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APPENDIX 1 
 


PART A 


 


TB Research Questionnaire  


Name of the patient--------------------------------------- Date ---------------------------- 


 


1. Biographical data  


 


1.1 Age ----------------- yrs  


1.2 Gender:  Male          Female  


1.3 Religious denomination: African/ Traditional religion        Christian      


                                              No religion             Islam                 Hindu                        


                                             Other specify ---------------------- 


1.4 Marital Status:     Single     Married      Divorced       Widowed 


1.5 Home Language:  Sepedi    Xitsonga     Isizulu Tshivenda 
 
       Setswana  Isiswati English Afrikaans   


    
    Other Specify --------------------------- 


1.6 Occupation of respondent:   None          Home Executive       Nurse             


                                                    Doctor           Gardener / Labourer  Teacher                  


                                                              Lecturer           Businessman           Police Officer               


                                              Other specify ------------------------- 
 
1.7 Family type:  Nuclear        Joint    
 
1.8 Family size: -------------------- (Total family members sharing the same roof) 
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1.9 Education:   None  Primary  Secondary  Tertiary  
 
1.10 Place of residence:  Village  Township / Town  
 
1.11 Monthly income: None R500-1000        R1000 –R2000       
 


    R2000 – R3000           R3000 - R4000      
     
    R5000 and above  


 
1.12 Type of house: Mukhukhu/ Zozo  Thatched Mud houses   
 


            Thatched brick house  


                                Mud house with corrugated iron roof    


   Brick house with corrugated iron roof   


                                Brick house with tiles roof  
     
1.13 Type of fuel : Firewood  Paraffin  Gas   Electricity   
 
 
1.14 How often do you attend church: Never  Once a year   


                                                             Several times a year         


                                                             About once a months   Once a week  
 


1.15. Do you take alcohol such as wine, hard liquor Yes  No   


       
 
1.16 Is there any member in your family who suffered from TB?   Yes     No 
 
 
 
2. Knowledge and understanding of TB 
 


- What is TB? -------------------------------------------------------------------------------------- 


- What are the possible cause of TB? ------------------------------------------------------- 


-------------------------------------------------------------------------------------------------------                   
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- What are the dangers of untreated TB? --------------------------------------------------


------------------------------------------------------------------------------------------------------- 


- How can TB be prevented? ------------------------------------------------------------------


------------------------------------------------------------------------------------------------------- 


- What are signs and symptoms of TB? ---------------------------------------------------- 


- How can one get TB from another person? ---------------------------------------------- 


- How do you feel about being diagnosed with TB? ------------------------------------- 


- Were you informed about the period of taking Treatment? -------------------------- 


- Did you accept the diagnosis? -------------------------------------------------------------- 


- Were you educated about the TB treatment? -------------------------------------------


------------------------------------------------------------------------------------------------------- 


- Why do people fail to accept that they have TB? ---------------------------------------


------------------------------------------------------------------------------------------------------- 


- Why do people stop taking TB treatment? -----------------------------------------------


------------------------------------------------------------------------------------------------------- 


- How can we ensure that TB sufferers do not stop taking TB treatment before 


completion of the course? --------------------------------------------------------------------


------------------------------------------------------------------------------------------------------ 


- Whom do you think is at risk to contact TB? ---------------------------------------------


------------------------------------------------------------------------------------------------------- 


3 Factors that causes patients to interrupt treatment  


- When did you stop taking TB treatment? ------------------------------------------------- 


- Were you discharged by the Nurse / Doctor?    Yes   No 


- Were your family members supportive towards you? Yes   No 


- Did your co-workers or friends accept your condition? Yes  No 
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- Does your employer accept your condition?   Yes  No  


- Do you believe that TB is caused by witchcraft?  Yes  No 


- Can traditional healers treat TB?    Yes  No  


- Have you ever consulted a traditional healer before? Yes  No 


- Have you consulted a traditional healer for TB?  Yes  No 


 


4. Support Structures  


 


- Are you receiving any disability grant due to this disease?  Yes  No 


-    Do you have a TB Support group in your community?   Yes             No 


- Do you receive TB treatment free of charge?   Yes  No 


- Does the clinic give you any assistance?    Yes   No 


- Does your family accept your condition?                             Yes       No 


- Do you have the DOT supporter?     Yes       No 


- Does your family accept the assistance of the community DOT supporter? 


Yes No 


- Do you receive any food parcel from the welfare offices?   Yes             No 


- Do you receive any disability grant?     Yes  No 


- Is your employer supportive towards your condition?  Yes  No  


- Do you receive any sick benefit while hospitalized?  Yes  No 


- Were you worried about job security while hospitalized  Yes  No   
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PART B 
 
Questionnaire for the family member of the TB sufferer.  


 


2.1. Biographical Data 
 


Name ----------------------------------------------- Surname ------------------------------- 


Gender --------------------------------------------- Age -------------------------------------- 


 
Relationship to the TB patient 
 
 
How are you related to the patient? Father  Mother Sister 
       
      Brother  Other Specify----------------- 
 


2.2. Coping Mechanism  


 


− Are you involved in the care of the TB sufferer? Yes   No 


− Are you able to meet the patients needs?  Yes   No 


− Is the TB patient coping with this condition?  Yes   No 


− How does the family cope with the financial responsibilities?  


------------------------------------------------------------------------------------------------------- 


------------------------------------------------------------------------------------------------------- 


 


2.3. Relationship (with family and friends)  
 


− Does the TB sufferer have children?   Yes  No  


− Are the children involved in the care of the patient? Yes   No 


− Explain the patients relationship with the family members and friends------------


-------------------------------------------------------------------------------------------------------


-------------------------------------------------------------------------------------------------------


------------------------------------------------------------------------------------------------------ 


  
. 
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ABSTRACT 


 


The aim of this study was to investigate the socio-economic impact of interrupting 


TB treatment to the families of the TB sufferers and the reasons for patients 


interrupting treatment.  The study was conducted at Mashishimale Village, Ba- 


Phalaborwa Municipality, Mopani District, Limpopo Province in South Africa. A 


sample of 35 tuberculosis patients and their family members was drawn from the 


Mashishimale population. The sample comprised of 17 (49%) males and 18 


(51%) females. Self-administered questionnaires were distributed to the 


participants to complete. The questionnaire elicited demographic information; 


knowledge about TB, its causes, signs and symptoms, transmission, the reasons 


for interrupting treatment, and the patients’ coping and support structures. 


 


The findings of the study reported that 50% of TB patients are conversant with 


the signs, symptoms and mode of the spread of TB. However, 43% of the TB 


patients reported that there was a perception that TB patients are also HIV 


positive. A further 29% mentioned that there is stigma attached to TB disease.  


The lack of a Directly Observed Treatment  Supporter, poverty and poor nutrition, 


side-effects of drugs, loss of disability grants, long clinic queues, and traditional 


healing were some of the reasons cited for the interruption of TB treatment. The 


interruption of TB treatment had an impact on the socio-economic situation of the 


family as they often relied on assistance from social grants, other family 


members and churches.   
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CHAPTER 1 
 


BACKROUND TO THE STUDY 
              
 
1.1       INTRODUCTION 
 


Tuberculosis is a chronic infectious disease caused by a bacterium called 


Mycobacterium tuberculosis. TB has been declared a global problem, although 


underdeveloped countries have much higher incidences than developed 


countries (Harrison, 2001: 215).  


 


South Africa has one of the highest reported TB infection rates in the world. 


According to the World Health Organization (WHO 2005), it is estimated that 


South Africa ranks ninth in the list of twenty-two countries that are the hardest hit 


by TB. Within the nine provinces of South Africa, the Limpopo Province is one of 


the hardest hit by TB. Mashishimale Village in Ba–Phalaborwa Municipality, 


Mopani District has been identified as having an extremely high infection rate of 


TB and it has been noted by health-care workers that most patients do not 


comply with treatment. Mashishimale Village is situated within Ba-Phalaborwa 


Municipality and is largely rural with an unemployment rate of 40,4% as 


compared to 29,2% in 1996 (IDP Ba-Phalaborwa Municipality, 2005 / 2006: 28). 


There is a relationship between TB and development as it has been reported that 


where TB flourishes, social and economic development progress is compromised 


(Stop TB Initiative Report, 2000: 3). On average a TB patient loses three to four 
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months of work time, which is equivalent to 20–30 % of an annual household’s 


income. TB does not only exact a heavy cost on health and social services, but 


the whole economy suffers because 75% of TB patients are men and women in 


the most economically active age group, namely, between 15 and 54 years. The 


workforce is reduced, productivety falls, revenues drop and markets are lost 


(Stop TB partnership 2001: 16)  


 


TB is a serious obstacle to sustainable development. It robs people of 


opportunities, limits their choices, and ultimately, slows down national 


development. It traps people in a vicious cycle of poverty and disease.  It has 


also been reported by Mokgoadi (2002) that TB has serious psychological and 


social costs, particularly in societies where people and families with TB face 


discrimination, including loss of jobs, education opportunities and marriage 


prospects. The problem of TB is increased by the dual epidemic of TB and 


Human Immunedeficiency Virus (HIV) and the threat of multi drug resistance TB 


(MDR TB). Urgent actions should thus be taken globally, engaging governmental 


and non-governmental organizations as well as civil society in the fight against 


TB (Gwatkin and Guillot, 2000: 6). 


 


 


1.2       STATEMENT OF THE PROBLEM 
 


The (WHO, 2003: 6) reported that every year eight million people become sick 


and over two million die from TB. The vast majority of these people are living in 
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developing countries. TB has serious implications for the economies of families, 


communities and nations. TB patients lose their employment due to their lack of 


productivity caused by ill heath. TB does not only put a heavy cost on health and 


social services, but the whole economy suffers because most of the TB patients 


are men and women who are still economically active (Gwatkin and Guillot,  


2000: 5). 


 


Mashishimale Village in Ba-Phalaborwa Municipality, Mopani District, Limpopo 


Province, in South Africa has been identified as an area with increasing numbers 


of TB sufferers, who do not comply to TB treatment and this results in negative 


impact on social and economic status of their families and the community at 


large. According to Department of Health (2000) it is apparent that the 


government is spending large sums of money on TB services instead of other 


developmental issues such as water, sanitation, electricity, education, and roads.  


This warrants research to be conducted in Mashishimale to establish why TB 


patients interrupt treatment as well as the socio-economic impact resulting from 


non-compliance with treatment.     


 


 


1.3     AIM    
 


1. The primary aim is to establish the factors contributing to TB patients‘ 


interrupting treatment.  
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2. The secondary aim would be to ascertain the socio–economic impact of 


interrupting treatment on the families of the TB sufferers at Mashishimale 


Village.    


 


 


1.4     OBJECTIVES  
 


The objectives of the study were: 


1. To investigate the underlying factors that contribute to patients’ interrupting 


treatment. 


2. To identify the socio-economic impact resulting from interrupting treatment on 


the families of the TB sufferers.  


 


 


1.5.     HYPOTHESIS  


 


1. The lack of DOT supporters causes patients to interrupt treatment. 


2. The interruption of TB treatment causes family members to seek financial 


assistance elsewhere. 
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1.6 .    MOTIVATION FOR THE STUDY 
 


The researcher is working as a nurse at the Ba–Phalaborwa Municipality Primary 


Health-care Services. She is in constant contact with tuberculosis patients who 


interrupt treatment, and has observed from her health-care experience in the last 


14 years that it is a very common practice for TB patients to interrupt treatment. 


People mostly affected by TB are of the ages 15 and 54 who are still 


economically active, especially those working in mines. They are thus declared 


medically unfit and lose their jobs due to TB. The withdrawal from work hampers 


the development of the mines while their children tend to drop out from school 


due to a lack of financial support. This will result in an underdeveloped 


community. The researcher thus developed a special interest in establishing the 


reasons why patients interrupt tuberculosis treatment and the socio-economic 


impact of interrupting treatment on the patients’ families.  


 


 


1.7.  SIGNIFICANCE OF THE STUDY 
 


The findings of this study should contribute information on factors that cause TB 


patients to interrupt treatment and identify, the socio-economic impact of 


interrupting TB treatment to the families of the TB patients. It should also assist 


both community and government with information on what should be done to 


ensure compliance to TB treatment.   
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1.8.  DEFINITION OF CONCEPTS 
 


The following concepts will be defined to clarify their respective meanings in this 


study: 


 


• Socio-economic impact 


According to the Collins New South African School Dictionary  (2002: 797) Socio-


economic impact is defined as a group of people in a particular country, region or 


community, economic is a careful use of resources to save money, time and 


energy, impact is the effect someone/ something have. In this study the socio-


economic impact entails the loss of integration with friends, colleagues and family 


members, loss of productivity in the working industry as well as the negative 


effects of the disease such as mortality and morbidity rate.     


 


• Tuberculosis (TB)  


An infectious, chronic, acute or subacute notifiable disease characterized by 


lesion formation in tissues and organs in the body, especially in the lungs, which 


type is the only source of communal spread (Nzimande, 1996: 153). 


In this study tuberculosis will be used as a mycobacteria disease caused by the 


mycobacterium tuberculosis. It is mainly transmitted by exposure to tubercle 


bacilli in airborne droplets from coughing or sneezing. The common symptoms of 


tuberculosis are coughing, fever, hemoptysis, chest pain, fatigue, and weight loss 


(Stanhope and Lancaster, 1996: 775). 
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To summarize, for the purpose of the study TB is an infectious disease caused 


by the TB germ (Mycobacterium Tuberculosis) which can be spread from one 


person to another through coughing.   


  


• Interrupt    


According to the Collins New South African School Dictionary (2003: 516), 


interrupt refers to when somebody decides to stop implementing something 


agreed upon before term. In this study interrupting entails that the patient decides 


to stop taking treatment voluntarily without the approval of a nurse or doctor, 


before completing the treatment course and before being cured.  


 


• Directly observed treatment short course (DOTS) 


This entails that every tuberculosis patient should be under the full care of a 


trained person wherever he or she takes tablets or pills on a daily basis. The 


person must make sure that the pill or tablet was swallowed, and when satisfied 


he or she records it in a file for inspection and auditing. The person observing the 


Tuberculosis patient is called a DOT supporter (Department of Health, 1998: 63).  


 


• Close contacts 


Close contacts refer to people (family members) who are living under the same 


roof with the tuberculosis sufferer or sharing a confined working environment with 


the tuberculosis patient (Davies, 1994: 315).  
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1.9.   CONCLUSION 
 


In this chapter, the reason why this study has been undertaken, the aim, 


objectives, and significance of the study given, the literature on this topic will be 


reviewed in chapter 2. This chapter will deal with a review of existing literature on 


the socio-economic impact of interrupting TB treatment.  
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CHAPTER 2 
 


LITERATURE SURVEY 


 


2.1        INTRODUCTION 


 


As outlined in Chapter 1, TB has been declared a world emergency as the 


majority of the population are dying due to TB. Research conducted globally has 


revealed that the situation is exacerbated by two factors – the dual epidemic of 


TB and HIV/AIDS and the threat of multi drug resistant TB (WHO 2003: 102). 


Poverty has been identified as another factor that contributes to the escalation of 


TB, because TB thrives in conditions of poverty and can worsen poverty. In the 


Limpopo Province studies were conducted on TB support system and knowledge 


and beliefs about TB. Less research has been conducted on the problem of 


interrupting TB treatment and the socio-economic impact of interrupting 


treatment. In this study, an in-depth discussion will be done on the socio-


economic impact of interrupting TB treatment.      


 


2.2         INTERNATIONAL OVERVIEW 


 


According to Cohen, Felissa and Durham (1995: 36), the World Health 


Organization declared TB a global emergency in April 1993. The WHO TB 


programme has estimated that about 1.7billion people (about one third of the  
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world population) had evidence of Mycobacterium Tuberculosis infection in 1990. 


Furthermore, about 7.5 to 8 million new TB cases occur annually world-wide, 


while about 3 million deaths per year are attributed to TB. (Cohen et al, 1995: 37)  


It is estimated that the incidence of TB will increase to nearly 12 million cases per 


year, mainly because of the increase in HIV/AIDS. A sharp increase in number of 


TB cases is projected for Africa by 2005. 


 


According to Davies (1994: 2), tuberculosis continues to be a major problem 


throughout the world. In the 1990s as many as 16 million cases of tuberculosis 


had been reported, 8 million new cases (one – half of which were infectious) and 


3 million deaths due to the disease per year. It is also estimated that the total 


amount of new cases each year is 5.5 million, of which 74% occur in Asia and 


another 12% in Africa, As many as one billion (one thousand million) people 


throughout the world may currently be infected with Tuberculosis. 


 


According to Friedman and Lloyd (1994: 9), the global projection for annual 


deaths due to tuberculosis ranges from 2 596 000 to 2 907 000 while 8.8% of the 


deaths were of persons in developing countries. The projected death rate from 


tuberculosis was approximately 30 times higher in the developing nations that in 


the industrialized nations.      
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In 1993 the World Health Organization announced that one-third of the world’s 


population were infected by the mycobacterium tuberculosis. Globally eight 


million new cases were reported every year while three million people died of TB  


(Department of Health, 1998: 1). TB has been implicated in social problems such 


as poverty as a result of parents’ dying and leaving behind orphans. There is also 


a relationship between tuberculosis and HIV/AIDS as HIV reduces the body 


immune system and this results in the development of active tuberculosis. The 


HIV/AIDS epidemic continues to escalate, making TB management an even 


bigger challenge (Department of Health, 2000: 7).   


 


Several aspects of TB impose significant economic costs on patients and their 


family members because most of the patients suffering from TB are less able to 


work to generate income for themselves and their dependants. It is important to 


consider from the economic perspective, the length of time it takes to confirm TB 


patients’ diagnosis and subsequent treatment. A proportion of the patients, 


particularly the poor, may drop out completely at any stage towards successful 


treatment (Kamolratanakul, 1999: 576). 


    


According to the World Health Organization (2003: 1), TB has a negative impact 


on the economy of countries with a high prevalence rate because though it is 


claimed to be a disease of the poor, it affects everybody. In addition, it affects the 


most productive and economically active segment of the population, namely, the 


young generation. TB has a negative impact on the family as it affects the 
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economically active family members who support the family financially, and as a 


result children suffer and will have no access to education (WHO 2005: 22). 


 


According to Harrisons (2001: 76), the failure to adhere to treatment is the most 


important impediment to cure and patients who do not adhere to the prescribed 


treatment regimen are likely to develop Acquired Drug Resistance (ADR). 


According to Glatthaar (1993: 206), both patient and provider-related factors 


might affect compliance. Patient-related factors include a lack of belief that the 


disease is curable and the fact that treatment can have beneficial effects. The 


provider related factors that can promote compliance include education and 


support to the patient offering him or her accessible health services and the 


utilization of DOT. 


 


According to Stanhope and Lancaster (1996: 776), one of the biggest problems 


with TB prevention and control programmes is the required lengthy therapy using 


multiple drug combinations. Failure to comply with the therapy (interrupting) may 


result in treatment failure and the development of drug resistance. Prevention of 


TB must be given high priority in our present health care system, as disease 


prevention is a cost effective health strategy. Prevention can be ensured through 


health promotion and education to change human behaviour and community 


involvement in the programme. 
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According to Clark (1999: 793), TB should primarily be prevented through health 


promotion to limit susceptibility to the disease. Prevention of HIV infection should 


be practiced by taking precautionary measures against the infection such as safe 


sex practices through the use of condoms, the improvement in living conditions, 


promoting good nutrition, and efforts to prevent the increase of poverty.          


Chemoprophylaxis treatment is used for primary prevention of tuberculosis to 


children who are in close contact with a diagnosed active TB case. 


 


2.2.1    TB IN MOZAMBIQUE  


 


The incidence and prevalence of TB is relatively high in the Sub-Saharan African 


countries. However for the purpose of this study the situation in Mozambique is 


discussed. Mozambique has a longstanding commitment to TB control, as it is 


one of the countries that are hardest hit by TB. The DOTS strategy had been 


introduced in all districts in Mozambique by the year 2000 in order to ensure 


compliance to treatment. Nevertheless, the National TB Control Programme is 


still faced substantial difficulties in providing adequate TB services throughout the 


country. Efforts are being made to strengthen the country’s health infrastructure, 


which has suffered in the past from inadequate resources as well as the 


destructive effects of civil unrest and natural disasters. Progress will be gradual 


because it will take time to build up the necessary cadre of well-trained staff to 


carry out the full programme of DOTS activities.  
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With the help of international partners, Mozambique is beginning to tackle the 


special challenges associated with the high rates of TB and HIV/AIDS infection 


and the problem of MDR TB.  


 


According to the WHO surveillance and monitoring, the total number of TB cases 


notified continued to increase between 2002 and 2003. The proportion of new 


pulmonary TB cases diagnosed as smear positive was 67% in 2003.  In 2002, 


11% of the TB patients died and 10% interrupted treatment which is a challenge 


to the country. Financial constraints have hindered almost all aspects of the TB 


programme performance in Mozambique. For the improvement of TB services in 


Mozambique, there is a great need for trained staff, TB coordinators, technical 


and administrative support staff, and laboratory technicians. In 2003 and 2004, a 


serious shortage of anti–TB drugs occurred because of a lack of funds. The 


problem of drug shortage was solved by a national funds grand, so that a 


management system should be developed. This included a simple computer 


spreadsheet to estimate the amount of drugs and supplies needed by the 


country. No proper treatment is, however, available for MDR-TB patients. Three 


areas where programme performance needs to be improved are diagnostic and 


laboratory services, TB HIV/AIDS co-ordination and links with other health care 


provider. (WHO, 2005: 100). 
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2.2.1.1 DIAGNOSTIC AND LABORATORY SERVICES 


 


The quality of DOTS implementation to ensure compliance to treatment is limited 


by poor laboratory network. Existing laboratories are inadequately distributed 


throughout the country. More than half of the population is served by health 


centres that are 10km or further from a diagnostic facility. Regular laboratory 


supervision is not available due to a lack of funds. There is a lack of laboratory 


technicians in Mozambique, but this will be addressed through intensified training 


of existing technicians and with forthcoming funding, re-hiring of qualified 


technicians (WHO, 2005: 102). 


 


2.2.1.2 TB/HIV COORDINATION 


In Mozambique a collaborative TB/HIV project 2004–2005 is being funded by the 


WHO to reduce the impact of the dual infection. Good progress is being made at 


the central level. A TB/HIV co-ordinator was recruited and a body to co-ordinate 


collaborative TB/HIV activities at all levels established. The team had to oversee 


the development of a National Policy for collaborative TB/HIV activities including 


surveillance of HIV in TB patients in 2005 and the introduction of 


chemoprophylaxis for both TB and HIV/AIDS. Training material for TB/HIV are 


being developed and a workshop is planned. An important step has been the 


inclusion of the TB/HIV monitoring and evaluation indicators in the integrated 


health network system for HIV/AIDS while good progress is being made (WHO, 


2005: 103).                               
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2.3       TB IN SOUTH AFRICA  


 


According to the latest World Report of the WHO South Africa ranks 9th on the list 


of 22 countries hardest hit by TB. South Africa reports more than 100 000 TB 


cases yearly. This is an incidence rate of more than 500/100 000 of the 


population. The latest successful treatment completion rates, recorded in 2002, 


are 68% with interruption rates of 13%. South Africa’s main challenges in TB 


control are late presentation of patients to health facilities, late detection of TB 


and high interruption rates. (Floyd, Blank , Raviglione & Lee,  2002: 107). 


 


There should be an uninterrupted supply of TB drugs to control the disease to 


ensure compliance (Department of Health, 2002: 19). The DOTS strategy has to 


be implemented and strengthened, as it is known that patients who receive self-


administered treatment or incomplete DOTS, increase the rate of tuberculosis 


defaulting or drug interruption. The South African National Tuberculosis 


Association (SANTA) states that to save the lives of people, there is a need to 


focus on strategies and interventions to prevent tuberculosis patients from 


interrupting treatment. Interrupting treatment can result in Multiple Drug 


Resistance (MDR) TB. According to the Department of Health (1998: 3), it is 


estimated that it costs R50 000 to treat one MDR Tuberculosis patient, while it 


costs only R400.00 to treat one new TB patient. The DOTS strategy needs to be 
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 re-enforced to ensure compliance with tuberculosis treatment to improve the 


tuberculosis cure rate (SANTA, 2000: 21). 


 


According to Vlok (1996: 523), local authorities are expected to control 


tuberculosis in their areas in conformity with the policy of the Department of 


Health. The Department carries the financial burden of the tuberculosis control 


services from funds allocated by the treasury. The control of TB is to detect 


infected cases in the community and to hold them in therapy for 6 months to 


bring about complete cure. If the management of TB is improved in South Africa, 


the incidence rate will be reduced. Apart from adverse socio-economic 


conditions, many cases of TB are being retreated due to interrupting treatment, 


which leads to the formation of drug resistant bacteria.  The MDR bacteria has 


the negative impact on the socio-economic status of the family because if it can 


infect the breadwinner, there will be no source of income due to prolonged 


hospitalization and severity of the disease which can cause him to loose the job.     


 


TB control is said to be a priority for the Department of Health in South Africa. 


The Department of Health provides most of the TB services, having determined 


that diagnosis and treatment for TB should be free, thus ensuring access to all 


patients.  As indicated that 13% of TB sufferers interrupt treatment, a study to 


investigate the reason why so many patients stop treatment was done in 2003. 


From 2001 to 2005 a strategic plan for TB control was developed and launched 


by the Minister of Health. In 2002 provincial plans were developed and signed by 
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the 9 provinces that allocated funds to the districts, with TB funding as part of all 


primary care budgets.   


 


TB control has, unfortunately been complicated by the lack of political 


commitment in provinces following decentralization. However, the rapid increase 


in TB notification rates, coupled with the high rates of HIV infections and the 


ermegence of MDR-TB, has led central and provincial governments to identify 


joint TB and HIV/AIDS control as a priority. A strategy for TB/HIV collaborative 


activities has been developed and implemented in 13 out of 183 sub-districts and 


training programmes for joint control activities have been established in each 


province. Voluntary counseling and testing are offered to TB patients (Floyd et al. 


2002: 107).     


 


 


2.3.1      TB AND HIV/AIDS 


 


HIV and TB form a lethal combination, each speeding up the other’s progress. 


HIV weakens the immune system. Someone who is HIV-Positive and infected 


with TB is many times more likely to become sick with TB than someone infected 


with TB who is HIV-Negative. TB is a leading cause of death among people who 


are HIV positive. TB can be cured, whether a patient is infected with HIV or not, 


using Directly Observed Treatment Short Course (DOTS) with the same drugs 


for the same length of time (Department of Health, 2003: 319) 







 


 


 


19


 


Tuberculosis is the most serious and most common opportunistic disease that 


attacks HIV infected people especially in Africa. It is estimated that approximately 


5% or more of the HIV infected people in Africa are co–infected with TB. 


Tuberculosis is the most common cause of death in AIDS patients because it is 


reactivated by the falling immune system (WHO, 2000: 9). TB accelerates HIV 


disease and is responsible for 32% of all HIV related deaths in Africa. The 


danger of TB HIV combination is that HIV shortens the time between exposure to 


the bacillus and the development of active tuberculosis. The death rate from TB 


is much higher in people who are infected with HIV. TB can also shorten the time 


it takes for HIV to become full-blown AIDS, while it can also worsen the condition 


of someone suffering from AIDS. The recurrence of TB is more common in HIV-


infected individuals. In addition, HIV positive patients with TB might find it much 


more difficult to comply with the treatment regimen because the side effects of 


TB drugs are more severe to them than the side effects to people not infected 


with HIV. HIV infected patients may, therefore, interrupt TB treatment which may 


result in the development of multiple drug resistant TB (Van Dyk and Alta, 2001: 


43).     
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2.3.2.       MULTI–DRUG RESISTANCE TUBERCULOSIS 


 


Multiple-drug resistant tuberculosis is the TB that resists to at least two of the 


most important drugs, Isoniazid and Rifampicin. MDR TB occurs when wrong 


treatment regimes are prescribed and the right drugs are taken irregularly and 


not for the required period. MDR is a major challenge to the medical world and a 


frightening prospect for the future. It is much more expensive and costs at least 


fifty thousand rands (R50 000.00) to treat one MDR patient while treating an 


uncomplicated TB costs only R400.00 per patient. MDR is more likely to be fatal, 


and is more difficult to treat, especially in developing countries which are 


struggling to provide basic health services. MDR demands lengthier treatment, 


usually 18–24 months which can have a financial impact to the family if the 


sufferer is the breadwinner as he can loose the job due to prolonged ill health, 


while uncomplicated TB requires only 6–8 months of treatment. MDR has been 


found on every continent. The 2000 Report of the WHO Global Project on Anti-


tuberculosis Drug Resistance Surveillance has identified several countries where 


more than 4% of new TB cases are multidrug-resistance. The report also shows 


that countries with poor TB control programmes have a higher prevalence of 


MDR TB than countries with good TB control programmes. Other factors 


contributing to the development of MDR TB is the availability of poor quality anti-


TB drugs over the counter in some countries. Furthermore, when patients are not 


adequately supported or supervised during treatment, treatment  
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is often interrupted or ends prematurely. Very few countries regulate the sales of 


such drugs or have regulations ensuring quality (Fryatt, 1997: 11).     


 


2.3.3      SOCIO-ECONOMIC IMPACT OF TB 


 


Broadly, the socio-economic impact of TB can be measured in terms of mortality 


and morbidity at the national, sectoral, community, household and individual 


levels. TB is significant health problem in the adult working population, and 


premature mortality has a serious impact on general productivity and economic 


development. Morbidity from TB contributes to absenteeism from work or school, 


loss of earnings and high costs of care even prior to definitive diagnosis of the 


disease. Productivity losses may also occur when adults leave work to care for 


sick children. At the national level, the socio-economic impact of TB translates 


into premature deaths, sickness absence, lost potential tax revenue and raising 


costs of health services.  


 


The costs implications of the TB- associated mortality and morbidity can be 


viewed from different perspectives. For mortality, the socio-economic impact will 


be loss of trained manpower and premature deaths (in adults), premature death 


and loss of potential future earnings (in children). These cost are extremely high 


given the heavy burden of TB. With respect to morbidity, the cost issues can be 


broadly divided into direct and indirect. The direct costs relate to health care cost 


(mainly provider costs), and cost borne by patients and their relatives, which 
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include out-of-pocket expenses (feeding, transport) and contribution to drugs 


cost. The indirect costs cover production losses, which include cost of working 


days lost during TB illness, losses due to low productivity, pain and social stigma. 


 


At the household and individual levels, an adult with TB may withdraw from 


workforce and will need other adults to take care of him/her at home or at a 


health facility. Income losses may be as high as 30% of household income. 


Absence from economically productive work may be up to four months. Family 


savings may be depleted also, family land and assets may be sold off cheaply to 


raise money for care, social support and living expenses. Older children may be 


withdrawn from school to join the workforce prematurely to earn money to 


supplement family income. As a last resort, loans may be raised from local “loan 


sharks” with devastating consequences for family fortunes. TB reduces the 


earning capacity of families and increases their risk of drifting down the social 


and economic ladder. This result in entrapment of large segments of society in 


the vicious cycle of poverty, ignorance and disease (Kamolratanakul, 1999: 23). 


 


2.3.4 THE ECONOMIC COST OF TB TO PATIENTS 


 


The direct costs to the patients who receive TB treatment vary, depending on 


whether the patients use private practitioners or whether they use public health 


services, whether these are fee-paying or free. It is the poorest families, which 


are hit hardest. Research suggests that on average, about three to four months 
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of work time is lost resulting in a reduction in annual household incomes of 


between 20% to 30%. The income loss is higher when people have delayed 


seeking treatment and so remain ill and unable to work for a longer period of 


time. That delay usually occurs because people cannot afford any extra 


expenses, such as the cost of travel to clinic which can be considerable, as well 


as the time off work while undertaking the journey. People with low incomes, 


especially those in rural areas, frequently have to travel further or longer than 


those who are better off to reach the first level of care (World Bank, 2004: 8). 


 


The health status of poor people will be negatively affected as they will not have 


enough food, and the poor nutrition affects the child’s capacity to learn, childhood 


malnutrition can have a lifelong impact, resulting in premature illness and death. 


Furthermore, children are frequently taken out of schools in order to help at home 


or find paid work outside home. This will have major repercussions for 


development (Ahlburg, 2002: 15). 


 


 


2.3.5       ECONOMIC COST OF TB TO THE COUNTRY 


 


The cost of TB to individual countries is overwhelming, as it costs nearly R50 


million to carry out activities for the control of TB. The cost will rise even more if 


there is a failure to tackle the problem of the HIV co-infection and drug resistance 


TB in the country at large (Ahlburg, 2000: 15).      
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2.3.6         EMOTIONAL AND SOCIAL COSTS OF TB 


 


Illness posses an emotional cost to families as they suffer when they see a loved 


one in pain. Parents feel guilt when they cannot provide for their families and 


children suffer from emotional neglect when their parents are very ill. A further 


cause of acute psychological suffering is the stigma which surrounds TB in many 


societies. This stigma may arise from traditional beliefs held about the disease. In 


some cultures, TB is thought to be the result of their previous wrongdoings, 


unhygienic habits and lifestyles, witchcraft or poisoning. Stigmatization can have 


major and long-lasting effects while patients and their families are sometimes 


even rejected by the wider families and friends. They may lose their jobs or 


receive insufficient social support grants during treatment (Ahlburg, 2000: 16). 


 


 


 


2.3.7           TB AS A DEVELOPMENTAL PROBLEM          


 


TB is a developmental problem as there is a link between TB and poverty. In 


many instances the poor face barriers to access TB services. Examples of those 


barriers are economic barriers, geographic barriers, social barrier, as well as  
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cultural and health system barriers. Economic barriers can be traveling costs, 


which the patient may not afford. Geographic barriers is the distance which 


makes it difficult for the patient to access the service. Social and cultural barriers 


are stigma attached to the disease, fear of losing work and the lack of knowledge 


about TB. This will result in patients’ losing their work as they will be ill and 


unproductive as breadwinners so there will be no means to support their families. 


Children will end up dropping out from school to find work. For these reasons 


there will be no development in that society (World Bank, 2004: 8).        


 


2.3.8          LINKS BETWEEN POVERTY AND TB 


 


TB thrives in conditions of poverty and can worsen poverty. Poor people 


experience barriers to access effective TB services which can lead to non-


adherence to treatment.  Economically, the poor are at great risk of TB infections 


because of a lack of health resources such as good housing, nutrition and poor 


working conditions. Poverty is a barrier for the patients to access services that 


improve health, such as food, water, sanitation, and health care services. Both 


communities and government should contribute to reducing barriers to TB 


services through expanding primary health care by means of DOTS services, 


bringing TB services close to homes and work places, advocating for TB patients 


against stigma through knowledge dissemination and behavioral change with the 


support of former TB patients and their community  


 







 


 


 


26


members, as well as conducting health promotion activities that are tailored to 


the poor and the provision of diagnoses and treatment for TB free of charge 


(Tulsky, 2000: 15).    


 


2.3.9       CAUSES OF TB     


 


Tuberculosis is caused by tubercle bacilli called the Mycobacterium tuberculosis. 


The Mycobacterium tuberculosis is a nonmotile, nonspore forming rod-shaped 


bacillus that has no capsule and does not produce toxin. The tubercle bacillus is 


hardy and can remain dormant for a long period under adverse conditions 


(Cohen et al. 1995: 3). 


 


2.3.10       SPECIAL RISK GROUP  


 


The incidence of tuberculosis is increased among several socially defined groups 


especially socially disadvantaged persons such elderly in nursing homes, 


inmates of correctional facilities due to their environment (i.e. the closed prison 


environment) where ventilation is inadequate and prolonged contact with inmates 


promotes a tuberculosis outbreak. Some prisoners are breadwinners who can fail 


to work after their release from prison due to TB disease, this can have negative 


financial impact on their family. Migrant farm workers are also at risk and it is  
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difficult to administer a complete course of anti-tuberculosis chemotherapy to 


migrants farm workers because the patients and their families have to move 


seasonally. The prevalence of both TB and HIV, the incidence rate are increasing 


among migrant farm workers. Another group at risk are homeless persons as it is 


hard for them to be located and possible non adherence to treatment are more 


prevalent among this group (Friedman, 1994: 8).   


 


Another group at risk are medical risk factors groups such as people with peptic 


ulcer disease / postgastrectomy, intestinal bypass surgery, malnutrition, chronic 


renal failure/ dialysis, people on steroids / immunosuppressives and people with 


malignant conditions (Friedman, 1994: 295). 


 


 


2.3.11       MODE OF TRANSMISSION 


 


Tuberculosis is primarily a disease of humans and the major reservoir of 


infections is man while the disease is transmitted from person to person 


principally by droplet-nuclei that form when infectious material is discharged into 


the air by coughing or sneezing. The portal to entry for the infections is usually 


the lower respiratory tract, and, therefore, the major site of initial infections is the 


lung. Tuberculosis is transmitted from a person with active pulmonary disease to 


a susceptible person who inhales infected droplet–nuclei generated from the 


bronchial secretions of persons with the disease (Youmans, 1980: 371).  
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According to Cohen et al. (1995: 17), transmission of infection involves the 


transfer of mycobacterium from a source to a new host. The most important route 


of transmission is through inhalation and rarely through digestion of 


contaminated food or drink. The circumstances of the contact between the 


source case and the new host will affect transmission. Lengthy and close contact 


most often occurs between family members or individuals living in overcrowded 


housing conditions.  


 


2.3,12     SIGNS AND SYMPTOMS OF TB 
 
 
Common reported sign and symptoms of TB are coughs which are usually 


productive, occasionally with blood streaked sputum; fatigue or malaise; 


anorexia; weight loss; low grade fever; sweating or chills at night; dull; aching 


chest pain Cohen et al. (1995: 56).  


 


 


2.3.13       DIAGNOSIS OF TB  


 


The diagnosis of TB is a medically costly process. In developing countries it 


involves microscopy of sputum for acid–fast bacilli to diagnose Pulmonary 


Tuberculosis.  Other tests are also used for the diagnosis of TB such as blood for  
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Erythrocytes Sedimentation Rate. An elevated Erythrocytes Sedimentation Rate 


is an indication of TB related diseases. X- rays can be used to diagnose TB. A 


tuberculin skin test can also be used though the test is a poor indicator of the 


disease in adults (Davies, 1994: 81). 


 


According to Glatthaar (1993), any patient presenting with signs and symptoms 


suggestive of TB such as coughing for more than two weeks, haemoptisis or 


night sweats should be investigated through a sputum analysis. The 


demonstration of mycobacterium tuberculosis in any specimen obtained from the 


patient provides definitive proof of the diagnosis. The bacilli can be detected in 


the sputum, pleural and meningeal fluids. Whenever possible, an X-ray or 


radiological examination of the chest can be done to patients with symptoms of 


TB but being sputum negative. 


 


 


2.3.14       TREATMENT OF TB 


 


The treatment of Tuberculosis is highly dependant on a strict drug therapy which 


requires ultimate compliance. Commonly drugs used are Isoniazid, 


Pyrazinamide, Ethambutol, Streptomycin, Ethionamide, Fluorinated quinolones, 


Thiacetazone, and Cycloserine (WHO, 1997: 13).  
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2.3.15       ADHERENCE TO TREATMENT 


 


According to the South African National Tuberculosis Control Programme 


Practical Guidelines (2004: 38), the public health priority of the National TB 


Control Programme (NTCP) is to cure smear positive cases, while preventing the 


emergence of drug resistant ones. Adherence to treatment means following the 


recommended course of treatment by taking all the prescribed medication for the 


entire length of time necessary. Ensuring adherence to treatment is necessary to 


achieve this priority. TB is curable if patients are given a complete and 


uninterrupted course of drug therapy and if they take these medications as 


prescribed. However, poor adherence to TB medication is a common problem 


resulting in inadequate treatment. According to the Department of Health, (2003: 


63), TB is a complex disease that carries biological, social, economic, and 


cultural ramifications for the patient. Patients’ adherence is a key factor in 


treatment success. In many parts of the country, a significant proportion of 


patients stop treatment before the end for various reasons. The premature 


interruption of treatment presents a problem for the patients, their family 


members, those who care for them, and for health workers. Promoting 


adherence through a patient centered approach, which includes facilitating 


access to treatment, choosing with the patients the most convenient time and 


place for direct observation of treatment, and providing other social and medical 


services is more effective than spending resources on defaulter tracing. 
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Facilitating access includes providing drugs and laboratory services for diagnosis 


free of charge. 


 


2.3.16      STRATEGIES FOR IMPROVING ADHERENCE  


 


There should be a quality interaction between the TB patient and the health 


workers. The health worker should be positive and not intimidate or frighten the 


patient. The health worker should understand and address different cultural 


beliefs and values, adapt treatment to patients’ lifestyles and make referrals to 


social workers where necessary, educate the patients about TB disease, 


treatment and the period to undergo treatment. In addition, the health worker 


should tailor the treatment plan to the patients’ suitability and give clear 


instructions about medications. He/she should also ensure that staff members 


are supportive to patients and the physical environment is comfortable to them. 


Finally, health workers should describe specific adherence behaviour required 


from the patients (WHO, 2003: 41). 


 


 


2.3.16.1       DIRECTLY OBSERVED TREATMENT (DOT) 


 


This is an important element in the World Health Organization (WHO)  that 


recommended a policy package for TB control. DOT means that an observer 


watches the patient swallowing the tablets in the way that is sensitive and 
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supportive to the patients’ needs. This ensures that a TB patient takes the right 


drug, in the right doses, at the right intervals. The DOT supporter should be 


acceptable to the patients’ to enable them to complete treatment. The supporter 


may be a health worker or a trained and supervised community member. Directly 


Observed Treatment is required to ensure treatment adherence. It reinforces the 


patients’ motivation to continue treatment to prevent interrupting treatment. This 


prevents the emergence of Multiple Drug Resistance TB (MDR). For the patient 


who is working, DOT can be offered in the workplace provided there is a trained 


health care worker or colleague who can support the patient throughout the 


treatment period and ensure that the patient reports to the clinic on dates 


schedules for follow up (Department of Health, 2004: 40). 


 


In DOTS programmes, almost twice as many patients successfully complete their 


treatment as compared with those in non-DOTS programmes. The cure rates for 


DOTS are consistently high, even in countries which vary considerably in terms 


of culture, geography and socio-economic conditions. DOTS has shown a high 


cure rate across the world. Since DOTS programmes started cure rates have 


doubled to over 95%. Under DOTS most patients can avoid costly hospital-based 


treatment and can be treated whilst staying at home. A key principle to DOTS is 


that every dose of treatment is observed and recorded by a health worker or 


trained person from the community for at least the first two months of treatment. 


This is a way of supporting patients and their families, and of ensuring that they 


become cured. When patients take their drugs irregularly or stop altogether 
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before the end of the time, they will not be cured and remain infectious to other 


people, and of the biggest concern, they may develop drug resistant tuberculosis  


(WHO, 2004:44).                     


 


2.3.16.2      COMMUNITY INVOLVEMENT IN TB CONTROL  


 


The scale of the global TB epidemic requires urgent and effective action. This is 


particularly true in those parts of the world where HIV is fueling TB. One of the 


challenges facing the health system, is to bring the provision of health services 


as close as possible to those who need them. TB is both a disease of poverty 


and a disease exacerbating poverty but with the necessary support, communities 


have the potential to contribute to TB care. This can, therefore, help to ensure 


access to TB care of the poor, who most need it, and help alleviate the 


impoverishing effect of TB. Successful TB control requires the contribution of 


many partners. In the global village all countries need to play a full part in 


supporting on other’s TB control efforts. Communities have a crucial role to play 


in their contribution to the provision of TB care to ensure patient’s compliance to 


treatment (WHO, 2003: 9). 


 


 Although National TB programmes (NTPs) have in most countries often 


concentrated on promoting access to effective TB care through government 


health facilities, many National TB Programmes are currently increasingly 


promoting access to effective TB care through other health services providers, 
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including the communities. The need to promote community contribution to TB 


care as part of NTP activities is urgent in Sub-Sahara Africa, where the Human 


Immunedeficiency Virus (HIV) is fueling the TB epidemic, and the increasing TB 


cases are outstripping the ability of government health service providers to cope. 


With reliance only on government health services very few NTPs in highly HIV 


prevalence countries are achieving adequate TB case detection rates and 


treatment outcomes. On account of the sparse published experience of 


community contribution to TB care in countries badly affected by TB/HIV, WHO 


initiated true co-ordination of the community TB care in Africa project in 1996. 


Investigators from this project met in Zimbabwe in 2000 to share results and to 


make policy recommendations for community involvement in TB care (Hadley 


and Maher. 2000: 99). 


 


 


 


 


2.3.16.3 WAYS IN WHICH COMMUNITIES CAN POTENTIALLY CONTRIBUTE   


             TO TB CARE 


 


The public health approach to TB control rests on detection and cure of the 


infectious cases. In 1991 the forty-fourth World Health Assembly set targets for 


global TB control. These were meant to cure 85% of the infectious TB cases and 


to detect 70% of such cases. The ways in which communities can potentially 
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contribute to TB control as part of NTP activities are, therefore, activities which 


help to improve case detection and treatment outcomes. Communities can assist 


in promoting adherence to treatment through being actively involved and receive 


training so that they may function as DOT supporters (WHO, 2003: 24).                     


 


 SUPPORT AND MOTIVATION 


 


Factors that play a vital role in the motivation of community health workers are 


support from health service staff and through receiving adequate health care 


supplies from the government, NGOs and from the community itself. The 


success of TB services can be ensured by good education of the TB patient and 


the family as well as close collaboration between the general health services and 


the communities. TB patients’ should also be supported through education on 


drug side effects in order to ensure that they complete TB treatment because 


patients suffering from severe drug side effects are likely to interrupt treatment. 


Adherence to treatment can, however, be insured through DOT supporters who 


should be motivated to trace patients who interrupt treatment and should be in 


close contact with those patients to ensure adherence to treatment (WHO, 2003: 


29) 
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2.3.16.5   ADDRESSING STIGMA 


 


Stigma is a barrier presenting a serious obstacle to successful TB control. Health 


seeking behavior includes a balancing of costs and benefits to the patient. The 


benefit of getting well may out-weigh the cost of social and family rejections, and 


lead to loss of employment or accommodation. A direct approach to address 


stigma involves an understanding of the beliefs and attitudes of the community 


towards the disease and then address them through awareness campaigns while 


the stigma can also be reduced by creating more socially accessible health 


services. By integrating with regular health services and by increasing community 


involvement, the stigma associated with TB will decrease (WHO, 2003: 29).  


 


 


2.3.16.6       HUMAN RESOURSES DEVELOPMENT FOR TB CONTROL 


 


It is evident that the Health Department is confronted with the workforce crisis in 


tuberculosis (TB) control. To resolve this crisis there should be a partnership 


between the Health Department and non governmental organizations (NGOs) to 


develop human resources (HR) in the fight against TB. In order to advocate for 


the TB control programme the Government should establish collaborative links 


and engage in joint activities on human resource issues with other programmes, 


particularly HIV/AIDS and other departments with responsibilities for HR. The  
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Government should also develop a strategy or plan for resource mobilization that 


includes raising resources to strengthen human resource capacity for DOT 


expansion and maintenance. Countries should join hands in human resource 


capacity for fighting against AIDS and Tuberculosis. The Minister of Health 


should be assisted in Human Resource Development for a health system, 


particularly for TB and HIV (Bergstrom, 2002: 2). Capacity building of health 


personnel in HR management and planning is required at national, institutional 


and individual levels, through collaboration and co-ordination with other HR 


departments (including the WHO), programmes and institutions at global and 


national level. It should ensure that at National level HR development capacity for 


DOTS expansion is developed and maintained as a proper DOTS strategy is the 


key for TB control. There is the great challenge in DOT expansion which was 


reported at national level, namely the lack of qualified staff at different levels, 


insufficient preparation for decentralization, non-compliance of the private sector 


with DOTS, the inadequate health infrastructure and weak political commitment. 


The neglect of HR is one of the main constraints to achieving rapid DOT 


expansion. Common constrains to DOT expansion reported by national TB 


programme managers were the lack of skilled and motivated staff, inadequate 


distribution of staff, poor retention of staff, deficiencies of staff at central level, 


inadequate planning, shortage of TB programme managers, lack of financial and 


human resources, lack of supervision, inadequate recording and lack of 


monitoring, high stigma, and low community involvement (Alwan and Hornby,  


2002: 59). In order to fully implement DOTS, countries with the support of  
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international organizations, need to intensify and improve their efforts in HR 


development. A HR strategy that considered training, and skill improvement, 


good working condition and relationship, proper distribution of health care staff, 


performance monitoring and supervision is needed (WHO,2001:16).  


 


2.3. 17     BENEFITS OF COMMUNITY INVOLVEMENT  


 


The wide experience of community participation in primary health care (PHC) 


and the specific experience so far of community contribution to the TB care, point 


the way towards a significant step in the evolution of provision of TB care, 


beyond the hospital and health facility, and into the health sector and community 


organizations, education of the patient and family members and training and 


supervision of community workers. Ensuring provision of care that is convenient 


and accessible to patients is essential to ensure treatment and cure. Providing 


TB care in the community represents an opportunity to make care more widely 


available and accessible. The benefit of community involvement will be an 


effective, acceptable, affordable, and cost effective service to the community at 


large. Thus it is evident that community involvement would have a positive 


impact on the socio-economic development of the community (Hadley and 


Mahler, 2000: 68).   
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2.3.18       INTERUPTION OF TREATMENT 


 


The Interruption of treatment is a major factor that causes TB to be 


uncontrollable throughout the world. The DOT adoption to patients’ needs and 


working conditions of health care workers is the best method of avoiding 


treatment interruption. A preventative measure to decrease treatment interruption 


is to advice and counsel the patient and his/her family members at the beginning 


of TB treatment about TB treatment and the duration. Patients’ physical address 


should be recorded to ensure easy location of the patients if he/she can interrupt 


treatment (WHO, 2003: 43). The national TB control should implement the steps 


needed to ensure that the guiding principles of equity and poverty reduction are 


translated into practical measures and that these practical measures are 


integrated into the national TB services and linked to broader poverty alleviation 


efforts. Guidance should be provided on how to identify the poor and vulnerable 


groups in the country, how to assess the main barriers they face in accessing TB 


services, and intervention to tackle and reduce these barriers. For individual 


countries, the country-specific context must be taken into account on determining 


priorities for action, based on the needs, resources, feasibility, and effectiveness 


of the measures envisaged. Consideration is given to strengthening the 


resources needed to improve equity in access to TB services and how to assess 


the impact of the pro-poor measures adopted. 
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2.4.      ADDRESSING POVERTY IN TB CONTROL  


 


Poverty is the greatest impediment to human and socioeconomic development. 


The United Nations and its specialized agencies are focussing on poverty 


reduction as a leading priority. In the health sector, poverty represents a principal 


barrier to health and health care and, consequently, the World Health 


Organization (WHO) has committed to integrate the promotion of equity policies 


throughout its work. All WHO programmes are giving priority to the integration of 


pro-poor measures in their disease prevention and control activities (WHO, 2005: 


10).  


 


Addressing poverty in TB control encompasses the needs of those facing not 


only economic impoverishment but also of all the relatively vulnerable, 


disadvantaged, marginalized, stigmatized, and other excluded sections of the 


population. Because a TB control programme operates in a poor country does 


not necessarily mean that it is adequately addressing poverty. A pro-poor, 


equity–based approach requires that health-care services pay special attention to 


the needs of the most disadvantaged groups (WHO, 2005:  11). Addressing 


poverty can improve the socio-economic status and health status of 


communities. Improved health contributes to economic growth in four ways. It 


reduces production losses caused by worker illness; it permits the use of natural  
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resources that had been totally or nearly inaccessible because of disease; it 


increases the enrolment of children in school and makes them better able to 


learn; and it frees for alternative uses of resources that would otherwise have to 


be spent on treating illness (World Bank Report, 2004: 9).  


 


2.5  RESEARCH IN THE LIMPOPO PROVINCE  


 


In the Limpopo Province studies have been conducted by Mandlalati (1995) and 


Mokgoadi (2002) about tuberculosis. Mandlalati (1995) based her study on 


support systems which are significant in the recovery of the TB patient and her 


findings were that families of TB patients were found to be supportive, while the 


employer only features in known cases. Most respondents left work due to illness 


and the employer was not aware of the TB condition. This implies that some TB 


patients were not aware of the supportive role that an employer can play in 


relation to their TB illness. The employer did not provide facilities for screening so 


that TB patients could be treated early before the disease worsened. It was also 


found that the majority (about 95%) of the respondents did not receive 


occupational therapy. TB illness is always associated with personal, family and 


social disruption. Tuberculosis often disrupt the persons at various levels through 


the stigma attached to it. Through the support system the TB patient cannot 


interrupt the treatment.  


 


Mokgoadi (2002) based her study on the knowledge, beliefs and feelings about 


TB among hospitalised patients at Dr Machupe Mphahlele Memorial Hospital in 
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the Limpopo Province of South Africa. Her findings were that the population 


studied has a reasonable knowledge of tuberculosis. Although there is confusion 


regarding causative and risk factors in tuberculosis, this knowledge can form a 


basis on which to build health education programmes. This study has also 


indicated the impact of traditional beliefs on health seeking behavior, treatment 


and the overall understanding of the disease. Treatment is still perceived by the 


majority of participants as long, agonizing and cumbersome, and there are still 


some doubts as to whether tuberculosis is curable. Patients had strong beliefs 


that tuberculosis carries social stigma and, therefore, health providers should 


look into this factor. There were also strong traditional beliefs and 


misconceptions concerning the causation of TB. Factors such as witchcraft and 


other traditional types of TB which were mentioned. In this study education did 


appear to a certain extent to have an influence on a patient’s perception and, 


therefore, needs to be researched further. Few studies has been conducted on 


the factors exploring reasons why TB patients interrupt treatment and the socio-


economic impact resulting from interrupting treatment. 


 


2.6.   CONCLUSION  


In this chapter the literature on tuberculosis was surveyed outlining the extent of 


tuberculosis globally as well as in South Africa and the Limpopo Province. The 


socio-economic impact on tuberculosis to the country was outlined. Therefore, in 


the next section the research methodology used in this study will be discussed.    
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CHAPTER 3 


 


RESEARCH METHODOLOGY 


 


3.1 INTRODUCTION 


 


This study has made use of the quantitative data collection method. This method 


is concerned about issues of design, measurement and sampling (Neuman, 


2000: 122). This chapter includes the research design, issues such as the area 


of study, the population, and the sampling methods, research instruments, pilot 


survey, and data collection procedure which in this study was questionnaire 


administration.   


 


 


3.2        RESEARCH DESIGN 


 


This study used the quantitative and descriptive design . A survey research 


adopting a cross sectional explanatory approach was conducted in Mashishimale 


Village. The study was explanatory in that the researcher intended to document 


reasons for TB patients at Mashishimale interrupting treatment as well as the 


socio-economic impact thereof. This survey covered a random sample of TB 


sufferers and their families in Mashishimale. The data were coded nominally and 


reported as frequencies, percentages, hence it adopted a quantitative approach.   
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3.3        AREA OF STUDY 


 


The study was conducted in Mashishimale Village at Ba-Phalaborwa 


Municipality, Mopani District in the Limpopo Province. Mashishimale is situated 


next to Namakgale Location that is about 16 kilometers from Phalaborwa and 20 


kilometers from the Phalaborwa Kruger National Park Gate.  Mashishimale is a 


disadvantaged rural area and its residents are mostly semi-literate. Most people 


at Mashishimale are exploited as they work on nearby white farms and earn low 


salaries, which are not enough to meet the basic needs of their families. Some 


people work in mines around Ba-Phalaborwa Municipality. Some families are 


overcrowded which makes the environment not conducive for good health which 


in turn leads to the spread of infectious diseases such as TB. There are no health 


care facilities in this village and the community is only served by mobile health 


services which visit the area three times a week. This is not enough for the 


community’s health. A map of South Africa with the nine provinces, a map of the 


Limpopo Province with the six districts, a map of Mopani with its four 


municipalities and a map of Ba-Phalaborwa highlighting the village where the 


study was conducted, are presented.   
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FIGURE 1.:   MAP OF SOUTH AFRICA WITH ITS NINE PROVINCES 
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FIGURE 2 : MAP OF LIMPOPO PROVINCE WITH SIX DISTRICT  
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FIGURE 3: MAP OF MOPANI DISTRICT MUNICIPALITY  WITH ITS FOUR      


                   MUNICIPALITIES   
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FIGURE 4: MAP OF BA-PHALABORWA MUNICIPALITY WHERE THE STUDY         


WAS CONDUCTED 
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3.4       POPULATION 


 


A population is the entire group of persons or objects that are of interest to the 


researcher, or the criteria the researcher is interested in studying (Brink, 2000: 


132). The population for this study consisted of adult TB patients ranging from 18 


– 69 years, both males and females, as well as the family members of each 


patient at Ba-Phalaborwa, Mashishimale Village.  


 


 


3.5        SAMPLING METHODS 


 


A sample is the element of the population considered for actual inclusion in the 


study, or it can be viewed as a subset of measurements drawn from a population 


in which the study is interested (De Vos, Strydom, Fouche and Delport, 2002: 


199). 


 


According to Brink (2000: 133), the sample is part of the fraction of a whole or a 


subset of a larger set, selected by the researcher to participate is a research 


project. It consists of a selected group of the elements or units from a defined 


population. Sampling refers to the process of selecting the sample from a 


population in order to obtain information regarding a phenomenon in the ways 


that represent the population of interest. 
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In this study the researcher has used the probability random sampling method to 


select 35 patients and 35 family members who are primary care givers to the TB 


patients to participate in the study. Names of all TB patients interrupting 


treatment at Mashishimale were identified from the clinic records and 35 were 


selected for the study.  


 


 


3.6       CHOICE OF THE INSTRUMENTS 


 


Questionnaires were used to collect data from patients and their families. The 


questionnaire was compiled in English and was administered to the literate 


respondents. In the case of illiterate and semiliterate participants, the researcher 


obtained the information from them through reading, explaining the meaning in 


their own language then completed their responds. The responses were also 


recorded and a back to back translation was done to ensure that the researcher 


documented the correct responses. A self- constructed questionnaire collected 


biographical information, knowledge and understanding of TB, factors that cause 


patients to interrupt treatment, and support structures. A questionnaire was also 


administered to the TB patients’ family member and a brief biographical data, 


relationship with TB patients, coping mechanisms, and financial implications 


were documented. 
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3.7       PILOT SURVEY  


 


A pilot study is one way in which the prospective researcher can orientate 


himself/herself to the project he/she has in mind before undertaking the main 


investigation. A pilot study is done to test the suitability, validity, reliability, and 


effectiveness of the research instrument. A pilot study is a small study conducted 


prior to the large research undertaking to determine whether the methodology, 


sampling, instrument, and analysis are adequate and appropriate. It is viewed as 


a dress rehearsal of the main investigation (De Vos, et al. 2002: 210). In this 


study the researcher selected five TB patients and their family members, 


delivered questionnaires to them to complete, thereafter analyzed the findings in 


order to ensure that the instrument was meaningful. Those respondents were 


included in the main study as part of the sample. 


 


 


3.8       DATA COLLECTION METHODS AND PROCEDURES  


 


After identifying the sample, the respondents were approached by the researcher 


to explain the purpose of the research and requested their permission for 


participation in the study. Questionnaires were then distributed to the 


respondents after their agreement had been obtained. Those questionnaires 
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were completed and collected the following day and clarifications and corrections 


made where the respondents’ answers were not clear.  To participants that were 


illiterate and semi-literate the researcher administered the questionnaire by 


asking the questions, explaining the meaning in their own language and 


recording the responses. 


 


3.9      CONCLUSION        


In this chapter the research methodology which was the quantitative 


methodology was outlined as well as the research design, area of the study, 


population, sampling methods, choice of instrument (questionnaires) as well as 


pilot survey to a small portion of the main study and the data collection 


procedures. The next chapter will deal with the analysis and discussion of the 


study results. 


 
 
 


CHAPTER 4 
 
 


RESULTS AND ANALYSIS 
  
 
 
4.1       INTRODUCTION  
 


This chapter focuses on the presentation of the findings. Data will be analyzed in 


the form of tables, frequencies and percentages. The sample comprised of thirty-


five adult TB patients, both males and females. It consisted of 17 (49%) males 


and 18(51%) females.  It was apparent that 13 (37%) of participants belonged to 
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a nuclear type of family and 22 (63%) to joint families. The participants were from 


a low socio economic background as the majority of them did not have a monthly 


income, their education standard was low and some had not attended school at 


all. It was evident from the type of houses they were staying in as well as the 


type of fuel they were using as only 3 of the participants had electricity in their 


houses.  The average age of the participants used in this study was 35, ranging 


from 18 – 69 years.  Part two of this chapter will deal with the presentation of the 


findings from TB patients’ relatives who were involved in the study. The tables 


used will present the following: demographic characteristics of the participants, 


their knowledge about TB, their understanding on prevention and treatment of 


TB, their feelings about TB diagnosis, reasons for interrupting TB treatment, their 


support structures, ways of improving compliance to TB treatment, their coping 


mechanisms, as well as their relationships with friends and families. 


    


4.2      BIOGRAPHIC DETAILS OF TB PATIENTS 


 


TABLE 1: MARITAL STATUS OF TB PATIENTS 
 
 
Marital status  Frequency  Percentage  


 


Single  


Married 


Divorced  


Widowed  


 


25 


8 


1 


1 


 


 


71 


23 


3 


3 


Total  35 100 
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According to Table 1 it is apparent that 25 (71%) of patient used in the study 


were single, 8 (23%) married, 1 (3%) divorced, and 1(3%) widowed.  


 
 
TABLE 2:   ETHNICITY OF  TB  PATIENTS 
 
 
Language  Frequency  Percentage  
 


Sepedi  


Xitsonga 


Isizulu 


 


 


26 


8 


1 


 


74 


23 


3 


Total  35 100 
 
 
Table 2 shows that 26 (74%) of the patients used in the study were speaking 


Sepedi, 8 (23%) Xitsonga and 1 (3%) Isizulu. 


 


TABLE 3:  EDUCATIONAL LEVEL OF TB  PATIENTS 
 
 
Level of education  Frequency  Percentage  
 


None  


Primary  


Secondary  


 


12 


15 


8 


 


34 


43 


23 


 


Total  35 100 
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 Table 3: reveals that 12 (34%) of the patients involved in the study had never 


attended school, 15 (43%) had attended school up to primary level while 8 (23%)  


had attended school up to secondary level. 


 
 
TABLE 4:   MONTHLY INCOME OF TB  PATIENTS 
 
 
Monthly income  Frequency Percentage  
 


No income  


500-1000 


1000-2000 


2000 - 3000 


 


27 


2 


4 


2 


 


77 


6 


11 


6 


Total  35 100 
 
 
According to Table 4: 27 (77%) of the patients had no monthly income, 2 (6%) 


earned between R500–R1000 per month, 4 (11%) between R1000–R2000 per 


month while 2 (6%) had R2000-R3000 monthly income. 


 


 


TABLE 5: TYPE OF DWELLING OF TB  PATIENTS 
 
 
Type of house Frequency Percentage  
 


Mud house 


Thatched  brick house  


Bricks and iron roofed  


 


10 


12 


13 


 


29 


34 


37 


Total  35 100 
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Table 5 revealed that 10 (29%) of the patients used in the study were staying in 


the mud houses, 12 (34%) in the thatched brick house and 13 (37%) stay in the 


brick and iron roofed houses. 


 
 
TABLE 6: TYPE OF FUEL USED BY TB PATIENTS 
 
 
Type of fuel  Frequency Percentage  
 


Paraffin  


Firewood 


Electricity  


 


8 


24 


3 


 


23 


68 


9 


Total 35 100 
   
 


In table 6 it is apparent that 8 (23%) of patients involved in the study were using 


paraffin as fuel, 24 (68%)  firewood and 3 (9%) electricity. 


 
 
 
 
 
 
 
TABLE 7:     RELIGIOUS BELIEFS OF TB PATIENTS 
 
Religion  Frequency  Percentage  


 


Christian  


Tradition  


No religion  


 


 


25 


1 


9 


 


71 


3 


26 


Total  35 100 
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The above table indicates that 25 (71%) of participants belonged to Christian 


religion, 1 (3%) to traditional religion while 9 (26%) had no religious beliefs.  


 


 


4.3.        UNDERSTANDING OF TB PATIENTS ABOUT TB 
 


TABLE 8 : KNOWLEDGE OF TB  
 
Understanding  Frequency Percentage  
 


Killer disease 


Do not know 


Disease that make people cough  


 


20 


4 


11 


 


58 


11 


31 


Total  35 100 
 


According to table 8, it is apparent that 20 (58%) of the participants understood 


TB as a killer disease, 4 (11%) did not have any knowledge about TB, whereas 


11 (31%) understood TB as a disease that makes people cough.    


 


 


TABLE 9: CAUSES OF TB 


 


Causes of TB   Frequency  Percentage  


 


Smoke and dust  


Bacteria  


Stress  


Witchcraft  


 


25 


6 


1 


3 


 


71 


17 


3 


9 


Total  35 100 
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Table 9 reveals that 25 (71%) of the participants indicated that TB is caused by 


smoke and dust, 6 (17%), participants indicated that TB is caused by bacteria, 


1(3%) indicated that TB is caused by stress, and 3 (9%) indicated that TB is 


caused by witchcraft.   


TABLE 10: SIGNS AND SYMPTOMS  


 


Signs and symptoms  Frequency  Percentage  


  


Coughing and chest pain 


Loss of weight  


Nausea and dizziness  


Sweating at night  


 


15 


16 


2 


2 


 


43 


45 


6 


6 


Total 35 100 


 


 


According to table 10, it is apparent that 15 (43%) of the patients participated in 


the study indicated that the sign and symptoms of TB are cough and chest pains, 


16 (45%) mentioned loss of weight, 2 (6%) nausea and dizziness and 2 (6%) 


sweating at night.   


 


 


TABLE 11: TB MODE OF SPREAD 


 


 Mode of spread  Frequency  Percentage  


 


Droplets infection  


Sharing utensils  


 


11 


12 


 


31 


34 
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Do not know 


Through sneezing  


By kissing  


2 


3 


7 


6 


9 


20 


Total 35 100 


 


Table 11 reveals that 11 (31%) of the patients involved in the study reported that 


one can get TB from another person through droplets infection, 12 (34%) said 


through sharing eating utensils, 2 (6%) did not know, 3 (9%) said through 


sneezing, and 7 (20%) said by kissing.   


 


 


 


 


 


 


 


 


 


TABLE 12: PREVENTION AND TREATMENT OF TB 
 
 
Prevention of TB  Frequency  Percentage  
 


Healthy diet  


Avoid smoking  


Go for check-up  


 


26 


3 


6 


 


74 


9 


17 


Total  35 100 


 


Table 12 reveals that 26 (74%) of the participants indicated that TB can be 


prevented by following a healthy diet, 3 (9%) indicated that TB can be prevented 
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through avoidance of smoking and 6 (17) indicated that TB can be prevented by 


going for regular check-ups.   


 


TABLE 13: DANGERS OF UNTREATED TB  


  


Dangers of untreated TB Frequency  Percentage  


 


Spread to others 


Coughing until paralysed  


Death  


 


 


9 


3 


23 


 


26 


8 


66 


Total 35 100 


 


According to table 13, It is apparent that 9 (26%) of the participants indicated that 


danger of untreated TB is that it can spread to others, 3 (8%) that untreated  TB 


causes coughing until one is paralysed and 23 (66) indicated that untreated TB 


can cause death. 


TABLE 14: PERSONS AT RISK OF CONTACTING TB      


 


 Persons at risk  Frequency  Percentage  


 


Smokers  


Close contact  


Poor people  


 


14 


13 


8 


 


40 


37 


23 


Total  35 100 
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According to table 14 it is apparent that 14 (40%) of participants viewed that 


people at risk to contact TB are smokers, 13 (37%) viewed that close contact are 


risky and 8 (23%) viewed that people at risk for contacting TB are poor people.   


 


TABLE 15: FEELINGS ABOUT TB DIAGNOSIS  


 


Feelings about diagnosis Frequency  Percentage  


 


Unhappy  


Surprised 


God’s punishment  


Accept  


 


21 


2 


1 


11 


 


60 


6 


3 


31 


Total 35 100 


 


Table 15 reveals that 21 (60%) of the participants felt unhappy about being 


diagnosed with TB, 2 (6%) of the participants were surprised to be diagnosed 


with TB, 1 (3%) indicated that was God’s punishment to be diagnosed with TB, 


and 11 (31%) indicated to having accepted the diagnosis.       


 


 


TABLE 16: REASONS FOR FAILURE TO ACCEPT TB DIAGNOSIS  


 


Reason for non- 


acceptance  


Frequency  Percentage  


 


Myth of TB and HIV 


Afraid of stigma  


Believe in witchcraft  


 


15 


10 


5 


 


43 


29 


14 
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No understanding of TB 5 


 


14 


 


Total  35 100 


 


 


According to table 16 it is apparent that 15 (43%) of participants failed to accept  


the TB diagnosis because of  myths surrounding TB and HIV, 10 (29%) of the 


participants failed to accept it because of the stigma attached to TB, 5 (14%) 


failed to accept the diagnosis because of the belief in witchcraft, and 5 (14%) 


failed to accept it due to a lack of understanding of the disease.   


 


 


 


 


 


 


 


 


4.4      FACTORS THAT CAUSE PATIENTS TO INTERRUPT TREATMENT  


 


TABLE 17:  REASONS FOR INTERRUPTING TREATMENT    
 


Reasons   Frequency  Percentage  


 


Lack of DOT supporter 


Poverty, poor nutrition 


 


14 


9 


 


40 


26 
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Loss of disability grant  


Long clinic queues  


Drug side effects   


Traditional healing  


 


4 


2 


4 


2 


11 


6 


11 


6 


Total 35 100 


   


  


According to table 17, it is apparent that 14 (14%) of the participants had 


interrupted treatment due to a lack of DOT supporter, 9 (26%) interrupted 


treatment due to insufficient diet resulting from poverty, 4 (11%) stopped taking 


treatment due to fear of losing the disability grant when they are cured, 2 (6%) 


interrupted treatment because of the stress of waiting in long queues at the 


clinics, 4 (11%) stopped treatment because of the side effects while 2 (6%) 


interrupted treatment due to their belief in traditional healing.  
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4.5      SUPPORT STRUCTURES  
 


TABLE 18: TB PATIENTS’ SUPPORT STRUCTURES  


 


Support structure  Frequency  Percentage  


1. Family support  


Yes  


No  


 


31 


4 


 


89 


11 


Total  35 100 


2. Social support  


Yes  


No  


 


15 


20 


 


43 


5 


Total  35 100 


3. DOT support  


Yes  


No  


 


00 


35 


 


00 


100 


Total  35 100 


4. TB Support group  


Yes   


No 


 


00 


35 


 


00 


100 


Total  35 100 


5. Support from clinic  


Yes  


NO  


 


28 


7 


 


80 


20 


Total  35 100 


 


This table reveals that 31 (89%) of the participants indicated that they were 


receiving support from their family members while 4 (11%) indicated that they 


were not receiving support from their families. concerning social support, 15 


(43%) of the participants mentioned that they were receiving social support as 
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they were receiving disability grants. Thirty five of the participants claimed that 


they had no DOT supporters. All the respondents stated that there was no 


support group in their area, while 28 (80%) indicated that they were receiving 


support from the clinic staff while 7 (20%) mentioned that they were not getting 


support from clinics.   


 


TABLE 19: PREVENTION OF TB TREATMENT INTERRUPTION   


 


Prevention of interruption  Frequency  Percentage  
  


Constant monitoring by nurse 


Regular check-ups of patients  


Give disability grant  


Constant monitoring by DOT supporter  


 


10 


10 


7 


8 


 


28,5 


28,5 


20 


23 


 


Total  35 100 
 


According to table 19, it is apparent that 10 (28,5%) of the respondents indicated 


that compliance to TB treatment can be improved through constant monitoring of 


TB patients by nurses while10 (28,5%) of the participants indicated that 


compliance can be improved through regular check-ups of patients. 7, (20%) of 


participants stated that compliance can be improved if TB patient were offered 


disability grants while 8 (23%) of the participants indicated that compliance with 


TB treatment can be improved through constant monitoring of patients by DOT 


supporters.  
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4.6         INFORMATION FROM TB PATIENTS FAMILIES  


 


4.6.1. INTRODUCTION 


  


This part of the discussion will focus on the information which was collected from 


the TB patients’ family members. The respondents comprised of the following 


relatives to the TB patients: 7 (20%) were fathers to TB sufferers, 4 (11%) were 


mothers to the TB sufferers, 14(40%) were sisters to the TB sufferers, 8 (23%) 


were brothers to the TB suffers, and 2 (6%) were grandparents of the TB 


sufferers. The average age of the patients’ relatives was 40 ranging from 21 to 


69. 
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4.6.2 FAMILY COPING MECHANISMS 


 


TABLE 20:  COPING MECHANISMS  


 


Care-takers Frequency  Percentage  


1. Involved in the patient care  


Yes  


No  


 


35 


00 


 


100 


00 


Total  35 100 


2. Fulfillment of patients’ needs 


Yes  


No 


 


9 


26 


 


26 


74 


Total  35 100 


3. Patient coping with condition 


Yes  


No 


 


35 


00 


 


100 


00 


Total  35 100 


 


 According to table 20, it is evident that 35 (100%) of the TB patients’ family 


members were involved in the care of the patients. 9 (26%) family members were 


able to meet the patients’ needs while 26 (74%) were not able to meet the 


patients’ needs. Thirty-five of the family members stated that the TB patients 


were coping with the condition.  
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TABLE 21: FAMILY’S FINANCIAL COPING MECHANISMS  


 


Family’s financial assistance  Frequency  Percentage  


Assistance from welfare offices 


Assistance from relatives 


Assistance from church  


Depending on patients’ disability 


grant 


15 


8 


6 


6 


43 


23 


17 


17 


Total   35 100 


 


This table reveals that 15 (43%) of patients’ family members were receiving 


assistance from welfare offices, 8 (23%) were receiving financial assistance from 


relatives, 6 (17%) from churches, and 6 (17%) were depending on the patients’ 


disability grants. 
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4.6.3       PATIENTS’ RELATIONSHIPS 
 


TABLE 22 : PATIENTS FAMILY  STRUCTURE WITH REGARD TO HAVING    


                   CHILDREN AND THEIR INVOLVEMENT IN TB PATIENTS’    


                   TREATMENT   
 


Relationships  Frequency  Percentage  


1. Does TB sufferer have children?  


Yes  


No  


 


19 


16 


 


54 


46 


Total  35 100 


2. Children’s involvement in TB patient 


care  


Yes  


No  


 


 


19 


16 


 


 


54 


46 


Total 35 100 


 


According to table 22, 19 (54%) of the TB sufferers had children and 16 (46%) 


did not have any children. 19 (54%) of the TB sufferers’ children were involved in 


the care of their parents, while 16(46%) were not involved in the care of their 


parents.  
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TABLE 23: PATIENTS’ RELATIONSHIP WITH FAMILY AND FRIENDS  


 


Relationships  Frequency  Percentage  


 


Relates well with family 


and friends  


Sometimes aggressive at 


home 


Isolates himself/herself  


 


15 


 


13 


 


7 


 


43 


 


37 


 


20 


Total  35 100 


 


According to table 23 it is clear that 15 (43%) of TB the sufferers were relating 


well with their families, and friends 13 (37%) of the TB sufferers were sometimes 


aggressive while 7 (20%) were isolating themselves. 


 


 


4.7. HYPOTHESIS TESTING 


 


Based on the research results, the following conclusions about the research 


hypothesis can be made : 


Hypothesis 1 must be accepted as a larger percentage (40%) of the participants 


cited the lack of a DOT supporter as the reason for interrupting treatment. 
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Hypothesis 2 must be accepted as 43% of family members were relying on 


assistance from welfare offices, 23% were receiving assistance from relatives, 


17% reported their dependency on a disability grant, while another 17% were 


receiving  assistance from churches. 


 


 


4.8.     CONCLUSION  
 


The data which were presented and analyzed in this chapter will be discussed in 


the next chapter in more detail. While the tables used in this chapter depict the 


summary of the findings, and will be of assistance in the interpretation of data in 


the next chapter.     
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CHAPTER 5 


 


DISCUSSION OF RESULTS 


 


5.1 INTRODUCTION  


 


The results presented in the previous chapter will be discussed in relation to the 


aims, objectives and hypotheses. The objectives of the study were to investigate 


underlying factors that contribute to patients interrupting treatment, and to identify 


the socio-economic impact resulting from interrupting treatment on the families of 


the TB sufferers, as well as identifying possible strategies to deal with the 


problem of interrupting treatment. The study was conducted at Mashishimale 


Village which is a disadvantage rural area and residents are mostly semi-literate 


as indicated that 12 (34%) of the sample did not receive any form of education. 


Mashishimale is a poverty stricken-village as most people work on nearby white 


farms and earn low salaries which are not enough to meet the basic needs of 


their families, some families depend on assistance from relatives ad some 


depend on the disability grants of their sick family members while others depend 


on assistance they are receiving from various churches. The results, presented in 


the previous chapter, will be discussed and summarized in this chapter.  
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5.2 DISCUSSION OF TB PATIENTS’ BIOGRAPHICAL INFORMATION. 


 


The participants involved in the study were TB patients between 18-69 years of 


age and with the average age of 35 years. It is clear that these participants 


should still be an economically active segment of the population at Mashishimale. 


 


It has been advocated that where TB flourishes, social and economic 


development progress is compromised (WHO, 2003: 3). Hence, interrupting 


treatment had a negative impact on the economy in Mashishimale Village and as 


such there will be no real development in the area. (71%) of participants were 


single with dependants minor children, so interrupting treatment will result in 


being unproductive economically which will lead them to failure to support their 


children.  This would impact on the child’s quality of life such that the situation of 


poverty they were finding themselves in could deny them the opportunity to 


education and a normal childhood. Children had to work as child farm labourers 


or as caregivers to these TB patients.    


 


On the variable of education, Mashishimale community has a low level of 


education. Only 8 (23%) of the participants had attended school up to secondary 


level, 15 (43%) had attended school up to primary level and 12 (34%) had never 


received formal education. From the above it is easy to understand why only a 


fewer people comprehend issues relating to their health hence they tend to 
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interrupt TB treatment. Ill-health is a catalyst to development while Government 


is committed to develop communities to provide a better life for all.     


 


On the variable of the monthly income, it is evident that Mashishimale is a poor 


community as 27 (77%) of the population did not have any income and could not 


afford their families’ basic needs. This trend of high unemployment in this area 


mirrors the reality of the earlier statistics of a rate of 40% unemployment in the 


Ba-Phalaborwa Municipality (IDP Ba-Phalaborwa, 2005). Two patients (6%) 


earned between (R500 –R1000) monthly, 4 patients (11%) earns between 


(R1000- R2000) while 2 patients (6%) were receiving between (R2000 – R3000) 


It is apparent that this earnings are insufficient to adequately meet the basic 


family needs. 


 


It is also evident by the type of dwelling that the Mashishimale community is 


underdeveloped area that is poverty-stricken as 29% of the patients were staying 


in mud houses, 34% were living in thatched brick houses and 37% in semi-face 


bricks with corrugated iron roof. The used of fire wood by 68% of the patients as 


a primary source of energy confirms the lack of proper energy as they could not 


afford any other means of energy. Thus, interrupting TB treatment has serious 


implications on many areas of development. 
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5.3. KNOWLEDGE ABOUT TB, ITS CAUSES, SIGNS AND SYMPTOMS  


           AND  TRANSMISSION 


 


The patients tended to perceive tuberculosis as a killer disease which is cause by 


smoke and dust, bacteria, stress, and also by coming in to contact with an 


infected person. Some participants were still believing that TB is caused by 


witchcraft. These findings are similar to those found by Mokgoadi (2002) in the 


Limpopo Province. In Mokgoadi’s study it is evident that education does appear 


to play a role in certain health beliefs, particularly in the understanding of TB. 


Those patients that had secondary levels of education tended to be more 


optimistic about the outcome of their disease than those with primary or no 


education. On the variable of signs and symptoms and mode of spreading it is 


clear that an average of 50% were conversant with the signs and symptoms and 


mode of spreading TB. Even though there were still participants 12 patients 


(34%) who believed that TB could be spread through sharing eating utensils and 


2 patients (6%) who did not know anything about the mode of spreading TB. 


  


Although 20 (58%) of participants had some knowledge of TB as a killer disease, 


11 (31%) viewed it as the disease that causes people to cough and 4 patients 


(11%) did not have any knowledge about TB. On the variables of TB prevention, 


26 (74%) indicated that TB can be prevented by following a healthy diet, 6 


patients (17%) indicated that it can be prevented by going for regular check-ups, 


and 3 (9%) felt that it can be prevented by avoiding smoking. On the variables of 
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persons at risk, 14 patients (40%) indicated that people at risk are heavy 


smokers, 13 patients (37%) stated close contacts are risky, while 8 patients 


(23%) indicated that poor people are at risk. This finding is similar to the findings 


reported by Tulsky (2000). On the relationship of TB and poverty. 


 


On the variables of acceptance of their TB condition, it is clear that they still 


lacked knowledge about the disease as 15 patients  (43%) did not accept the 


disease due to the myth of the relationship between TB and HIV, as it is 


perceived that TB patients are also HIV positive. Ten patients (29%) were afraid 


of the stigma attached to TB. Five patients (14%) failed to accept it as they 


believed in witchcraft and did not have any knowledge about the disease. These 


are important findings since the myth about the relationship between TB and HIV 


as well as the stigma attached to TB can be a serious obstacle to successful TB 


control. This may result in a high incidence of TB patients interrupting treatment. 


Thus, it is important for health workers to understand the patients’ beliefs and 


address them through awareness campaigns with the aim of trying to demystify 


these myths and beliefs as many of these patients have a low levels of 


education, and are more susceptible to incorrect beliefs and misinformation. 


 


Concerning knowledge about the prevention of interruption, 10 patients (28,5%)  


said TB could be prevented through constant monitoring by a nurse, 10 patients 


(28,5%) mentioned that compliance could be improved through regular check-
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ups, while 7 (20%)  stated that being given disability grants and 8 (23%) said by 


constant monitoring by a DOT supporter.     


 


 


5.4.     FACTORS THAT CONTRIBUTE TO TB PATIENTS’ INTERRUPTING  


           TREATMENT 


 


It is evident that lack of DOT supporter is the main factor that contributes to TB 


patients interrupting treatment as 35 (100%) of the TB patients in the  study  did 


not have DOT supporter. This is an important finding since it implies that 


Mashishimale Village lacks important support structures for TB patients which in 


turn results in a high frequency of TB patient interrupting treatment and ending 


up developing MDR TB. It was reported earlier that the role of a DOT supporter is 


to reinforce the patients’ motivation to continue treatment and prevent 


interruption. Thus, if patients interrupt treatment before the end of the treatment 


regime, they will not be cured and remain infectious to other people or develop 


drug resistant TB. These situations have astronomical costs for the Government 


and development as a whole. 


 


Poor nutrition emanating from poverty is another factor that cause TB patients to 


interrupt treatment. Fear of losing the disability grant due to being cured, long 


clinic/hospital queues, drugs side-effects and the belief in traditional healing are 


also factors as indicated contribute to TB treatment interruption. 
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The interruption of TB treatment slows down the delivery of basic services to the 


community. Time and again resources are re-channeled to fund the tracing of TB 


patients who have interrupted treatment. The same patients are declared 


medically unfit and need the state to provide in their basic needs and these funds 


would have been used in the building of schools to uplift the standard of 


education,  or for infrastructure development to attract investors and create job 


opportunities to boost the economy of the area. 


  


The majority of the participants, namely 21(60%), were unhappy with being 


diagnosed with TB which indicated that it would be difficult for them to accept the 


condition due to the stigma attached to it and their beliefs in witchcraft as 5 (14%) 


of the participants indicated that TB is caused by witchcraft and as such can be 


treated by traditional healers.  Some cling to the myth of believing that when a 


person is diagnosed with TB he/she also has HIV, so they interrupt TB treatment, 


as they do not want to be known as having tuberculosis. All these mixed feelings 


of TB patients contributed to the patients’ non-compliance to treatment. 


 


From the findings in the previous chapter it was clear that the participants had 


interrupted treatment due to a lack of DOT supporter, a trained person who is 


dedicated to his/her care to ensure that he/she takes treatment until he/she has 


completed his/her treatment course. Others interrupted treatment due to a lack of 


good nutrition emanating from poverty as it was indicated that some of the 


families were depending on the patients’ disability grants while some were relying  
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on assistance offered by relatives and some were relying on assistance from 


churches. Some of the patients had interrupted treatment due to the fear of 


losing their disability grants, some because of the long clinic queues, some due 


to the side-effects of the medication while others had interrupted treatment as 


they believed in traditional medication for treating TB.   


 


Many of the participants viewed that compliance to TB treatment could be 


improved through the joint efforts of both patients and health professionals as 


well as community members through the DOT Support System. The formation of 


TB support groups in the community could also improve compliance as it might 


improve the feeling of belonging to reduce the problem of stigmatization of TB. 


 


 


5.5. SUPPORT STRUCTURE AND SOCIO-ECONOMIC SITUATION OF THE 
FAMILY  


 


It was outlined in the previous chapter that though the TB patients were receiving 


moral support and physical care from members of the family, they were unable to 


meet the TB patients’ financial needs. With regard to the family financial coping 


mechanism, it was reported that 15 patients (43%) were receiving assistance 


from welfare organizations, 8 (23%) from other family members, 6 (17%) from 


churches, while (17%) were depending on disability grant. Some family members  
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stopped working to provide care to the TB patients resulting in the loss of 


valuable income. 


 


Through co-operation within the family members, who were involved in the care 


of the TB patients, it was evident that they were coping well with the physical and 


moral care of the patient, though they were not able to meet the financial needs 


of the family and the patient as well due to the problem of unemployment and low 


incomes. Many of the patients had interrupted treatment due to a lack of a well-


balanced diet, which resulted in treatment side-effects. Interrupting treatment has 


serious health and economic repercussions as the patient can develop MDR TB, 


which is difficult and expensive to treat. It can have a negative impact on the 


patients’ families and the community as children can drop out from school and 


become delinquents.  


 


5.6     CONCLUSION  


 


The results of findings of the study were discussed at length, correlating the 


findings with the aim and objectives of the study. It can be summarized as 


follows: The main reason for the interruption of TB treatment was due to lack of 


the availability of DOT supporters. The interruption of TB treatment results in 


family members seeking assistance elsewhere. Therefore, the results generated 


from this study can help the researcher to make recommendations to the 
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Government to gather more information on ways of improving compliance to 


treatment so as to prevent interruption.  
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CHAPTER 6 


 


CONCLUSION AND RECOMMENDATIONS 


 


6.1    CONCLUSION  


 


This study has enabled the researcher to investigate factors that lead to TB 


patients to interrupt treatment as well as the socio-economic impact of TB on the 


family members of the patient. This study will be of assistance for future studies 


to be conducted on factors contributing to patients who interrupt taking treatment, 


as well as to further investigation on traditional beliefs and misconceptions 


concerning the causation of tuberculosis as the patients had strong beliefs that 


tuberculosis carries social stigma, therefore, health providers should also look 


into this factor. 


 


The findings of this study assisted the researcher to suggest some 


recommendations and strategies on how to prevent TB patients to interrupt 


treatment and ensure compliance, as well as to encourage interdisciplinary 


collaboration with other health professionals involved in the care of TB patients 


such as social workers, laboratory technicians, pharmacists, and occupation 


therapists.  


 


 







 


 


 


83


6.2 RECOMMANDATIONS 


 


In view of the research findings and the above conclusions, the following 


recommendations are suggested:  


 


− Government should be seriously committed in the TB control programme by 


uplifting the socio-economic standards of people at local (sub-district) district, 


provincial and national level by constructing fixed clinics at each village.    


 


− Clinics that serve the community for 24 hours should be built at Mashishimale 


to meet the health needs of the community. 


 


− Adequate staffing should be geared towards meeting the specific needs of TB 


patients, fast queues should be rendered to TB patients so that they do not  


have to wait for a long time at a clinic to avoid spreading the infection to other 


patients.  


 


− Multidisciplinary collaboration should be encouraged in the care of TB 


sufferers and their family members in order to ensure totality of care. 


 


− Community involvement in the care of TB sufferers through encouraging and 


training them as DOT supporters to take care of fellow community members 


who are suffering from tuberculosis. 
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− Traditional healers should be incorporated in the TB programmes as DOT 


supporters. 


 


− Attention should be given to psychological and social implications of TB and 


treatment to patients and their family members as it carries a social stigma. 


 


− TB support groups should be formed in communities to share their 


experiences about the disease, to make TB sufferers feel belonging to others, 


thus reducing the impact of the stigma of TB. 


 


− Health education to communities about TB through awareness campaigns, 


road shows, door-to-door campaigns, educating people about TB to reduce  


the myths surrounding TB and HIV, as well as educating people about the 


importance of compliance with TB treatment and the dangers of interrupting 


treatment.      


 


− All government sectors must be involved in combating barriers to 


development by being actively involved in health improvement services. 


− Partnership should be formed with the United Nations agencies, NGOs, 


donors, and the private sectors. 
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