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Objectives: This study aimed to identity, from healthcare
workers’ (HCWSs’) perspectives, barriers to tuberculosis
(TB) case-finding that can be targeted to aid rapid TB diag-
nosis within Dedza district.

Design: In-depth interviews were conducted with staff rou-
tinely involved in the diagnosis and treatment of TB
patients. Those identified worked at the districi hospital or
community healthcare centres.

Results: There was a consensus amongst HCWs that bar-
riers to TB case-finding in the district health system include
logistical problems. HCWs identified the tendency of
patients with TB to seek traditional and private healthcare
services, the association of TB with HIV/AIDS, difficulties in
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traveling to healthcare facilities and poverty as major
patient-related barriers to diagnosis.

Conclusion: This study identified perceptions of both
heaith system and patient-related barriers to TB case-find-
ing. Health-system related barriers highlight the need to
further integrate TB case-finding into routine district serv-
ice provision, particularly at peripheral health units. The
Malawi National TB Programme and District Health
Management Team must share responsibility for overcom-
ing such barriers. There are also broader implications for
providing healthcare in general and preventing the exclu-
sion of certain members of the population from health serv- -
ices.

Introduction
Tuberculosis (TB) control in Malawi follows the guidelines
described by DOTS (Directly Observed Treatment, Short
course)' and reaches 100% of the population. However the bur-
den of TB remains high,® and the case-detection rate in Malawi
.is 36%.2 This reflects global estimated case-detection rates
under the DOTS strategy,® particularly in countries where the
rapid spread of the human immunodeficiency virus (HIV) has
caused an increase in TB incidence whilst limiting case-detec-
tion.* To reach target case-finding rates, more emphasis is now
placed on improving barriers to diagnosing TB.*
Many delays to diagnosis have been explored from the patient’s
perspective. These principally relate to health-seeking behav-
iour and include the use of alternative health care
providers, #1112 gecess to health services,” 34151808 com-
munity knowledge of TB,'"™'7" stigmatisation of people with
TB,8,14,16,20 an association of TB with HIV/AIDS,* poor
community perceptions of bealth services™'* and gender-related
barriers (particularly for women).'*'**
There has been little work using healthcare worker (HCW) per-
spectives to identify such barriers.>”* HCWs can provide
invaluable information. They work in the socio-economic and
cultural context of the community they serve and have greater
insight into the operating of TB services. In Malawi their per-
ceptions are particularly useful at a time of health-sector
reforms. TB services are now integrated within district health-
care provision as part of the ‘Essential Health Package,” provid-
ing an integrated minimum package of care for all. This study
aimed to identify barriers to district-level TB case-finding
which can be improved to aid rapid TB diagnosis from HCW’s
perspectives.

Methods

The Malawian Context

An exploratory qualitative study was conducted in the rural dis-
trict of Dedza which has a population of approximately 500 000.
The District TB Officer is responsible for registering and report-
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ing TB cases, and liaising with the National TB Programme
(NTP). District HCWs, under the District Health Management
Team (DHMT), are responsible for the provision of most other
TB services. Formal healthcare in Dedza is provided through
one government district hospital, one mission hospital, eighteen
government healthcare centres and nine mission healthcare cen-
tres. The district hospital contains the only diagnostic laborato-
ry in the district for sputum smear microscopy.

The diagnosis of pulmonary tuberculosis in Malawi is depend-
ent on passive case-finding. Sputum specimens submitted at
peripheral health units are transported to the laboratory and
results are registered at the district TB office. If a diagnosis of
TB is made the patient starts the intensive phase of chemother-
apy as an in-patient at the district hospital for a minimum of two
weeks, followed by out-patient treatment for eight months,
Drug ingestion is observed by a HCW or guardian.
Consultations, diagnostic tests and drugs are provided free of
charge at government facilities. TB drugs are free at mission
facilities; however patients must contribute for consultations
until TB is diagnosed.

Data Collection

HCWs routinely involved in TB case-finding were eligible for
participation. Staff were purposefully selected. to represent a
range of professional groups. The final sample included seven
HCWs from the district hospital and sixteen HCWs from eight
community healthcare centres. Twenty of those interviewed
were male and three female.

In-depth interviews were carried out using a semi-structured
topic guide (derived from reviewing relevant literature). This
provided an opportunity to thoroughly explore individual
HCW’s perceptions of TB case-finding. Interviewees could
introduce new topics. No further interviews were undertaken
when little new information emerged (the point of saturation).
All participating HCWs voluntarily took part in the study, giv- .
ing informed oral consent. The interviews were all conducted
in English by the principal investigator (RW) in private rooms.
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They were timed to cause minimal disruption to clinical work
and lasted 25 to 50 minutes. All interviews were recorded for
subsequent transcription and collated information was made
anonymous. This study was given ethical approval by the
Health Sciences Research Commitiee of Malawi.

Data Analysis

An early analysis was undertaken after six interviews. This
ensured the quality of information being gathered and devel-
oped the coding framework used in the final data analysis. All
interview transcripts were openly coded, identifying key themes
perceived by HCWs as barriers to TB case-finding. Topics
relating to each code were organised using a cut-and-paste tech-
nique. The framework was revised if any new themes emerged.
Where the HCW worked (district or community) and gender
differences were noted and apparent differences explored.
Statements illustrating key findings are presented.

Figure 1 - Barriers to TB case-finding identified by HCWs

Results

Health System-Related Barriers

Delays between Sputum Submission and Receipt of Results
Almost all HCWs in the community and at the district hospital
raised the issue of delays in transporting sputum specimens
from healthcare centres to the district hospital. This was prima-
rily blamed on not enough transport for TB activities and the
cooperation of some drivers (a & b). Community HCWs
emphasised the problem of collecting additional sputum sam-
ples from patients due to delayed or destroyed specimens (c).
Several community HCWs mentioned that negative results were
slow to be reported if at all by the district hospital (d). Many of
these problems were thought to be due to an over-dependence
on the few district TB staff to transport specimens and commu-
nicate results.
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Tz;ble 1 - Quotations illustrating health system related barriers

Delays between Sputum Submission and Receipt of Results

a. “Even those who come to collect the sputum sometimes take time ... when you complain they [district staff] say transport
problem ... transport to come and collect them. And sometimes they tell us to go on our own to bring the sputum. We have a
transport problem too because there’s no means of transport here.”

- Community HCWO0I17, male
b. “Sometimes other health personnel refuse to take the sputum to the district. Or else they take the specimen but on their way
they throw it away ... without actually taking it to the laboratory.”

- Community HCWO014, male
¢. “Sometimes [the sputum] spends days in the fridge ... and when sending to the district the laboratory assistant says ‘Ah, this
is not a good specimen. Go back and tell the patient to get another set of sputum.” So that makes it difficult for us.”

- Community HCWO0I4, male
d. “You find that we are only told when somebody is positive ... that is when we are told ... some negative results, they are not
communicated to us ... sometimes it is only those that have been found positive ... they are the ones that are communicated to
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us.
- Community HCW007, male
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Staff Workload ;

Staff workload was described as a barrier to TB case-finding by
district and community HCWs, and most perceived it due to
understaffing. Those working in clinical settings felt they did
not have enough time for each patient, resulting in hurried and
inadequate consultations, Community HCWs felt their catch-
ment areas were too large with not enough time to dedicate to
TB activities (e). Some HCWs acknowledged the workload of
other HCWs, for example district workers felt community
HCWs were overstretched.

Staff Attitude

It was felt that workload also caused staff to have a bad atti-
tude/manner with their patients, which hindered TB services (f).
Other contributing factors were an insufficient salary, fear of
infection with TB or the character of the HCW (g).

Staff Knowledge of TB

There was the opinion that increasing staff knowledge of TB
would improve case-finding. There were differing ideas as to
which HCWs lacked knowledge of TB. Some HCWs felt all
clinicians required more training. On probing, most said that
staff specifically trained by the NTP only needed access to
refresher courses whereas many other HCWs managing TB
patients were inadequately trained ¢h & i). Thete were mixed
opinions on current staff-education initiatives. A few commu-
nity HCWs felt that current briefings were not thorough enough.

Table 2 - Quotations illustrating health system related barriers

One HCW felt that offering allowances for training days was the
prime incentive for staff attending, not the benefit of the train-
ing. This was thought to create mistrust amongst the communi-
ty of the HCWs’ knowledge and validity of their advice.

Patient-Related Barriers

Seeking Alternative Treatments

Both district and community HCWs felt many patients first con-
sulted alternative sources for treatment. Three alternatives were
identified; traditional healers, private clinics and grocery stores.
Several reasons were given for first consulting traditional heal-
ers. These included lack of knowledge about the symptoms of
TB, traditional beliefs, fear of symptoms being associated with
HIV/AIDS, distance to the medical facility and the need to stay
at home for food (j). Private clinics were also perceived to pro-
vide inadequate TB services for patients. Patients were thought
to attend private clinics because they feel they receive. better
care and have more choice of treatments. Both traditional heal-
ers and private practitioners were perceived not to refer TB sus-
pects to government health services.

Distance/Geographical Barriers

The distance to the health centre was raised by both district and
community HCWs, On probing many added other contributing
factors such as geographical barriers, accessibility to some areas
only by foot, people having no means or being unable to pay for
transport (k & 1).

Staff Workload

up to thorough physical examinations.”

- Community HCW0Q7, male

e. “We have the workload ... it gives us pressure of work. Maybe you are just interested in finishing the queue and we tend

to miss diagnoses in the early stages. But after maybe he or she gets treatment, goes and doesn’t improve, it’s now we come

Staff Attitude

f. “Someone can work for so many hours ..
instead of tiredness, which shouldn’t be done.”

- Community HCW020, male

- District HCWO011, male

. so when they see that case ... sometimes they can be harsh ... like that ...

g. “Some of the hospital staff are reluctant to work on the TB ward because they are afraid to contract TB ... Some feel

when they work in TB they need special ... I mean some extra money. We call it hazard money ... something like that.”

Staff Knowledge of TB

- District HCW006, male

how they give health education.”

- District HCW002, male

h. “For us clinicians and nurses ... we know what TB is, how to diagnose and how to treat but maybe just to be updated on
the new developments ... the essentials. I think our colleagues ... like the auxiliary nurses ... they don’t have much train-
ing in TB diagnosis and treatment. When the auxiliary nurses are giving the containers, I think that they are not in a posi-

tion to explain exactly how the patient should submit sputum.”

i. “At the district level we already know about the diagnosis [of TB]. But we have not even gone to the health centres to

see how those patients are being taught. There are also health surveillance assistants at health centres but we do not know
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Poverty

Poverty was first raised by HCWs in the context of paying for
transport to health facilities. Other important aspects included
patients’ lack of clothing, illiteracy and food. This was empha-

Table 3 - Quotations illustrating patient-related barriers

sised by community HCWs(m). The initial cost of going to mis-
sion health facilities was felt by many to be inhibitive, particu-
larly where there was no government alternative nearby (n).

Seeking Alternative Treatments

j. “They trust the traditional healers ... more than us ... not that we do not do our best. The traditional healers are there in

the community so they [patients] think the first thing to do is go there before the hospital. So they need education.” '
- Community HCW017, male

Distance/Geographical Barriers

* k. “Maybe a health facility is a long distance ... say over ten to fitteen kilometres. That can prevent those people to attend
health services ... unless those that have maybe got bicycles or sometimes cars that can bring those patients to the clinic.
And sometimes there’s a barrier, like a bridge or a mountain ... especially in wet season. So it happens that there are patients
in that village but they are failing to cross to get treatment.”

- Community HCW014, male
1. “They say ‘T don’t have transport to go there [the district hospital].” That’s the main point. Some are willing to go ... but
due to transport problem. From here to Dedza is close to three hundred kwacha [USD$3]... that’s going. Coming back close
to six hundred kwacha. So talking of somebody from the village ... even he finds it difficult to take his or her daily food ...
to find that money to go there and back is a problem.”

- Community HCWO017, male

Poverty

m. “Some families are very very poor that they even lack some clothes. Such type of people ... they feel shy to come to the
health facility where they can meet a big number of people. But to some extent it’s their education level ... I think our rural

areas are very very illiterate. They cannot read. They cannot write. And these people are the ones who are very very much

keeping their traditional belief.”
- Community HC W016, male

- Community HCW00013, male

n. “Well, with us here, we are under CHAM [mission]. So these people ... they come, they pay, they get treatment. So some

people maybe that they don’t have money ... so they can just be suffering in the villages.”

Discussion

Identifying system-related delays is important in the provision
of effective TB services that aim to maximise case-finding.
This paper identifies such delays from the HCW’s perspective
as being principally logistical problems with sputum smear
microscopy and staff workload, attitude and knowledge of TB.
These findings are supported by other research into access to TB
services undertaken in Malawi® and other countries.*'*”
Services such as the diagnostic laboratory can only be decen-
tralised to a district level where human resources, safety and
quality can be maintained.”” Good communication between
healthcare facilities is essential with a centralised laboratory, but
HCWs identified inadequate transportation of sputum samples
and communication of results as sources of significant delays in
TB diagnosis. This is supported by Squire et a/. who also found
sputum submission to be a perceived source of delay.” The
Essential Medical Laboratory Services Project identified
delayed submission of sputum specimens to be principally lim-
ited to those collected at community health centres®. Harries et
al. quantified this delay as 27% of all sputum specimens from
health centres taking 8 days or longer to reach the laboratory.*
Our findings highlight the need to better coordinate the trans-
portation of sputum specimens and smear results with district

transportation mechanisms, ensuring that it is the responsibility
of all healthcare staff, not just TB-related staff.

37% of TB sufferers first consult a traditional healer before
seeking formal medical care®. This was identified as a perceived
problem in this stady. An effort has been made in Malawi to
work with traditional healers by conducting training sessions
and encouraging the referral of symptomatic patients**. A sig-
nificant factor for first consulting traditional healers based with-
in rural communities js that they are easy to access.’
Geographical access to formal healthcare services was also
specifically identified as a significant barrier to TB case finding.
Improving access to government TB services that may be some
distance away may bypass the need to incorporate traditional
healers into TB case-finding programmes.

The impact of poorly delivered health services on TB case-find-
ing has been described in other countries'**?. In this study an
emphasis was placed on understaffing and insufficient training
preventing HCWs from diagnosing TB optimally. Staff short-
ages are acute in Malawi, with up to half of all health posts
unfilled and 90% of all health facilities unable to deliver the
minimum Essential Health Package®. Given such shortages
these findings highlight the need to better integrate TB case-
finding and diagnosis into the remit for all health care workers,
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particularly those working at the periphery. Currently some
tasks or specialised training are perceived to be reserved for the
limited number of “TB staff’.

Such health system-related barriers reveal problems arising
from the decentralisation of TB services. The integration of the
vertically organised TB programme with district health services
can greatly strengthen existing health systems, providing good
general practice (the Essential Health Package) in a publicly ori-
entated health service. However it is important that both admin-
istrative and operational aspects are integrated simultaneously.®
In the past, recommendations to improve TB services would
have been the direct responsibility of the NTP. Now the respon-
sibility for district-level TB services lies with the DHMT. This
was highlighted by one HCW who felt that paying specific
allowances for TB training by the NTP hindered the service.
The NTP should be involved in training all HCWs involved
with TB patients, but should do this by ensuring TB control is
included in the pre-service curriculum for all cadres and fully
integrated into the ‘in-service refresher training’ offered to
HCWs. In offering a comprehensive healthcare service, all
HCWs should consider dealing with TB patients as part of their
job description with no extra financial gain. The poor commu-
nication between district and community healthcare facilities
needs a district-wide solution. New measures to improve access
to existing district healthcare services which all now support TB
control should improve national TB case finding rates.
Participants selected were routinely involved in TB case-find-
ing. 87% were male which reflects the gender disparity of
HCWs involved in TB services in Malawi. This could affect the
delivery of such services and may highlight a specific need to
target women members of society, such as including TB screen-
ing in medical services aimed at women (for example ante-natal
clinics). The findings of this study are based on a small, pur-
poseful sample of staff in one rural district of Malawi. However
a wide cross-section of staff involved with TB case-finding
were interviewed at a range of healthcare facilities all employ-
ing nationwide TB protocols.”> Thus the perceptions presented
should be relevant to TB case-finding within other districts in
Malawi.

Conclusion
The aim of providing TB control within an Essential Health
Package is to provide a readily accessible TB control pro-
gramme integrated within the formal health system. This study
has explored new health system-related barriers and other
patient barriers to TB case-finding in Malawi. This highlighted
the need for further integration of TB case-finding into routine
district healthcare provision, particularly at peripheral centres.
"The NTP and DHMTs must share responsibility for overcoming
_these barriers. Although idémified here in a disease-specific
context, this sharing of res‘f)opsibility will create positive out-
comes for the provision of healthcare in general. All members
the population should be guaranteed access to the same mini-
mum standards. of healthcare.
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