have been adopted at different
institutions according to the availability of
resourees.

The MO, PHI
educating patients on

the nurse
importance

continuity of treatment, nutrition and sputum
disposal. Some clinics have made videos on
aspects of TB control and sketch drawings on
prevention, importance of symptoms and
treahent of TB. Other has displayed poster
developed by the RDCP in collaboration with
the CNAPT. Some printed materials are also
available for disribution among patients on anti-
TB therapy, concerning side effects of drugs,
importance of regular heahnent etc.

7. Drug Resistance:

In 1996 a system of surveillance of
resistance to anti-TB drugs was introduced in
Welisara, with sputum samples systematically
collected from 5% of new smear positive
patients. This system has not been frrlly
implemented and results from the samples
collected are not yet available.

8.IIIV:
An annual survey of HIV prevalence in

new smear positive patients has been carried out
since 1993. The surveys have been unlinked and
anonymous at 4 chest clinics with a 5ample size
ranging from 244 to 519. No HIV infections
were detected in these surveys, which is not
surprising, given the small sample sizes for the
curent prevalence of HIV infection in the
country.

9. Research:

Nationai Institute of Health Sciences
located at Kalutara mainly conducts the research
on health services in Sri Lanka.

are
of

and
the

o
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Wel-come News:

F-

l

CIDA delegation visited
STC:

DxiTBSAARC-CIDAW@ on

fB and HIV/AIDS control in the month

of March 1999, the following members

gf CIDA delegation and representatives

from the member countries visited STC

and observed the activities and facilities

available in the centre:

CIDA:
Mrs. Sarada Leclerc,

Health Canada:
Dr. Don Sutherland
Dr. Adalbert Laszlo
Ms. Margaret Jaques

Dr. Chris P. Archibal
Dr. Howard Njoo

g,p&/rLn*
Dear Sir,

I had a chance of reading Your

STC Newsletter, Jan. issue (99). It was very

interesting to see the information related to

TB and other related issues, The study of
KAP on TB among general practitionas

was wonderful and... .....
- D. EdwinRajkumar

Christian Mission HosPital,
Madurai - 625 001,

Tamilnadu, India.

Dear Dr. Kumar,

My warm geeting and good wishes

to you. Thank You very much for STC

newsletter. It was interesting to

CCO, Kathrwnda
Ms. PrabhaThacker

Bangladesh
Dr. Md. Atrqul Hoqre
Dr. JahanaraBegun

India
Dr. P. Joshl"

Nepal
Dr. B.B. Karki
Dr. Yogendra Pd- Deo
Dr. Pushpa Malla
Mr. D. K Khadka

Sri Lanka
Dr. Bandu Gunasena
Dr. NNM Punchihesa

--------*tr------(See page 2$ fc uc-$

go tttrougtl various articles 1dlond in
newsletter. The articles aboil sirf bdid
of women with TB in rmal naoghffi b
very right... ... ...

The article DOTS is also u€cts-
My congratulations fu bringing ot fu
STC Newsletter in a very interesting" uffil
and educative manner'

Welcome to new SoerY
General, SAARC.

- Dr. G. Sutfuam
MO, Gandhi TB Clinic'

Anakapalle-S3| U)l-
AP,IdA

........I am very happy to getting STC

Newsletter. I don't have words to
express my haPPiness, and hoPe for

Letters to the Editsr
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further co-operation. This STC
Newsletter is providing information and
technical knowledge on the subject of
tuberculosis.

- Chandra Prakash Bhatta
Department of Microbiology

BP Koirala Institute of Health Science
Dharan, Nepal.

@*r-@a/rr*
Thank you very much for your

letters for this column. This time we
could not include more letters because
of some constraints. We hope, our

readers won't forget to guide us to keep
the STC Newsletter more meaningful,
useful and informative.

We want to thank our readers
who have expressed their sincere
welcome to His Excellency, Secretary
General, SAARC. Similarly, wc thank
the readers who have send
congratulations to Dr. D. S. Bam,
Director, STC for the award received by
him.

- 8//Zor'

Proposed Programmes of tlte Centre

3 SAARC Seminar on Gender and Sociological issues related to TB
3 SAARC Trainers Training Course for TB Control Managers
I Operational Research on Identification of Effective Models of Supervision and

different Models of Treatment Observation.
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F*l

src visited by Hon,ble Minister of Health af Maldives-

!

(f6r?,,t/e /Ia,uatta16r ffaltL,, qr/"11r2 f ifzlilbar, ab ilz J'd'(fr6 gg 6-'2t'e)

tor preventicln ancl control

tuberculosis in the region. Hon'ble

Minister further advised that the member

countries must promote health education

in their respectivc countries in order to

involve citizens to lead healthy lives'

Dr, D. S; Bwn, Directar
reeef$ed the lfiernational Award

The Hon'ble Minister for Health,

Republic of MaldiveY, Mr. Ahmed

Abdullah, visited SAARC TB Centre on

20 April Iggg,during his three days visit

to Nepal.

The Director, DePutY Director

and General Serviccs Staff of STC along

with the staff working,in the National

TB Centle comPlex extended a warm

welcome to the Hon'ble Minister and

accompanied delegation aL a special

furrction organised in the STC meeting

hall. .

Addressing the officials at thc

function, F{on'ble Minister, Mr'

Abdullah exPressed aPPreciation

regarding the role of SAARC TB Centre

inluppor"t of member countries in their

efforf of TB control. Hon'ble Minister

desired that dissemination of

information, pooling of resources and

the exchange of knowledge among the

member countries would be instrumcntal

It


