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introduce chronic medication at primary health care clinics was implemented.

Patients who had previously been seen at hospital outpatient departments were

now referred in droves to identified clinics. The process of introducing this new

service created further barriers to the delivery of this intervention to improve the

TB service atZwide clinic.

During this period of increasing work pressure clinic staff involved in the project

experienced minimal support from the clinic and middle management level for the

intervention. At this point the regular supply of vital monthly pre-packed

medication and provision of support to the community-based network of trained

volunteer TB treatment supporters was also difficult to sustain.

with regard to the components of the intervention "package", the patient-

adherence interview was perhaps the most problematic to implement. This

component of the intervention was shown through clinic observations to take

place in an environment that lacked privacy and confidentiality. This impersonal

context was not conducive to patients becoming involved in their own care

because their needs could not easily be expressed.

The motivation of patients to complete their TB treatment, an integral theme in

this intervention, was well supported through the staff reorientation training that

all respondents acknowledged as being beneficial.
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As a context-specific educational tool, the photo-novella was found to be

particularly helpful by patients in providing confidence and encouragement to

continue treatment. The "role-modelling" of the TB illness experience and the

familiar residential setting of Zwide depicted in the novella contributed

significantly to the self-efficacy that many patients reported to have felt.

Similarly, in a user-friendly way, the pre-packed TB medication systematically

promoted completion of treatment by providing a visual cue to patients and health

providers regarding treatment progress.

Patients suggest in their interviews that, apart from the improved cheaper access

to TB treatment, the volunteer TB treatment supporters provided a caring

experience in which waiting time was significantly reduced.

In this study factors that worked well to facilitate the feasibility of the

intervention included the following:

a) Enthusiasm: Participants response to the project

Overall, participants were exceptionally happy and excited by this intervention

despite some of the problems they encountered. In particular most respondents

seem to link success of the intervention with their perception that the treatment

intem.rption rate had decreased.
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b) Openness and communication: the impact of the training

The TB clinic staff who participated in this intervention had experienced a change in the way that

they work with patients and volunteer TB treatrnent supporters. The nurses say that the

intervention has made them more open and able to communicate in their approach to patients.

Before the intervention they ignored the feelings of patients and issued instructions rather than

communicated with patients. The in-depth interviews suggest that this new approach included

openness, joint problem solving, not asking leading questions and developing an understanding of

the cause of their iltness. The middle level manager also acknowledged feeling the same effect

from the intervention.

c) An increase in patient education: Motivation to complete treatment

Patients on clinic DOT found their treatment at the clinic very helpful and linked the educational

aspect of the intervention to being cared for. Patients were very impressed with the simple

storyline in the novella that related well to their own illness experience and the countdown

calendar that helped to motivate them through treatment. The data strongly suggests that the

educational photo novella impacted on patients increased understanding of TB and the need to

complete treatment. This is despite the observation that the environment in which the educational

photo novella was issued was reported as being "impersonal".

d) The pre-packed TB medication system

The concept that pre-packed medication could also serve to motivate patients

contributed to this aspect of the intervention being accepted by both clinic staff

and patients. Both the volunteers and the clinic staff agreed that this system made

it easier to detect when patients were interrupting treatment and facilitated the

early recall of these patients. Packed in this particular way the volunteer was

expected to only offer the pills as packaged for that day. Unfortunately, the

implementation of this component of the intervention coincided with the entry of
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large numbers of patients requiring chronic medication at Zwid,e clinic mid-way

through the intervention period. The clinic manager and staff found it increasingly

difficult to implement this pre-packed medication system at this time resulting in

only those patients on community-based DoT using the system. The other

problem experienced with this system related to the delayed delivery of pre-

packed medication resulting in problems with patients missing up to three doses

of treatment occasionally. Patients on clinic-based DOT still received their

medication the "old way" from a tub of pills.

e) The volunteer TB treatment supporter network

Patients, clinic staff, and management commended the involvement of community

volunteers in providin g care and TB treatment. The data suggests that volunteers

felt empowered by the role they serve in the community and that they enjoyed the

task. Also, volunteers appeared to have built positive relationships with the people

they served.

When clinic staff were not able to always visit the volunteer as scheduled,

problems arose when volunteers had to attend to patient-related issues that they

were not able to deal with themselves.

The health advisor in the clinic formed a very good relationship with the

volunteers, according to the data. She commented in her intervierv that she learnt

to communicate better with the volunteers through the staff reorientation training

and that she thought that this in tum would help with better communication with
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patients. The volunteers suggest that they enjoyed a good rapport with her, but

that they sometimes had difficulty with other staff. When volunteers needed to

sometimes present their patient-related problems at the clinic they disliked waiting

in the queue like the other patients and were not always well received by some of

the nursing staff. Another problem experienced by volunteers was the poverty of

their patients. They were not always able to provide food, which they felt

obligated to do, because their own financial status did not always allow for this.

The following factors posed as barriers to the implementation of the intervention

a) Inadequate management support

Respondents have suggested that prior to the intervention there was inadequate

support from management. The intervention strategy sought to involve

management at the outset so that clinic staff could be supported during the

implementation of the intervention, but this did not work well. senior

management cited time and staff constraints but also felt that the intervention was

progressing well based on reports from the middle manager or project leader.

The middle level manager was more involved in the intervention but also admits

not having the time to support clinic staff. This lack of support included not doing

the usual TB programme activity that required doing a clinic supervisory visit for

TB support on a regular basis. Clinic staff also suggest from their interviews as

having had no support frorn the middle manager.
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A shift in management style towards an increase in support for staff involved in

this intervention, did not take place.

b) An unfavourable social context

In the clinical setting of this intervention only a few of the total nursing staff were

included in the intervention training. The number of patients being seen for the

chronic care services being provided at the clinic increased fiom the middle of the

intervention period. As a result nursing staff were coping with a change in

practice resulting from the intervention and an increase in the number of chronic

patients

This eventually caused staff not included in the intervention to feel excluded with

an additional workload of patients and in which the project staff were perceived to

be doing only "research" and not helping with the increase in patients. This

perception of the intervention staff created tension between clinic staff resulting in

an unfavourable social setting for intervention staff to fulfil the requirements of

the intervention.

c) Poor clinic resource management

The intervention was introduced at a clinic with a relatively high patient load and

with only one clinic car available for all activities requiring transport. The

intervention introduced new ways of working especially regarding the support of

TB volunteers and the delivery and monitoring of the pre-packed TB medication

system. This aspect required transport for the additional visits to TB volunteers
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placing an increased demand on the limited clinic transport. The data does not

suggest that a management plan for the use of the clinic transport did exist. In fact

intervention staff faced increasingly difficult access to the clinic car that made

scheduled visits to volunteers difficult to maintain. ln response to their request to

the clinic manager for assistance the intervention staff found little support.

Patients on corlmunity-based DOT were therefore intemrpting their TB treatment

because the pre-packed medication could not be delivered on time.

clinic staff are also rotated within the clinic and between clinics. The project

research assistant commented on this as promoting ineffective practices when

staff are not given the opportunity to become fully competent in an area of work

before being moved to another area of work. Towards the end of this intervention

two nursing staff and the clinic manager were moved just as they were becoming

used to the intervention.

d) The patient-adherence interview

Participants were sensitised to doing a patient-centred interview during the staff

reorientation training and were assisted in this task with written guidelines from

the project leader. Respondents suggest that their attitude had changed towards

patients in this intervention with a greater understanding of the patient,s social

context' Patients also confirm in their interviews that staff were more supportive

and also offering education supported with an educational photo-novella.
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Observation of intervention staff at the clinic however, show a lack of privacy for

the patient and an impersonal setting that created an environment not conducive to

the patient's perspective being revealed in the interview.

e) Accuracy in record keepinq

The TB register is the comerstone of monitoring progress in TB at all levels of the

TB control prograrnme in South Africa. Allied to this qualitative evaluation, the

study was also being evaluated quantitatively. The TB register was requested at

regular intervals by the project research assistant for data capture. No additional

training or support for the accurate completion of the TB register was offered

through this intervention, as this was already part of the usual nursing task. It was

found during the process of this intervention that the nursing staff were not

keeping an accurate record of TB data in the TB register and were also not

receiving management support in this task. Clinic staff were therefore not coping

with tasks already required of them prior to the intervention.

All the components of this multi-faceted intervention, except the pre-packed TB

medication system, have already been tested in cape Town in South Africa. The

feasibility of the intervention as a package has never been tested before. The

evidence for each component of this intervention can be considered separately.

Staff Reori entation Training

The training progarnme used in this study has previously been tested in a cluster

randomised controlled trial in a similar urban setting in Cape Town.27 While the

https://etd.uwc.ac.za/



14

results of the cape Town study has not yet been published, personal

communication with one of the authors (J Dick) has confirmed that the training

was well accepted by staff and ttnt there was a significant qualitative

improvement in the motivation and comnunication strategies of health providers

when compared to those who did not undergo this training. The main barrier in the

cape Town study was that managemmt level personnel did not support the

changes introduced by clinic staff resulting in a statistically insignificant

improvement in TB treatment outcome parameters. The data in the present study

strongly suggests a similar effect with TB health provider staff where respondents

reported a perceived improvement in heatment intemrption rates and minimal

management support. The effect of training for TB nurses that incorporated the

WHO DOTS strategy, patient educatim and default tracing is reported from

another study in Siberia." Th" enhancement in knowledge and morale of rB

nurses together with a reliable TB drug supply resulted in a significant

improvement in TB patient treatment adherence mainly through the setting of

achievable targets. The Siberia study reports on only the nursing component of a

much wider reform of TB services. In the present study the entire health system is

experiencing transformational change accompanied by uncertainty at all levels,

freezing of health posts and shortages of staff. These factors among many others

may serve to demotivate senior district health management to the point where they

may be unable to support staff at lower levels to take up new interventions

successfully.

Patient-adherence interview
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The type of patient-adherence interview adopted in this study was previously

tested in Cape Town where it was delivered as a package together with an

educational photo-novella.22'23 As in the cape Town study, participants were very

enthusiastic and reported that their communication style had become more open to

allow space for patients to talk about their own concerns regarding possible

intemrption of TB treatment. In this study the interview did not take place as

planned. Clinic observations found that nurses were following the prescribed

guidelines but lacked innovation and insight to adapt the available setting for

doing the interview to the best possible advantage of patients. It is possible that

the preparatory training given to nursing staff was insufficient to demonstrate the

way the interview should be done. It is also possible that staff felt pressurised by

the relatively large patient workload (now including patients on chronic

medication) at the time of the observation study and so lapsed into authoritative

mode to deal with the situation at hand. In examining the provider/patient

relationship Sbarbaro argues that the modification of behaviour to improve

adherence to treatment depends less on the transmission of factual information

and more on the quality of the relationship.s2 This supports the rationale for

engaging TB patients from the time of the initial interview in order to support

patients through their treatment. [n this intervention staff tended to relapse into

habits that allow them to cope with large patient loads at the expense of quality

patient care. Rollnick et al have developed a brief motivational interview that may

well help to minimise the time during this interview process but still allow

patients to become engaged in the process of behaviour change.s3 There are no
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studies from South Africa that have tested this modality to improve TB case

holding.

Educational photo novella

The idea of an educational photo novella was proposed and tested by Dick et al in

Cape Town."''3 This idea was adapted for this study in the predominantly Xhosa-

speaking area of Zwide. Patients easily accepted the novella. The tailored

presentation and the fact that patients could identiff with the illness experience

described in the novella increased its acceptability despite the poor state of the

environment in which it was issued and the poorly handled adherence interview.

The data also suggest that patients felt supported by the role modelling behaviour

of the main character in the novella and the countdown calendar at the end. A

randomised clinical controlled trial involving an incentive scheme to reward

positive health behaviours with targeted educational counselling sessions, also

resulted in improved adherence rates of rB patients in the usA.48 It was not

possible however, to separate the effect of each component because the

intervention was delivered as a package.

Pre-packed TB medication system

There has been no published research in South Africa on similar pre-packed

medication systems for TB. A recent review of 18 studies globally to improve the

use of TB medication concluded that a successful strategy should include; (l) an

accessible, unintemrpted drug supply (2) increased supervision, preferably DOT

(3) defining the expectations and commitments in a written contract, and (4)
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simplified treatment to lesson the need for tfree to four dug formulations.38 The

system used in this study was developed locally. Apart from a written contract,

this system achieves all of these conditions and also promotes behaviour change

systematically in the way that treatment is packaged for daily treatment. The

problems experienced in this study had more to do with delays in delivery of the

monthly pre-packs to volunteer TB treahrent supporters and in arranging

adequate storage space at the clinic than witr the system itself. The use of blister

calendar packs for TB was tested in the Philippines with great success reaching

completion rates of over 80o% andglohsmearconversion rates.a6 This method also

reports occasional problems in the systematic distribution of drugs but advantages

in administrative, operational and logistics outweigh this disadvantage. The

Philippine study does not describe a patieril-centred context or any behavioural

strategy to support the administration of tredment. The monitoring of the correct

daily dose is also not well described.

Volunteer TB treatment supporter network

Many studies have been published on this aspect of the intervention in South

Africa. In the first South African published study on the use of TB volunteers in

1995 no significant improvement was found in treatment adherence rates.2a [n a

follow-up to this study it was found that the effectiveness of using volunteers

depended greatly on the persons involved.25 Several other studies, rural and urban,

however report having significant success when involving volunteers to support

TB patients in taking their treatm eri.14'2e'4e's0'" ln this intervention the use of

volunteer TB treatment supporters was widely accepted by all participants. It is
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possible that the method of entry into communities may be as important as the

volunteer that is recruited for training. In this intervention entry was obtained

through the community based organisations and the clinic committee.

Unfortunately this aspect in the involvement of volunteer TB treatment supporters

is often not reported in the literature.

Another challenge confronting this intervention is the encounter with poverty rn

the relationship between volunteers and patients. The Hlabisa TB study mentions

this aspect as a positive aspect of the use of volunteers in that rural setting. In this

urban intervention this is a potential threat to sustaining the involvement of

volunteers and even in the recruitment of new volunteers. The Hlabisa study does

not reveal much about the relationship between volunteers and the formal health

provider based at the clinic. tn this intervention the relationship was good overall

except for one report of a negative experience with a clinic nurse'

The Hlabisa study also reports using pre-packed TB medication where the

treatment "supervisors" retain all TB drug treatment for a patient and fieldworkers

visit the "supervisor" once a month. This strategy could well be applied in this

intervention because all treatment is kept for every patient in a patient treatment

box at the clinic. The problem of missed doses resulting from delayed delivery of

medication could then be minimised.

Many other studies support the central thesis expounded here that patient-centred

care is essential to the improvement of TB treatment adherence. The randomised
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controlled trial by Zwarenstein et al in Cape Town exposed the possibility that

DOT may be used in an authoritative relationship dictated by health providers

resulting in poor adherence to treatment.3o This intervention addresses this strong

possibility by advocating for supportive patient measures with every component

of the intervention described in this thesis. lndeed, randomised controlled trials in

Thailand and Pakistan and other reviews support the view that DOT, including all

the elements contained in the DOTS strategy, in a patient-centred context is more

likely to lead to improved treatment adherence.2e'31'32's0
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CHAPTER 6

CONCLUSIONS AND RECOMMENDATIONS

In the final analysis the intervention described in this thesis was found through a

rigorous qualitative evaluation to be acceptable to both staff and health providers.

It was also found to be feasible to implement this intervention in a context of a

transforming health system to support patient-centred care practices and motivate

health providers in this process despite all the difficulties encountered. Concern

can be expressed for only one component of the intervention, the patient-

adherence interview, which may require additional attention during health

provider training as well as providing an appropriate setting for a private patient

interview.

Recommendations to improve the case holding of TB patients in urban

settings

a) The intervention described in this thesis should be implemented as a

package and not as individual component interventions.

b) This intervention was tested in an urban, primary health care setting and

can therefore be recommended only for similar settings.
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c) The re-orientation training of health provider staff should include the

majority of staff to avoid the development of unnecessary staff tensions in

the long term. Adequate representation from management staff should be

solicited.

d) The patient-adherence interview requires training of staff on special

communication techniques.

e) The educational photo novella should be context specific as far as

possible and designed with the typical TB patient in mind'

0 The pre-packed TB medication system requires the identification of an

appropriate supplier of the packaging material and then packing of the pills

at a pharmaceutical depot. Appropriate packing space should be made

available at the facility.

g) Appropriate entry into the community for recruitment of community

volunteers to become trained as TB treatment supporters

h) This multi-faceted intervention requires that all the components of the

DOTS strategy should be present, and is not a replacement for it.
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