Compliance to TB outpatient treatment
in the Hewu district of Ciskei

Is hospitalisation necessary?

— H H Conradie
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Summary

A study was undertaken in Ciskei to
determine whether newly diagnosed TB
patients needed hospitalisation, or whether
they could be treated as outpatients. Patient
compliance, the costs involved and
strategies used in this TH-service
programune are some aspects dealt with.

“The normal patient is the one who defaults,
It is beyond the power of human beings to be always
regular and obedient. One has to be particularly well-
informed, over-anxious or coldly intellectual if one is
to go on every day swallowing a drug or having an
injection, unless this rite is performed with a little
warmth or imagination, especially from the time
when one is no longer called to order by one's
symptomas.™*

A. Rouillion

Introduction

The aim of this study was to determine whether it is
feasible to treat newly diagnosed tuberculosis (TB)
patients in the Hewu district of Ciskei on a daily
gupervised, ambulatory short course regime,

Until the study was mounted, all newly diagnosed
TE patients were hospitalised in a TBE hospital,
200 km away, as there is no TH hospital in the Hewu
district.

At that stage it was also the policy of the Ciskei
Health Department not to allow clinics to stock
Rifampicin. If the outcome of this study was
favourable, it was hoped that the policy would be
changed to allvw outpatient treatment of TB
patients, not only in the Hewu district, but also in the
rest of Ciskei. In addition, an attempt was made to
compare the cost of outpatient and inpatient
treatment. The following target was set for this
gtudy, namely that 80% of patientz started on the
outpatient regime, should finish treatment as
outpatients with an acceptable compliance.

The population of the Hewu district is approximately
100000 and and can be divided roughly into three
groups, namely: an urban population of 40000 with
three clinies; a rural resettled population of 30000
settled in 11 willages each with a clinic; and 30000
original inhabitants of the district, scattered in many
emall villages of which 8 have permanent clinics.
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Methods

A prospective study design was used. The study popu-
lation was defined as all newly diagnosed TB
patients eligible for outpatient treatment during the
period 1st June 1983 to 15th August 1984, The diag-
nostic criteria used were sputum positive for adults
and signs of progression of the primary complex in
children e.g. X-ray signs of pulmonary involvement
or enlarged glands. All newly diagnosed TB patients
were screened for admission to the study at a weekly
TB clinic. In the case of children the management of
the child was discussed with the mother/guardian of
th:&'.hi]d, The following criteria for admission were
uged:

1. The patient (or the mother/guardian in the case
of a child) must be within walking distance of the
treatment point, = 2-3km. In the later stages of the
gtudy this criterium virtually fell away as we started
using village health workers (VHWs) to issue drugs
in villages where there were no clinics,

2. The patient’s physical condition must allow him
to attend a clinic daily. This was an absolute exclusion
criterium and as the trial progressed, we learnt
through experience to recognise those patients too
gick to be allowed outpatient treatment.

Establishing the regimen with
and for a particular patient
may take as much time and
skill as does establishing the
diagnosis

d. The patient (or the mother/guardian in the case
of a child) was given the choice between hospitalisa-
tion and outpatient treatment.

Dring the study period 230 patients were diagnosed
as suffering from TB, fifty-one (51) were hospitalised
and therefore excluded from the study, and 179 were
started on outpatient treatment. A further 4 were
excluded from the study, i.e. 2died, one was admitted
to hospital for a diseasze not related to his TB and one
was referred to Johannesburg for completion of
treatment. The remaining 175 patients were thus
evaluated in this study,

An additional 23 patients from the Hewu district
were referred directly to the THB hospital by other
services, This gives a total of 253 patients diagnosed
during the trial period. Recalculated for a 1-year
perind, this gives a vearly incidence of 2000100000,

A 120 dosge treatment regime consisting of INH, PZA,
Rifampicin and Streptomycin or Ethambutol was
used, The patient was given the choice between
taking treatment 5 or 7 days per week. Clinica are

open 7 days per week, A successfully completed
course was regarded as 120 doses of the above regime
with a compliance of 80% or more. Percentage
compliance was calculated as follows:

number of doses taken « 100
total number of possible attendances (doses)

Treatment was initiated at a weekly TB clinic by the
TH team consisting of a doctor, sister and TH health
educator, Treatment was then commenced at the
nearest health facilitv, ie. permanent clinie, or
village health worker (VHW) in villages where there
is no elinie. One patient received treatment at her
place of work. Attempts were made to practise

The problem of non-compliance
is rarely one of knowledge

continuity of care by ensuring that at clinice the
same staff member issued treatment. In the busier
clinicg, this did not only ensure continuity of
treatment but also avoided long delays, Taking of
treatment was directly supervised at each treatment
point, 1.e. treatment was seen to be taken., In the case
of children the mother or guardian brought the child
for daily treatment. A daily attendance record was
kept at each treatment point. Attendance was total-
led on a monthly basis with the numerator indicating
actual attendance and the denominator being
maximum possible attendances.

Every patient received a weekly food supplement in
the form of a 12,5kg bag of mealiemeal and the
equivalent amount of a soybean stew, If a patient did
not attend for three congecutive days, his her home
was vigited, Compliance of below 80% was regarded
as unacceptable and these patients were subsequently
hospitalised wherever possible, The decision to use
this cut-off point was arbitrary. It was also used in
two similar studies' 2, and in one® a higher relapse
rate was found in patients with a compliance below
80 %, The TB team (sister and health educator) visited
all treatment points on a fortnightly basis to super-
vise treatment, to duplicate records, to assist with
tracing of non-attenders, and to ensure a constant
drug supply. The TB team compiled a monthly sum.-
mary of attendances of all TB patients to evaluate
compliance on a regular hasis.

Results

The demographic and health care variables of the
study are shown graphically in the following tables:
Table 1: Age distribution shows peaks for the 0-5
vear age group and again for the 3140 year ape
group. It aleo shows the age/sex distribution. The
male predominance in (-5 age group could not be
explained. The total ratio is 4 males : 3 females.
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Table 2: Distribution according to occupation
shows the extent of unemployment among the
patients treated.

Table 3: Distribution according to type of village.
The urban patients are in the majority, followed by
resettled patients and then rural patients.

Table 4: Distribution according to treatment point.
Only 5 patients were treated by VHWs, and one at
woﬂ[

Of the 175 patients, 132 (75"%) completed treatment as
outpatients with an acceptable compliance of = 80 %:
32 %) completed as outpatients but with an unaceept-
ahle compliance of << 80%; nineteen (19 or 11 %) had to
be hospitalised after commencing as outpatients
because they were either too weak to attend daily (8
patients), or now preferred hospitalisation (4 patients)
or had to be hospitalised due to poor compliance (7
patients). There were 21 (12%) who failed to complete
the regime and could either not be traced or refused
hospitalisation. (Diagram 1). The 19 patients hospi-
talised are known to have completed their treatment
in hospital. These patients are excluded in Diagram
2 which shows the outcome of the remaining 156
patients. Table 5 compares the percentage completed
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in the emplovable age group (18-60) in the following
categories: malefemale and emploved ‘unemployed.
The unemploved males had a much poorer outcome
than the other three groups. Table 6 compares the
outcome of the under-16 group with the over-16 age
group with the former showing a better compliance.

The cost of treating one patient with 120 doses as an
outpatient was calculated as B598,28, while the cost
of treating one inpatient was R1 743,60. The cost of
outpatient treatment was therefore approximately
one third of inpatient treatment.

Discussion

The result of this study iz compared with a similar
study undertaken by the Cape Divisional Council
(CDC) (1978-1980) in Table 7. Treatment in the CDC
was directly supervised and consisted of 60 doses of
IMH, PZA, streptomycin and rifampicin, followed by
40 doses of INH and PZA. Six patients were init-
ially hospitalised before outpatient treatment was
commenced. The CDC study excluded patients under
16 years of age and the comparison excludes the
Hewu patients under 16.
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Diagram 1: Outcome of 175 patients (percentage)
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Diagram 2: Outpatient outeome of 156 patients
(percentage)

The foundation of an effective TH control programme
i8 casefinding and treatment’. Patient non-com-
pliance is the most important cause of treatment
failure and relapse in TH programmes?!. Strategies
to improve compliance in TB-programmes are there-
fore of utmost importance.

Backett and Haynes®, in their excellent literature
review and discussion of determinants of compliance,
gtress the following:

In comparing educational, behavioural and combined
strategies for improving compliance, they found the
latter two to be consistently better than the edu-
cational strategies. They conclude: * The problem of
non-compliance is rarely one of knowledge!”

They suggest the following strategies to improve
compliance, These will be discussed with reference to
the factors postulated in this study, to have con-
tributed to the relatively favourable outcome;

1. Identify factors which are likely to impede
compliance. We have identified patients who were
too weak to attend daily or lived too far from a
treatment facility to attend daily. These patients
were hospitalised from the start. Once treatment

has commenced, a home visit was done to identify
local circumstances unfavourable to compliance,
e.g. family instability.

2. Patient involvement in the management plan, the

go-called patient contract. The doctor negotiates a
management plan with the patient and the patient
ia fully involved in the decisions made. In this
study the patient was given the choice between
hospitalisation and outpatient treatment as well
as between 5 or Tdays treatment per week. At the
initiation of treatment the individual circumn-
stances of each patient, e.g, home and work
conditions that could impede compliance, were

discussed.

3. Education must form part of the total management

involving the patient in the decision-making pro-
cess, The patient not only needs to know what and
how, but alao why, what if, and what if not. At the
onset of treatment the behaviour expected of the
patient was explained, as well as the consequences
of non-compliance e.g. hospitalisation to complete
treatment, or relapse of the diseass,

4. Behavioural strategies to facilitate compliant
behaviour:

4.1 Accessibility of treatment. The nearer the
patient is to the clinic, the more likely he is to
comply. OUnly patients near clinics were
selected for outpatient treatment. In the urban
area additional treatment points were estab-
lished. Treatment at place of work was made
pogsible. In rural areas where there are no
clinica, use was made of village health
workers toissue daily treatment. Under excep-
tional circumstances, treatment was delivered
daily at home. In urban clinics where waiting
time for treatment posed a problem, one staff
member was allocated to give TH treatment,
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4.2 Supervision. Daily treatment was seen to be
taken. A record of daily attendance was kept.
Home visits were done if the patient did not
attend,

4.3 Duration of treatment. The shorter the
duration of treatment, the maore likely the
patient is to comply. A 120-dose treatment
regime was used,

4.4 Token rewards, Patients were supplied weekly
with a 12,5kg bag of mealiemeal and the g ui-
valent amount of a soybean stew.

4.5 Continuity of care, In this study continuity of
care was practised on two levels, Firstly, one
team consisting of the same doctor, TR sister
and health educator initiated treatment at a
weekly TB clinic. The same staff members
saw the patient at subsequent follow-up visits.
Secondly, at clinic level, treatment could be
given by the same staff members as most
clinics have a small staff complement. In the

busier clinics, one staff member was allocated
to TB treatment in order to facilitate
continuity of care.

I will also postulate two additional factors which
contributed to the favourable outcome of this study,
namely:

i) Integration of the TB programme with the
primary health care (PHC) syatem, but with a
specialist TB team responsible for certain
functions. The PHC facility was respongible for
the daily supervision of treatment, daily record-
ing of attendance and tracing of non-attenders
and contacts. The TB team was responsible for

To treat a hospitalised patient
cost R1743; to treat him
successfully as an outpatient
cost R598

the initiation of treatment as well as the follow-
up vigits to ensure sputum conversion and the
final discontinuation of treatment. In addition
this team visited peripheral treatment points fort-
nightly, to supervise treatment and ta EnSure an
adequate drug supply. A duplicate record of all
patient attendances with monthly compliance
figures, was kept by the TB team to evaluate the
efficiency of the pProgram,

(i} The availablility of transport for the TB team is
of crucial importance to the success of such a TR
control programme,

Conclusion

In this study 75%of 175 newly diagnosed TB patients
in the Hewu district of Ciskei, treated on a daily
supendaedamhulammshurtmm'l‘ﬂregimen.mm-
pleted treatment with an acceptable compliance,
Another 11%, subsequently hospitalised, completed
their treatment. Thus 86% of patients who started as
outpatients completed treatment satisfactorily. Em-
phasis was placed on etrategies in the TB service
programme to facilitate patient compliance rather
than educational strategies. Outpatient treatment
cost was approximately one third that of inpatient
treatment. Although the initial target of 80 % was not
reached, it was concluded that ambulatory treatment
in the Hewu district is feasible and cheaper than
inpatient treatment,

The following strategies, used in this study to
improve compliance, can bhe postulated to have
contributed to the relatively favourable outcome of
this study:

& careful selection of patients

* involvement of patient in the management plan
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s supervised treatment (drogs seen to be talen)

# short duration of treatment

» accessibility of treatment

# home vigita to non-attenders

» recording of attendances

# food rations

& continuity of care

# integration of TB management program, but with
certain specialised functions performed by a spec-
ialised TB team

» availability of transport.

To conclude, a few remarks on doctors’ attitudes to

compliance, Attitudes such as: noncompliance is

“bad” behaviour, or compliance is the “expected

behaviour”, need to be changed to a non-judgemental

approach to compliance. Doctors need to develop:

- gkills of ecommunication and negotiation

- the ahility to approach non-compliant behaviour
with differential diagnostic skills to find alterna-
tive solutions.

It is important to remember that establishing the
regime with and for a particular patient may take at
least as much time and skill as does establishing the

(2] Pavey Caprsules 250 mg

Oxytetracycline HCI
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diagnosis. Finally, perhaps the most important
determinant of compliant behaviour is a doctor-
patient relationship which allows for mutual partici-
pation and trust.
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