. The forgotten‘_dlsease

..valuatmn of a.Com 'umty Tuberculosis Control
I’.rogramme m' ‘Rural Bangladesh ;’_f_' s

Methodology

fmdmg record (Kfahaloo in Bogra
district) and the other with higher
record (Fulbariin Dinajpur). Another
_ thana - (Domar- lephaman

district), closely located"and socm-
economically similar °
two,'was selected for companson' ;

The followmg acnvmes'were camed
out for the evaluahon

'

B TR

a. Prevalence Study: Ovcr three
thousand  houscholds spread over
10-18 randomly:selected villages
were interviewed in each thana.
Interviewers looked for individuals
with chronic cough for at least three

weeks” in each household and' -
collected three samples of the' spgta B
(mght earlv mommg and day) from

(Thxs 1s the second mstalment of the article) -

each symptomtxc T’nese were then
smeared and mncroscopv done by
tramed technicians using tic Zichl-
Neelsonmcthod Forquaht\. control,
arandom sclection of the siides was
re-examined by technicians from the
govemment s TBcontrol project who
found qualxty of stammg, smearing
and’ microscopy to” be ‘within
acceptablc standards :

p B

Ast the data collection nearly cameto
an end, initial exathination of the

laBoratory" resultsZsignaléd a  low
prevalenceof the dlsease aSindicated
by the number of AFB posmvc cases
identified.- Appre’ﬂendmg under-
repornng, a re-v:sxt was done in all

the-households’ by using the same

methodology- as .previously used.
This;.-however, did not result in a
marked incréasc in the number of
cases 1dent1f1cd

Outcome of. processes/

b. Relapse Study' This part of the
study sclected ail pat tents who
complcted their treatmonts with:
BRAC programme in ti.
programme thanas. A wclo ..
such cases were visited bu o
could be traced. They were
inferviewed with a pre-designed
questionnaire, and three sputa were
collected from cach and tested - for
AFB using the same procedure as in

)

a.

¢. Quality of <Carc Study:
Assessment of the quality of careisa
judgmenton the process and level of
carc provided by health prastitioners
(Donabedian, 1578). Tiie | wnpoiance
of the quality of care in the success of
a programme cannot be over-
emphasized but its cvoluiicn as a
framework for cvaluation is recent.
The frameworkof anaiysis suggested
by Bruce (1990) was adapted and
uscd here. The type of variat I‘es we
included in our modei is indi

in Figure 1.

-Policy support:

. Resources allocated |-
Programme
" management -

Interpersonal relatlons -

B Cbntinuity_of care

Rclapse rate

Case ‘mdng

, Regularity in drug intake

Sputum conversion rate

Impact on prevalence

“gis~ - Impacts.» -Related Factors
Techmcal competence’. ~.User's knowledge | | Socio-cconomic
iy e Bl ‘s : i | and cultural ’ '
Access to services - “ User's satisfaction ¢ factors i
i J

o

The mdlcators used to address some of the above vanables are given in Table 2. The
opportunitics for analysing the whole gamut of the programme, much beyond the narrow pers

of care as 1s attemptcd here This will be taken up further latcr on. 3
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lef_:-,Llst of variables addressed A gy B

Vanables

Procoess of §cmces dchvex;v_
1. Technical competcnce

2. Access to services

3. Interpersonal relations:

W F

4. Continuity of care
Qutcome of processes
1. Knowiedge -

‘i

2. Acceptance and continuation.. :

3. Health status

4. Satisfaction

Socio-cconomic eharactcristics . ...

SR e

Cultural attitudes of. fgml \Z

membersand villagers -

" Indicators .

TR -1

l, 2.G:! ’ Drganwahonal

' 3 . = w 5 4 2

I.A..‘-Skiilst
"*~Case finding
- Imnanon of treatment

Sole- 1450 L

and, t!mtmcnt
- Cﬁange of 1 rchmcn b
1.B. 7AcHial Pérformance’ i+ sl
. i~ Side-effects after initiating treatment,
A What measures BRAC has taken ..

- 2.A Ceograph:c tes 5 e
=*Visit of patxcnt to. VHW‘s housc r

: 2B Econormc N

R Dcposxt moncy

SLViSEB VAW TS
-‘VlSlt by BRAC staff

3 A;,vrbblcm' by o VETW v Ui

‘patxcnts wszt their house for medicine .

3.B. Chcnt

nsfactmn _

4 A Fo]low-up by VHW' and BRAC staff. -
4.B. chulanty of sputum- follow—up 2t
4.C.-Regularity of drug intak. ';. ;
4 D Avallabxhty of scrvxces T

B A =1

ojfthcdxscnsc that 1sbemgtrcatcd
1B. Phase ofthe treatméht the paticnts are
mnow”“‘ N """”.

3 # Sputum conversion ratc

4.A. Whthcr the pancms are Sati'sﬁcd with
BRAC's treatment , . .- ;:-;T
4.B. Rcasonsforbcmgsansnea/notsmm ied

i

& Agc @ir ycars)
© 2 Sex” Pl

3.” Education _ -
Occupatxon (in, whxch )ob most of the
me is spent.ina yoar) by pen
5." Poor/Non-Poor (Poor populahon
+7° includes houscholds havmg lcss than 50
dcmmals of land) o '

~~~~~ BEEE D e ~

Attxtude towards TB
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T'he indicators mentioned in Table 2

havebeenaddressed by interviewing
- and/or observing the following
groups of mdmdua.; in the two
programme thanas (Kahaloo and
Fulbari):

a “All currcntly treated T3 patients
(]41 in number);

b ‘Community members;

c-“VHWs; and

d Local BRAC staff.

B3

Structured intervicws, focus aTUD
discussions and obscrvations (c.g.,
how carefully the drugs arc iept by
patients and VHWSs in their homes)
werc uscd in collecting information.

s

‘Data for all the above studics were

collected by separatc group of
experienced interviewers who were
appropriately trained for the
respective purposes. The training
ificluded both class-room and ficid
training. They were superviscd by
fiecld supervisors and senior
researchers from BRAC's Kescarch
and Evaluation Division. Two of the
réscarchers (Al and MSI) were also
involved in the Nationai and
Manikganj TB surveys.

(To be continued in our next issue)
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dlscoveryofnscausahve orgamsms

techmcal..competcnce. access_to

sputu.m Fconvers:oncra te. “and

" regularity of drug intake was found

ncar}'yS%..Quahtyofcarcm tcrmsof

intebpersonal telanons, " pr

. and effective treatment procedures.
Control programmes. in- different.
counu'iahavebeenfacingproblems
in ‘terms- of case fmdmg and
comphance of treatment. -

“984, an innovative commumty—
based programme was tested in a
thana of rural Bangladesh with
voluntary health workers (VHWs)
asthenuclens. Withincentives given
to VHWsfor case findingand getting
patients sign abond to complete the
treatment, the treatmentcompletion
rate rose to 66%. In 1992, the
programme wasextended to 10more
thanas with a population of 1.7
millions. Within three years, the
programme reached to 4,720 smear
positive patients, 85% of whom
started the free treatment. The
treatment completion rate was 84%.
From early 1995, the 12-month
therapy wasdiscontinued and the 8-
month therapy was introduced.

=. mid 1995, an independent
evaluation using epidemiological
and. social science methods was
carried out to measure the impact of
the. programme in terms -of
-prevalence of TB, relapse rate, and
also to expiore selected dimensions

of.'quality of care' aspects in the

programme.. The prevalence of
sputum-positive TB: in the
_ programme area was found to be
half: of: what was found for a

to be.of reasonably high:standard,
and clients were sntisﬁed’v{_ith the
services prowded

Introduction™ ' - )
Tuberculosis (TB) remains a global
public health ‘problem. In the
developed countrics where the
disease was thought to have been
eradlcatedlongago,msnowsmgmg
a comeback partly through the
epidemic of the acquired immuno-
deficiencies syndrome (AIDS). But
in developing countries it has never
been eradicated despite the
availability of highly effective
treatment regimens; in such
countrics TB, which
disproportionately affects the poor
and other neglected segments of the
population, is politically a.low
priority programme.

Themajor challengeof any TB control
programme is casc finding and
compliance of trcatment. Although
the disease is much dreaded in
societics  like  Bangladesh
{Chowdhury and Kabir, 1988), the
taboos and stigma attached and the
poor facilitics and unfriendly
attitude of providers discourage the
patientsto reporttheillnessto health
centres (BRAC, 1991). The treatment
istather long (6 to 12 months) and as
such the compliance is low.
Recognising the depth of the
problem, both in terms of disease

. contiguous -non-programme area, . . prevalenceand treatmentchallenges,

but the programme could identify
only about half of the TB patients.
Among those completing the
trcatment two or more years
previously, the relapse rate was

BRAC, a non-governmental
organization (NGO), began a
community-bascd tuberculosis
control programmcin 1984inathana
with village-based voluntary health
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the population) 'were sputum
positive. ‘A recent national survey
found 0.87% sputum positive-cases
in the population 15 years oid and
over (Director General Health
Services, 1989); men were infécted
twice as often-as ‘women and the
problem was more acute in urban
areas (Table 1).

Table 1: Tuberculosis in adults 15
years and over as determined by
the National Prevalence Survey
on Tuberculosis in Bangladesh

(1987-88).
Popuiation groups %sputum positive
Total 0.87
Male ~ 1.08.
Female 0.60
Rural 0.80
Urban 1.61

In another survey carried out in 50
villages of Manikganjdistrictin 1984,
twenty percent of the population
aged 15 years or over had a history
of chronic cough. Examination of
sputum from these patients revealed
that2.7% were AFB (acid fast bacilli)
positive and out of those cultured,
3.1% showed the growth of M.
tuberculosis. Sixty ‘three percent of

smear-positive cases_were also

culturcposmvc Smcar-positiverates
in the community were estimated to
be 0.33% to 0.55% and culture
positive rates 0.39% to 0.64%. Drug
sensitivity tests indicated that 70%

)
j
}
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Although the mtcgrahon of
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. tuberculosis conu-oi in the health -

services hasbecnan accepted pohcy

of the'gove

.of govcmmentsince:lws little .
progress has“bec: madc Jin_this .
regard., A arge number of -

gover,m_agnt'f\eﬂth vivo’rkcrs ])ostcd
in the ‘communi

mity (approxi
15 per‘zo,'ooo popu“latlon), xgt

of them is mvolved manyactung -

dxrecﬂy :rehtea Yo' tubercu]osns
BC

Type A. Hos_pnal :OF - clinic based
prog'rammes :hatmave no or

msxgmficant 'lmks’ ‘with' the
community °* (govemment
i mmes); -

< B. Hospital or c'linic ‘based
programmes that have strong links
with community health workers
(most programmes Tun by non-
governmental  organisations
(NGOs);and.......

Type C. totally community based

programmes with no hospital or
clinic where village health workers
are the -'nucleus’ (the BRAC
programme described later in this

paper).

There is also a large private health
sector. The anti-tuberculosis drugs
are available for purchase over the
counter from pharmacies and most

.-g{ these drugs are produced in
ngladsh.

The National Control Programme
The Bangladesh national treatment
programme is clinic-based with 57
hospitals and clinics (with 1,076
beds)." All of these are located in
urban areas and if the estimated

number of active-tiberculosis cases _

is correct, there are 0.0019 beds
available-for each case. It has been
estimated that only 25% of the
patierits tumning to these facilities
completé” their treatment. The
participationand contributionof the
460thana level Health Complexesin
the tuberculosis control programme
is considered to be insignificant
(Islam, 1987). |

W‘lu Ul

EPI pmgramme (BRAC, 1990) The

healthstafﬁsnotsufﬁucntlytnmed '

in tuberculosis control; supervision
of patients for compliance in
hospitals and’ spccxally ‘at_the
community level is lacking. Finally,
as elsewhere in developmg
countries, tuberculosis control is
politicallya low priority programme;
this is despite incrcased . donor
mtcrest shown in recent years.

Some NGOs have undertaken small
scale programmes, whichareunabie
to make any impact on the gilobal
control - of tuberculosis in
Bangiadesh.

In recent times, however, the
government hasbeenshowing some
definite intcrests. With new donor
support, the government has
undertaken an  ambitious
programme called
Devclopment of TB and Leprosy
Control Services”, where the NGOs
will play an lmportant rolc.

The preventive approach to
tuberculosis - through BCG
vaccination has improved from less
than 2% coverage in 1986 .to 80% in
the 1990's for the populahon under
oneyenrofagc. i

TheJ'BConhfol Programme of BRAC
The Manikganj Experience

Since 1976, BRAC has been running
an initcgrated development project
in Manikganj, a thana situated 65
kilomctres west of Dhaka city.
Programmesoncducation foradults
and chlldren, hcalth, income

422

* , a . AW AL

“Further -

generahon, edit and womens
devalopient havebeen carried ot
in235 villages witha otal popuilation
.ofaboutﬁzo,ooomcommtoneof

the’ ’BRAC programmem:s the

Taa s TioT

oFcooperaﬁve ‘group
of ‘poor’ femi‘le\vxllag’ers ‘wherea
mabahas’hmvainiﬂbymc E
to‘becomenvoTunmyhealﬁiwoﬁcer
(VHW). “Patients with {formmon...
xllnesses*are‘trenhi"fori‘a?u’n’llﬁ’ee

-3

ssenhal drugs: 'I'he"VHWs ‘are
mostly illiterate” female; ‘with an
average age of 35,.and belong to the

_ poorest section of the ommumty

(BRAC, 1987)..

BRAC also trained these‘wWomen in
TB treatment. Tn their daily founds
in the village, they looked for
individuals withchroniccouigh. The
symptomahcs ‘gave their early
morning sputa for microscopic

cF AT

~ examination for acid fast bacilli

(AFB)in the field laboratory. Positive
cases were contacted, told about the
results, and asked to register to
receive a 12 month free treatment -
course. Patients refusing to
participate were motivated throngh
otherfamily membersand influential
people in the village.

Patients willing to participate were
asked todeposit Taka 100, equivalent
tothreedays' of wages, asa guarantee
to complete the trcatment course,
and to sign a deed to this effectin the
presenceof other villagersand family
members. . Upon. successful
completion of the course, the patient
received Taka 75 back.and Taka 25
wasgiven to the VHW for her service
over the year. Patients .too poor to
pay the deposit reccived a_waiver
but family members, and other
influential villagers were reqmred
to provide a guarantee that he/she
would not dcfault, In some cases,
the group to- which the: patient
belonged paid it for him/her. .

The trcatmcnt bcgan “with a
strcpkomycm coursc of 30 m;ectlons

Sz by Jeye o



-once gmlyior 12. months. In-case of
adverse reactions.to thelatter drug,
twoethambutol (400mg) tabletsand

'ﬁi‘émsonnz:a(JOOmg)hbletswm -1

S T Por it

ggyeg,,daill, The. injections -were
.._gg,yg;n @_yAhe vnw ,'Wwho_ also

'fweeks before, replemshmg the
supplyshemdesureﬂatﬂtedmgs

previously given were consumed..,

Durmg treatment ‘the sputum was

e oAb o, twontaontha, -
accompanied by INH (300:mg).and
thhcetaznne {150 :mg), { Diabeten)) :

~eain tested at least at 6 and 12

.ionths. Ratients with complications
_or sputum positive after 12 months
‘were referred to specialised clinics
or hospitals in Dhaka. The VHW
also received Taka 20 for each

positive case identified.

Results showed that over 66% of the
identified cases completed the
treatment regime. A study of those
completing the treatment four years
or more previously found a relapse

rate of 10% among such individuals.
Extension to 10 Thanas

In 1992, BRAC extended the

f&gmm&s{gamcd ncwchangcs
gvgﬁc »made 'in the, programme
" striiogy, The V/ Ws' ‘rernained the
nudeusof the programme. Thcbond
“T:as:iovﬁncmascd'l‘a‘kaloo

: hc—S-manth

-egxme.’_l'hedmgxegunengwennow
is- Rxfamplcm,‘ +_ Tsoniazid +
Ethambutql fo-,J?yrazlnanude for 2
‘months (pleasc note : streptomycin
m;ectxon is dxscontmued) followed
by. Isoniazid + “Thiacetazone for 6
months. Supemsmn has also been
intensified and a2~ medical officer is
mchargeoftheprogxammeat the
thana level whoseresponsibility also
includeotherhealthactivitiescarried
outby B'RACm thethana. Thewhole
programme is overseen by a sector
specialist based in the Dhaka
headquartersof BRAC. A consultant
also ‘periodically supervises the
programme. The ten thanas with a
population of nearly two millions
are located in the districts of
Dinajpur, Bogra and Mymensingh.

pm_grammto JOaddmonal thanas '

followmg oyject‘zu‘ m: ot o
1. to. eshmate the smmact 3
pmgramme in terms of,preva
case finding, cure rateand T
mle; al'id = fi 54 vnn‘ﬁ';-’a?rs'n
i .JFRMST“!H‘? A’I"‘!mr »gpr){;
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The concept of governance has

slowly but surely crept into the
development discourse. - It is
getting popular in Bangladesh's
development dircle. It has made
_itself evident in various forms and
under different names; governance,
good government, democratic
participation, public management
_reform etc. The definition of
governance varies according to the
role of the organisation by which it
is defined. The term governance is
not used, explicitly except in
ralation to lawful governance
which may be considered to have

another name such as, rule of law.
Actually there is no general
definition of governance and all the
elements deemed necessary for the
‘workingof a democratic polity may
be:~iconsidered to- constitute
governance. Governance related
common concerns of development
are - public management, rule of
law,” accountability,  and
~ information.s -:+ — =T e O

Governance has three major
components.

Form_of a country's political
authonty (parliamentary- or
presidential, civilian or military,

423

autocratic or democratic).
The means to exercise the autt

Ability of govemments to disc
functions. -

Cood govemance.
Effective governance incl
perceptions-of legitimacy, fre

of association.and particip
legal frameworks, bureau.
accountability, - transpar
availability _and.- validit
information, effective and ef:
public scctor management. Tt
concepts of good -governme:
accountability, = transpar
democracy, ..; openness
participation. A
Decentralization’
democratic

“throug
process i



The forgotten disease

Evaluation of a Community Tuberculosis Control
Programme in Rural Bangladesh

(This is the last part of the article)

Impacts

The programme appcars to have
several major impacts. The
knowledgeabout the programmein
thestudy villages scemed universal.
The people even knew some of the
very details of the various processes
including sputum examination,
bond and treatment system.

The intake of drugs by the patients
was regular as measured by asking
direct questionsand indircctly by an
examination of sputum conversion

rates. Over 85 percent of the sputa
turmned negative at the end of the

sccond month of trcatment.

The programme has attained a
trcatment completion rate of over 80
percent at the end of the trcatment
period. This is much higher than the
pilot phasein Manikganj, and 3-times
higher than thenational programme.
The present study found the cure
rate to be 100 percent; microscopic
examination of sputa from the
paticnts whose treatmentcompleted
less than 30 days before the survey
-found nonc positive.

There was cvidence of impact on
prevalence of TB. The prevalence
ratc in the two programme thanas
was half of what was found for the
comparison thana. The prevalence
rate found was, however, lower than
expected. in Domar where no
organized TB control programme
wasinopcration, the prevalencerate
was (.15 percent of the adult
popuiation. This certainly is lower
than other estimates. The
methodology used in the present
study was very similar to what was
used in the nadonal or Manikganj
surveys, except that the sample size
was somewhatsmalicrin thepresent

onc. Also, the background
informationon the patientsindicated
agrecement with the known
cpidemiology of TB. Most of the
patientswere male, illiterate, middle

aged or older, and poor. Two of the-

rescarchers were also involved in
the earlier studics. This, however
should notaffect ourargumentabout
the probable impact of the E2AC
programme. The methodology ;.scd
in the programme and compariso
thanas was the same and there is no
rcason tobelieve that the populations
arcotherwisc dissimilar. Theimpact
is, therefore, probably real.

The study also provided some
disquieting information on the
success of the programme in terms
of case finding. BRAC has probably
been successful in identifying only
about half of the 'open’ cases The
otherinterestingaspectis the gender
diffcrential in casc finding. It
appcared that BRAC was successful
inidentifying morefemalethanmale
patients. This may be due to the fact
that all VHWs are fumale.

Lastly the relapse rate. In the pilot
project in Manikganj where paticents
trcated four ycars or carlier were
traced, the relapse raic in . uch
paticnts was found to be 10 perzin
In theexpanded programme, :
8 percent relapse rate was [cund
among paticnts whose treainiont
coursc compicted two ycars or
carlicr. It scems the situation has not
improved much. It will beinteresting
to observe the situation in the future
asthe8-monthregimen hasjustbeen
introduced in the programme.

Such promising results were aiso
found inother settings suchas South
Africa (Wilkinson, 1994) and USA
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(Weis ct al., 1994) where similor
‘directly observed therapy " wasused.
With support from the g
and donors, BRAC is pianr
extend this programme to
thanas over the next few v
chailenge in such an cxpansimx i
be how BRAC continues to menitor
its progress, increase case finding
reduce rclapsc and maintain a mgn
cure raie

W’
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Activities on drug prevention

Prntya.;ila., an zann‘ drug organization broughtbut a colourful procession in observance
’ Internationad day against drug abuse and trafficing in Dhaka on June 26

Workshop hnanéed_by BASA recently on drug demand reduction. Seci
Mr. Timothy Landerking, Mr. Z.H. Razi, Dr. Shamim Chowdhury ari i

Workers of Pralyasha an aruz drug orgamzanan are fixing house itolding numbers with anti drug
! message in Lhe Narinda area of Dhaka city
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‘Results

The forgotten disease

Evaluatxon of.a Commumty Tuberculosis Control
P:ogramme in Rural Bangladesh

(Thxs is the third instalment of the article)

Programme Acluevements

The programme ‘trained '3, 023'

VHWSs in thes10 ;thanas,.who

identified 4,720 AFB positive cases.

Nearly 85 percent. of them were
brought under treatment by BRAC

and 84 percent”of, them completed -

the 12-month treatment course. The.

curerate was 100 percentasrevealed

from their sputa examination at the
end of the trcatment cycle. :

The Impact on Prevalence, ool

A total of 9,597 households were.
visited in thé three thanas
(population 44,558), .and 846
sympiomatics (with cough-during
the three wecks previous to survey)
were identified, half of whom alone
were from Domar, the comparison
thana. Two thirds : of  the:

symptomatics. were male.and. one.
third female. Of the symptomatics,

96.4 percent prowded their sputa at

least once; 92 pefcent provided itall"-
three times. Of thesputa tested, 2. 7:

pcr;cnt tcsted AFEB positive in

Kahaloo, 2.5 percent in Fulbari and .

3.4 percent- m,Domar ‘When -the
number of AFB positive cases were
compared against the respective

population 15 years and older, the..
following prevalence rates ‘were -

found : 0.07 in Kahaloo and Fulbari-

and 0.15 for Domar. Table 3 provides

someof these informationina tabular:
form which: shows that the
prevalence rates in the programme

thanas was half’ that of thev

compar son thana (p< 05)

The numbcr of pancnts 1dentxﬁed
was small.s

well with the known epidemiology
of the discase. Seventy five percent

--However,. - the .
characteristics of the patientsagrees-

of the identified cases were male, all
except one were 35 years or older,
three quarters were illiterate and
nearly half came from economically
poorer households. An important
differencebetween the thanas should

. benoted : number female paticntsin

the programme thanas was nil or
very small compared to the
comparison thana. The table below
also indicates that the programmes

- has probably been successful in

identifying only about half of the
patients.

Quality of Care
Proccss cf case finding: T ‘-12 prc-‘:" :

of VHW in th -\‘L
identification of sympicuiatics to
final detection of the diseasc. In cach
stage, BRAC staffand/or VHHW have
been involved. Results showed that
most (69%) of the patients were
identified by the VHW aloncand the
rests were identified by BRAC staff.
However, results presented earlier
showed that the BRAC programme
has been able to identify only about
half of the patients.

o U3

Process of initiation of treatment:
In this process as well, the VHWSs
and BRAC staff participated. The
programme scrvice statistics
suggested that 84.7 percent of the

Table 3: Populationsurveyed, number of symptomatics and AFB positive
cases in the three thanas studied.

Population

No. with symptoms

Thana Programme/ AFB +ve  Previlmce

Comparison _>15 yrs No. %] No.2 GS )
.Kahaloo Programme 7,146 181 25 5 %0 Er
Fubari Programme 8,639 236 27 6 =5 007
Dor'nar Comparison,  §,720 378 43 13 34 015

1 Of the population

2..'Of the cases, none in Kakalos, 1 in Fulbariand 5 in 'Domar were femalz

3._Of the symptomatics

Relapse Cases

 Outof 435 cases visited, 18 had their

sputa positive, 9 each. in the two
thanas. “ Of the 18 cases, 17 were
exthcr 3+ve (more than 10 bacilli per
microscopic field) or 2+ve (i-10
bacilli). Overall relapse rate was 4.1
percent. When this is caiculated

~ separately according to the number

of , months since treatment
completed, it was 7.8 percent for
those completing treatment more
than two years ago, 3.3 percent for

- those- completing between 12-23

monthsand 4.3-percent for those
completing treatmentlessthanaycar
ago. It-should be mentioned here
that all these were given the 12-
month standard regimen.

identified patients s:aried the
treatment. However, onivabouthalf
were started within seven days,
which is the stated goal.

An important clement in the
initiation of trcatment process is
realization of the bond money. Al
the patients intervicwed stated that
they deposited tha money, but not
all paid in the full amount.
Proportion not paying the full
amount was negligible (11%)

Measures taken for cide e*‘e“‘
Overhalfof the paticntsce !
of side effects from arug -
included loss of appetic:, Lagiing
sensation of the limbs, vomiting or
skinrash. However, BRAChad been

~

cc
ZArtes o

.

: &
-~

&

Touek ot 74 Ao [5 D"w/é 19%
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promptin prowdmgadvxse on how
to ‘deal’, thh the side, effects as
revealed from mtervxew thh

Geographxc access: -

Access was not a prot m as all the
VHWSs were wllage-based".’ -Of ‘the
panents in- the 'in :
(which”is first. twd. moniths of
treatment), overhalfvﬁeregwen their
daily supply of drugs’ by the VHWSs
from thexr houses,’ and in the
delivered to thepahents houses. The
pahents preferred the’ dmgs to be

dehvered fo their hotises as someof -

‘them were‘tooweak togo to VEIWs'
houvu <o T - . A

“whichis consﬁcrcd fo be amust for -
a successfulprogramme ina’ socxctyv ki

like Bangladcsh (Ishlkawa, 1995).

Economxc ACcCess: -7 L%, T
Economic access refers “to: the
affordab:llty of the: drugs and
services. It was mentxoncd at_the
outset thatbothof theseare prov:dcd

free of cost. The deposit ‘bond‘is'a- - - -
contentious issue but’ most‘secmcd 45

able and. wmmg to pay, xtz

s ~t¥¢>—-fi‘
‘Organiz

-.Orgamzatwnal access‘refers to  the

extent;; to . which . servxces ‘are
convenien tly orgamzed for patxents

for example, the mode ho!f dél ery.

Themode of service de’hvery uring
the intensive phase of tréatment has
alrcady been discussed: During the
continuation phase (between the
third and cighth month); the delivery
of scrvices takes. place -at; patient's
-house. Nearly three quarter of the
paticnts were visited eitherby VHW
or BRAC staff during the- wcck
previous t6 the survey::

Interpexsonal relatxons._
The dxmcnsxon of mterpersonal
relations‘refers to the, interaction
between” provxdcrs -and patxents
Regular visit“of the” patxcnt by the
health prowdcrs is an Thdication of

interpersonal relationship.“Almost

allthe” patxents 'showed general

satisfaction ‘with the treatment

provided by BRAC. Moreover, 95

percent of the VHWs did not
encounter any problem in wcrking

- for the TB patients. They men: toned

that they ‘enjoyed the work’, tiat it
was 'no waste of time', and that it
caused 'no harm to their own work’
nor ‘'inconvenient'.

Sputum collection:

With 12 months treatment, sputum
is collected six times. The findings
revealed that.out of 36.patients in
this category about¥94.4% had
sputumn collected<at the end of the

first month, 97.2% at the end of the
. 'second month, 77.8% at the end of
thet

tl’_nr&month and 83.3%attheend
offsxxth month of trcatmcnt

H O

-The short-course drug regimen (&

month) is being implemented now,
and in this sputumis collected three

times. ( Out of 56 patients who had
‘complctcd 2 months of treatment,

85.7% had sputum collected at the
end of the sccond month

.Avaxlabxhty of sexvxces
‘fThcrcsults showed that93.8%¢. the

patxcntsfromtheconhnuahon nase

_had medicine available at home. Qt’

them, 14.3% had medicine available
formore than 7 days. A few patients
(6) availed of the medicine from the

_VHW daily.

Knowledge:
The patients were asked whether
they knew the name of the discase

‘they have been suffering from, and

94.8% of the paticnts named it as

either TBor Jakkha. Allof the patients

correctly mentioned the on-going
phaseof the treatmentand the lcngth
of treatment period.

The storagc of medicine was
_observed by the data collectors. More
than 95% of the patients stored
_medicine in a 'satisfactory’ manner.

Regularity of drug intake:

In"order”to measure regulariiy of
drug intake, the patient was asi:ad

421

whcther s/he took medicine
yesterday. The findings sugzestod
that963 tookmccucmc feot,, o

Sputum conversion rate:

Sputum conversion rate was quite
good. Under the 8 month-regimen,
92.3 percent of the sputun: positive
cases turncd negative at the end of2
months wherecas under 1Z month-
regimen, 86.1 percent of the spu tv.ym
positive cases converted to ncgx

at the ond of sccond monthe ¢ G
94.4% at the end of 6 months.

}5

(.\.

Satisfaction:

Almost ali (98%) the TB paticais
scemed satisfied with BRAC's
services. The most ‘—hgucntly
mentionedreasons forbeing satisfied
‘was ‘BRAC helps me to get well,
"They don'tcharge for treatment! and
‘BRAC provides treatment at home'.

-Attihtde of famiiy members and

villagers toward TB paticnts:
Approximately half of the T8
patients said that their fa, v
members or villagers did not ...+
any stigmaagainst them. Abou:Ze %
others reported that they were
isolated when the family members
came to know of their having the
discase. About 20% of viliagers and
a few of the family members hated
or were afraid of them at the carly
stage. Some patienis also received
encouragement froma section of the
villagers in continuing their
treatments.

Discussion

Tuberculosis, although a major
publichcalth probic'n as remained
largely forﬁoltcn in the conlext of
health care in most developing
countries. Thetwinchallengesofany
control programme are case finding
and trcatment compliance. Because
of weakdclivery mechanisms, pusiic
healthprogrammesinsuchco: (o5
have not been much success. ... in
effectivelyaddressing citherofthese.
The epidemic of AIDS has made the
situation even worse in some
countrics.

.- -~




BRAC: : tried ;. any{innovative
programme -in ruralnBangladesh
during~.1984-90. With :village
voluntary health workers (VHWS)
as the nuc]eus, the ‘prog amrrie
mtroduced an mccntxve system
through whlcn VHWs partxcxpated
es$

ienty
the' pahents contr?\we with
treatments, a bond was mtroduced
through which. t}_\e patxents
deposited a sum- o ‘money with
BRACa parf of which was returried
to them if they completed:the

trcatment. Such a procedure had.a.

tremendousimpacton the treatment
completion rate which reached 66
percent. In1992, the programme was
extended to 10 more thanas, with
some. modifications-This: paper
presented the salient features of the
programme and results from an
indcpendent evaluationt” carncd out
on this programme.~ il

Tatn iy %

Thcprescnt study used a. framework
suggested by Bruce (1990) with
appropriate
tuberculosis. The., framework
esscntially provid csatool ofanalysis
in terms of the programme cffort or
structure, process of servxcedehvery

| Programme effo

adaptation . for.

and outcome of processesor impacts
(see Fxgure 1). Let us now discuss
eachoftheseinthe hght of the BRAC
prograrnrne Ty

,Asah*eadymenuoned the TB control

of case fmdmg and N programmesm Bangladesh hac not

- beeg very | successful” due to their

irrelevancein torms of strategicsand

- management. BRAC spenttheinitial
" 5oréycarsinlcarningand modifying

strategies. At the pilot phase, BRAC
spent its own resources, but when
the.question of replication came,
donor support was readily available
through UNICEF, the British
Overseas Development
Administration, the Swedish
International Development Agency
and the Swiss Development
Cooperation. A major head of
expenditures is medicine (and
reagents for mxcroscopy) and the
government came forward tosupply
all the needed medicines and
reagents to BRAC free of cost. Thisis
an example of close _collaboration
between the government and an
NGO. Over the next few yea-s, the
programime will be expandec 0115

new. thanas and the collaborztion

_wrll contxnue and further-imorove

in th 2 same manner.

Process of services delivery

The nucleus of the programme a:z
the VHWs. Although most o/ tnem
are illiterate, studies have proved
their competence in diagnosing
ilinesses and in earning the respect
of their fellow villagers. The
programume is supported by skilled
paraprofessionals and qualificd
physicians. Results presented here
have shown how the VHWs an
BRAC staffareinvoivedin the whole
process of case finding to provision

of treatment and to taking care of

sideeffects. Becauscof the confidence
eamned, there has not been much
problem in realizing the bond
money, even from the very poor.
The success rate in sputa collection

-was very high.

(To be continued in our next issue)
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Droblem énd U.S anh—dxuo
programmes

Thereisnota counfry in the world
thatdocsnot suffer from the menace
of drugs_ and drug abuse, and in
many cases the path.-to combating

this enormous, global problem lies

thhm our communities. Surely our

gcwcmmcnts have a'very important

role to play as well, butas. rnanyofus o 1

know, government.. -resources .are
limited, and veryoften thetaskreally
falls on the shoulders.of the
community, the.
neighborhood, the famlly

crty, the.

Narcotxcs- The Global Dunensxon
In spite of recent gains, -the
international drug trade remains a
_powerful sophxshcatcd and
adaptabler.force Despxte our
“collective effort, in. 1995 trafficking
orgamzat:ons managed to produce
and move tons of cocaine and heroin
R Very countryin theworld.

A=

.ﬁ'I’hey nurturéd new markets in
Eastern Europe, the countries of the
former Soviet Union, Africa and the
Middle East. They flaunted their
undeniable capacity tc ccrrupt
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" Southwest Asian heroin. =

j govemments And they showed that

often, far from crippling an
organization, the arresi of a drug

“baron may only create a temporary

job opening.

The drug trade always scors new
opportunities. To offer =~
losses in the Western He
the cocaine syndicates have

S ion
sights on new markets througnout
g g

the world. In Europe, where a
combination of new affluence and
social discontent provides the ideal
conditions for drug consumption,
cocaine was scized in nearly every

country between Denmark and

Turkey. traditional maricts for

Europe was & prime &
became a hub for Nrgcrr:.r\s moving
a

-~
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