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Challenges of Tuberculosis Control in Lagos State, Nigeria:
A Qualitative Study of Health-Care Providers’ Perspectives
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Background: Tuberculosis (TB) burden in Nigeria is a reflection of the challenges of TB control strategy in the country. This study
explored the challenges encountered by the health workers in public and private TB treatment centers in Lagos, Nigeria. Methods: In-depth
interviews were held with 34 health workers providing TB services in private and public health facilities and the Lagos state Program
Officer between October 1,2016 and January 31, 2017. The transcripts were read severally and coded for qualitative data analysis. Themes
were developed from coding. Results: Insufficient or lack of funds to track patients lost to follow-up, conduct home visits, collect drugs
from the central stores, and shortage of laboratory reagents were some of the logistical challenges encountered by the health workers.
There was shortage of health workers and some were yet to be trained resulting in work overload. This was situation aggravated by the
frequent redeployment and health worker attrition in the public and private sector respectively. Conclusion: The government need be
proactive and show leadership by finding lasting solutions to the logistical and human resource challenges facing the LAgos State TB
and Leprosy Program.
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several community DOT models, contact tracing, and community
outreaches to achieve the national targets.*”

INTRODUCTION

The foundation of the current global tuberculosis (TB) strategy
was established in 1994 with the launch of the directly observed
treatment short-course (DOTS) strategy' after the declaration
of TB as a global public health emergency by the World
Health Organization in 1993.2 The goal of the DOTS strategy
was to meet the global target set in 1991 by a World Health
Assembly resolution to cure 85% of smear-positive patients
under treatment and detect 70% of cases by the year 2000.3

Despite these efforts, TB remains a public health challenge in
Nigeria. The case detection rate in the country is one of the lowest
worldwide at 16%, Nigeria is the fourth among the high-burdened
countries for TB and one of the six countries contributing 60%
of new TB cases globally. TB and HIV coinfection rate is about
17%, and the incidence of multidrug resistance TB in 2015 was
16/100,000 population.® There is an urgent need to assess the
challenges of TB management in Nigeria.

The Lagos State TB and Leprosy Control Program (LSTBLCP)
commenced DOTS management of TB in 2003. As at 2015,

The National TB and Leprosy Control Programme (NTBLCP)
has started the implementation of DOTS strategy through public
health facilities in 1993. As at December 2014, there were 5728

DOTS treatment centers and 1765 microscopy centers in 774 Address for correspondence: Dr. Olusola Adedeji Adejumo,

Local Government Areas (LGAs) in the country.* In 2007, Nigeria
commenced the private sector engagement in TB management
based on the recommendations of the STOP TB strategy in 2007.°
This was done to improve access to DOTS services and leverage
on the potentials of the private sector which provides 60% of
health services in Nigeria.® Besides, the NTBLCP implemented
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there were 311 public and private health facilities offering
DOTS services in all the 20 LGAs in the state. Lagos State
contributes 9.4% of the national TB notification. Despite
the increase in TB treatment centers and microscopy sites
between 2011 and 2015, case notification rates decreased from
82.9/100,000 in 2013 to 72.1/100,000 in 2015.°

The challenges of TB control in Lagos State are complex. We
have previously demonstrated poor policy implementation,®
health system factor (health system delays and poor availability
of TB diagnostic materials),!"!? health-care providers’
factor (poor adherence to TB treatment guidelines and
suboptimal knowledge of TB management),'>!'* and patients’
factor (treatment interruptions) to affect TB control in Lagos
State.!’ This present follow-up study delved deeper to describe
the challenges encountered by the public and private DOTS
providers in Lagos State, Nigeria.

MeTHoDS
Study design

In-depth interviews were held between October 1, 2016 and
January 31, 2017, with the Lagos State TB program officer
and 34 health workers providing DOTS services in selected
private and public DOTS facilities in Lagos State, Nigeria.

Study background

Lagos State is one of the most populous states in Nigeria
with an estimated population of 12,155,337 in 2015.1¢
Administratively, Lagos State is made up of 20 LGAs. At the
State and LGA level, TB control activities are coordinated by
a control officer and TB local government supervisors (TBLS),
respectively. The TB supervisors oversee the activities of the
DOTS providers (DPs) within their LGAs and send reports of
TB activities within their LGAs to the LSTBLCP on a quarterly
basis. DPs also double as TBLS in some cases.

Study selection and procedure

DPs from health facilities selected in our earlier study were
purposively recruited for this study. The selection of DOTS
facilities was earlier published.! DOTS facilities that were
in operation as at 2010 and served both as treatment and
microscopy centers were selected from a sample frame of
DOTS facilities in Lagos state provided by the State control
officer. All the DPs of the 34 facilities were contacted
individually, and interviews were scheduled at the convenience
of the DPs. Of the 34 DPs interviewed, 8 were TBLS.
Interviews were conducted between October 1, 2016 and
January 31, 2017. The Lagos State TB control officer was
also interviewed.

The DPs were assured of strict confidentiality and written
informed consents were obtained before interviews were
conducted. An interview guide was developed to explore
the DPs perception on the challenges of TB control. The
Lagos State TB control officer was interviewed to confirm
the claims of the DPs. Open-ended questions/prompts were
used, and discussions were not led along predetermined

lines. Interviews were conducted either in English, Pidgin
English, or Yoruba (local language) depending on the DPs’
choice. Each interview lasted between 20 and 30 min and was
audio-recorded after verbal permission was obtained from the
DPs. Translation and transcription of all audiotapes were done
by two co-authors (VAA and BOF) independently. They later
worked together along with another co-author to reconcile the
differences in translation. The third co-author (TFA) served as
the tiebreaker in the event of discordant opinions. Thematic
analysis was done with the English version of the transcripts.

Ethical considerations

Ethical approval was obtained from the Health Research and
Ethics Committee of Lagos State University Teaching Hospital
Lagos. Written informed consent was obtained from the DPs
and they were assured of confidentiality.

Data analysis

All recordings were transcribed verbatim within 48 h of
the interview. The transcripts were read several times and
scrutinized, and the data were systematically tabulated into six
themes that were identified a priori to facilitate comparison and
interpretation by two independent researchers. These themes
were challenges of TB management and supervision, challenges
with laboratory tests, challenges with DPs’ training, and work
overload. A codebook was developed of emergent themes
following training on the application of the codes. Verbatim
quotes were selected to stress concepts and recurring discourses.

ResuLts

Participant’s characteristics

Of the 35 participants interviewed, one was the TB control
officer for the State, while 23 and 11 were from DPs public and
private sector, respectively. Eight of the DPs from the public
sector also worked as TBLS. Seven DPs from the private sector
were from private-for-profit (PFP), whereas 4 were private not
for profit (PNFP) organizations.

Logistical challenges with tuberculosis management and
supervision

The DPs were faced with similar challenges regardless of
where they offer services. They complained of insufficient
or lack of funds to track patients lost to follow-up, do home
visits, or collect drugs from the central store. Some DPs who
were TBLS complained about the gross insufficiency of the
funds for supervision. They had to underwrite the deficit and
occasionally support poor patients with transport fares or food.

“....we don’t get money for making calls, we are not even
reimbursed when we use our money, today, I still called a
patient with my phone. Nobody is paying for the calls ...” (DP,
Public facility 7).

“....oh let me tell you, things no dey easy for us, can you
imagine, the motorbike meant for supervision is bad, no
money to repair it, I spent my money to repair it...” (TBLS,
Public facility 3).
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“...let me tell you, we sometimes buy patients food and give
transport money to patients who are poor and stranded, some
ofthem come, they tell you, auntie, I have not eaten today how
will T take my drugs, I trekked here today, if it is you what
will you do. This is part of what we go through daily....” (DP,
PFP facility 1).

Logistical challenges with laboratory test

Some of the DPs from the public sector were frustrated at the
way DOTS laboratories turned down the request for follow-up
smear microscopy test because of work overload, breakdown
generator set, laboratory renovation, and shortage of reagents.

“...we don’t have enough laboratory in our LGA, the
laboratory technicians are overworked, and they don’t want
to take additional samples from other health facilities....” (DP,
Public facility 6).

“It is about 6 months since the General Hospital stopped doing
sputum test, most of my patients have finished their treatment
but have not done the last sputum test” (DP, PFP facility 2).

“I have a patient who has not been able to do sputum test for
2 months because the samples were not collected from her at
the laboratory because of no reagents” (DP, PFP facility 3).

Logistical challenges with directly observed treatment
short providers’ training

Lack of training was another logistical challenge identified by
the participants. Redeployment, retirement, and staff attrition
were identified as the reasons for the shortage of skilled
personnel in the public and private sectors. Although the trained
workers do conduct some informal training for the recruits,
the DPs claimed this was not enough.

“...majority of them that were trained earlier have been
disengaged from service, some have retired so since they have
retired, there’s no training for the existing ones that are there. It
is the step-down training that we know we are giving them, and
there is no how you can do that step-down training that will be
like the state training them as they want....” (DP, PFP facility 2).

“...Training is the first challenge, we cannot give what we
don’t have and we don’t have enough skills or capacity. We are
not trained and it is a big challenge...” (DP, PNFP facility 1).

Interviewer: Are you saying you have not had any form of
training before taking up this role?

“...Yes, I have not been trained at all. I was asked to come and
work here and the TBLS came here to explain somethings to
me, but I heard that people go for training. I do call the TBLS
each time I have issues, is this how we shall continue? I beg
we need proper training.” (DP, PNFP facility 1).

The incompetence of some health workers was a cause for
concern for two DPs who were TBLS. The quotes below
summarize their frustrations.

“...Some of the DPs don’t have a good record, it is a big
problem, imagine during supervision, their work is full of

errors, we have to do the work all over again, I have been
correcting over and over again, I simply don’t know what
to do. They are making the work to be more and more
difficult....” (TBLS, facility 5).

In his response, the State TB control officer confirmed that
some of the DPs in the public and private sectors have not
been trained. The frequent redeployment in the public sector
and staff attrition in the private sector complicated matters.

“....training is done by the national programme. Okay. And
they are doing a lot on it. At least they are planning training
for 15 more staff. The problem is a lot of time, you will
just see someone you just trained being transferred out of
the DOTS center and the person coming in has never been
trained before. We are currently compiling the names of those
who have not been trained. So when we have the opportunity,
we train such people. We have had an occasion where people
trained in the private sector never went back to the hospital
after training because they got a better offer from another
organization. My brother, we don’t have control over that.
The state itself has organized one training session that was
sometimes last year, we are trying our best....” (State TB
Control Officer).

Work overload

All the DPs complained of work overload due to the shortage
of trained workforce. They performed other duties apart
from attending to TB patients. The DPs from the public
sector engaged in activities such as immunization, family
planning, and treatment of patients with malaria and other
diseases. Some of the DPs who were TBLS also supervised
between 16 and 22 DOTS facilities. Similarly, those in the
private sector had other functions to perform which increased
their workload compared to their colleagues in the same
organization who were not DPs. Some TBLS complained
that the work overload could affect the quality of supervision
and data collation. The work is affecting the family life of
some DPs.

“I have about 16 DOTS facilities to supervise and they are
planning to create more DOTS facilities in my LGA. The
workload is too much.” (TBLS, Public facility 1).

“I am the person in charge of other nurses here, I have some
other duties to perform in the hospital in addition to the
paperwork” (DP, PFP facility 7).

“...For me as an example, I am the clinician in my facility. [ am
expected to go on outreach, consultation of patients that come
to my facility is my responsibility. I am the DOTS provider.
Tused to have 22, now I have 27 centers under me to supervise.
Then how do I share myself,...” (TBLS, facility 7).

“...they expect you to do outreach services, they expect
you to attend to patients, they expect you to do community
mobilization, they expect you to participate in immunization
plus days, they expect you to ensure that you do health talk
while child welfare clinic is going on...” (DP, Public facility 4).
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The stress and work overload sometimes took its toll the DPs
as some of them become irritable and unfriendly to patients.

“.... I have been sending my patients for a laboratory test at a
particular hospital, but she refused to go because of the way she
was treated the last time she went. I decided to visit the place
myself to see with my eyes what was going on. You cannot
imagine what I saw. Immediately they (the health workers)
saw me approaching them, they shouted at me to go back as
I walked in not knowing I am a DP. I can imagine what the
patients go through....” (DP, PNFP 4).

The state program officer confirmed the staff shortage
syndrome; however, the issue is beyond him since it borders
on government policy.

“...well that is true, we have staff shortage mainly in the
public sector and staff attrition mainly in the private sector,
when there’s an opportunity for greener pasture, they leave.
What can you do about that, it’s the nature of the private sector.
The decision to employ has to do with government policies.
We have to make use of what we have presently... I have
discussed with the special adviser for public health, she seems
to understand the situation and has promised that no DOTs
provider will be redeployed for the next 3 years...” (State
control officer).

Discussion

Many of the challenges encountered by the DPS in public
and private sectors were due to poor handling of logistics.
Logistical support needed to track patient lost to follow-up,
conduct contact tracing and supervision, collation of data,
and report writing were either lacking or grossly insufficient
warranting many DPs to supplement from personal earnings.
A similar finding was reported from Uganda where there were
insufficient resources to support DOTS activities and follow-up
TB patients.!” Funding for health in Nigeria is below par
generally, a Nigerian study demonstrated government budget
for health as a percentage of government general expenditure
to be far less than the agreed 15% at the African Union
declaration in 2001." Poor funding of the TB programme was
documented in a Ugandan study due to poor political will and
undue reliance on donors to provide support for basic health
services.!” In many high-burden TB countries, there are gross
underfunding and low or absent political will. In countries that
have experienced extraordinary progress in TB control, there
was a purposive increase in revenue allocation to health.”
There is a need for the Nigerian government to learn from
these countries.

Lack of reagents and consumables to do TB diagnosis, shortage
of laboratory technicians, and microscopic centers were
also experienced by DPs, similar to what was documented
previously.!>202! Although necessary steps were being
undertaken to resolve this issue according to the State TB
programme officer, the physical, economic, and public health
effects of this challenge are noteworthy.

TB has been described as an economic disease,?? there is
substantial financial loss up to about 30% of yearly household
earnings for people and their families.?* Studies from Nigeria,
China, Burkina Faso, and South Africa?*?¢ have reported a high
incidence of catastrophic cost with half of the cost incurred
before TB diagnosis.?* Several hospital visits due to delayed
TB diagnosis were partly responsible for the economic burden
of TB treatment in Uganda.!” In our study, the DPs offered
financial help to poor patients who lacked money for food
or transport fare. This financial burden often leads to loss to
follow-up, treatment failure, and poor national TB outcomes.?”
Although TB diagnosis and treatment are free, this may not be
enough given the numerous costs that TB patients face.?* The
government should put mechanisms in place that will remove
logistical and financial barriers that may endanger adequate
and comprehensive TB care. Transport fare subsidy was opined
in a previous study.?®

Similar to what was documented in studies from Uganda and
Ethiopia, there was a shortage of skilled workforce in this
study.'”?"* The DPs complained of the heavy workload due to
shortage of skilled workforce. This situation was aggravated
by poor handling of redeployment exercises in the public
sector and staff attrition in the private sector which left some
of the DOTS facilities with untrained staff. This training gap
may be responsible for poor performances of the DPs. The
lack of adequately trained health workers has been identified
as one of the major factors preventing the achievement of TB
targets.’® Lack of adequate TB training could compromise the
quality of TB care, treatment adherence, treatment outcomes,
and proper documentation.

CONCLUSION

This study demonstrated numerous logistical challenges
characterized by LSTBLCP. The provision of free TB diagnosis
and treatment is not enough. There is an urgent need for the
government to take the leadership role in seeking alternative
avenues to fund the TB programme and also review policies
regarding the redeployment of trained DPs. The engagement
of the private sector and the civil societies may the first step
in the right direction.

Financial support and sponsorship
Nil.

Conflicts of interest
There are no conflicts of interest.

REFERENCES

1. WHO Tuberculosis Programme: Framework for Effective Tuberculosis
Control. Geneva: World Health Organization; 1994. Available from:
http://www.who.int/iris/handle/10665/58717.  [Last accessed on
2017 Jan 24].

2. Resolution WHA44.8. Tuberculosis control programme. In: Handbook
of Resolutions and Decisions of the World Health Assembly and the
Executive Boar d. 3" ed., Vol. 3. (1985-1992). Geneva: World Health
Organization; 1993. p. 116.

3. WHO-Stop TB Partnership. The Stop TB Strategy: Building and

Nigerian Medical Journal | Volume 61 | Issue | | January-February 2020 -




. Adejumo OA, Femi-Adebayo T, Daniel

Adejumo, et al.: Challenges of TB management in Lagos state, Nigeria

Enhancing DOTS to Meet the TB Related Millennium Developmental
Goals. Available from: http://www.who.int/entity/tb/publications/2006/
stoptbstrategy.pdf. [Last accessed on 2018 Dec 15].

Federal Ministry of Health. National Tuberculosis and Leprosy Control
Programmes. NTBLCP Annual Report. Abuja: Federal Ministry of
Health; 2014. Available from: http://www.health.gov.ng/NTBLCP%20
2014%20Annual. [Last accessed on 2018 Jul 20].

World Health Organization. STOP TB Partnership: DOTS Expansion
Working Group Strategic Plan 2006-2015. Geneva: World Health
Organization; 2006. Available from: http://www.stoptb.org/wg/dots_ex
pansion/en. [Last accessed on 2018 Jan 19].

Federal Ministry of Health. Public-Private Mix in Tuberculosis Control:
Implementation Guidelines. Abuja: Federal Ministry of Health; 2007.
Nigeria STOP TB Partnership. Nigerian STOP TB Partnership Strategic
Plan 2013-2015. Available from: http://www.stoptb.org/partnerships/
Final%20version%20N. [Last accessed on 2018 Nov 06].

World Health Organization. Use of High Burden Country Lists for TB
by World Health Organization in the Post-2015 Era. Geneva: World
Health Organization. Available from: http://www.who.int/tb/high tb
burdencountrylists2016-2. [Last accessed on 2018 Dec 10].

Adejumo OA, Daniel OJ, Abdur-Razzaq HA, Shogbamimu YO,
Femi-Adebayo T, Adepoju VA, et al. Trend of tuberculosis case
notification and treatment outcome in Lagos state, Nigeria: A 5-year
retrospective study. Trans R Soc Trop Med Hyg 2017;111:300-7.

. Adejumo AO, Azuogu B, Okorie O, Lawal OM, Onazi OJ, Gidado M,

et al. Community referral for presumptive TB in Nigeria: A comparison
of four models of active case finding. BMC Public Health 2016;16:177.

. Adejumo OA, Daniel OJ, Otesanya AF, Adejumo EN. Determinants of

health system delay at public and private directly observed treatment,
short course facilities in Lagos state, Nigeria: A cross-sectional study.
Int ] Mycobacteriol 2016;5:257-64.

0J, Adejumo EN,
Abdur-Razzaq H, Odusanya OO. A comparative assessment of public
and private DOTS laboratories in the Lagos state TB control programme.
Afr J Clin Exp Microbiol 2015;16:79-85.

. Adejumo OA, Daniel OJ, Gidado M, Otesanya AF, Adejumo EN,

Jaiyesimi EO, et al. Are tuberculosis patients managed according to the
national guidelines in Lagos state Nigeria? Int J Clin Med 2016;7:16-24.

. Adejumo AO, Daniel OJ, Kuyinu YA, Wright KO, Jaiyesimi EO,

Odusanya OO. Awareness and knowledge of health care workers at
DOTS facilities on the management of tuberculosis in Lagos, Nigeria:
A public private comparison. Br J Appl Sci Technol 2016;12:1-8.

. Adejumo AO, Daniel OJ, Otesanya AF, Ashipa T, Adejumo EN,

Abdur-Razzaq HA. Factors affecting treatment interruption among TB
patients in Lagos Nigeria: Is there any need for treatment supporters? Int
J Clin Med 2016;7:389-98.

. National Bureau of Statistics. Available from: http://www.nigerianstat.

gov.ng. [Last accessed on 2018 Oct 11].

. Wynne A, Richter S, Banura L, Kipp W. Challenges in tuberculosis care

in Western Uganda: Health care worker and patient perspectives. Int J

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

Afr Nurs Sci 2014;1:6-10.

. Uzochukwu BS, Ughasoro MD, Etiaba E, Okwuosa C, Envuladu E,

Onwujekwe OE. Health care financing in Nigeria: Implications for
achieving universal health coverage. Niger J Clin Pract 2015;18:437-44.

. Reid MJA, Arinaminpathy N, Bloom A, Bloom BR, Boehme C,

Chaisson R, et al. Building a tuberculosis-free world: The lancet
commission on tuberculosis. Lancet 2019;393:1331-84.

Shiferaw MB, Hailu HA, Fola AA, Derebe MM, Kebede AT,
Kebede AA, et al. Tuberculosis laboratory diagnosis quality assurance
among public health facilities in west Amhara region, Ethiopia. PLoS
One 2015;10:¢0138488.

Cattamanchi A, Miller CR, Tapley A, Haguma P, Ochom E, Ackerman S,
et al. Health worker perspectives on barriers to delivery of routine
tuberculosis diagnostic evaluation services in Uganda: A qualitative
study to guide clinic-based interventions. BMC Health Serv Res
2015;15:10.

Lonnroth K, Glaziou P, Weil D, Floyd K, Uplekar M, Raviglione M.
Beyond UHC: Monitoring health and social protection coverage
in the context of tuberculosis care and prevention. PLoS Med
2014;11:¢1001693.

Laxminarayan R, Klein E, Dye C, Floyd K, Darley S, Adeyi O. Economic
benefit of tuberculosis control (English). Policy Research working paper;
no. WPS 4295. Washington, DC: World Bank 2007. http://documents.
worldbank.org/curated/en/554871468175465282/Economic-benefit-of-
tuberculosis-control. [Last accessed on 2018 Dec 10].

Ukwaja KN, Alobu I, Abimbola S, Hopewell PC. Household catastrophic
payments for tuberculosis care in Nigeria: Incidence, determinants, and
policy implications for universal health coverage. Infect Dis Poverty
2013;2:21.

Su TT, Kouyaté B, Flessa S. Catastrophic household expenditure for
health care in a low-income society: A study from Nouna district,
Burkina Faso. Bull World Health Organ 2006;84:21-7.

Cramm JM, van Exel J, Moller V, Finkenfliigel H. Patient views
on determinants of compliance with tuberculosis treatment in the
Eastern Cape, South Africa: An application of q-methodology. Patient
2010;3:159-72.

Storla DG, Yimer S, Bjune GA. A systematic review of delay in
the diagnosis and treatment of tuberculosis. BMC Public Health
2008;8:15.

Massey PD, Viney K, Kienene T, Tagaro M, Itogo N, Ttuasco-Conway N,
et al. Ten years on: Highlights and challenges of directly observed
treatment short-course as the recommended TB control strategy in four
pacific island Nations. J Rural Trop Public Health 2011;10:44-7.
Gebreegziabher SB, Yimer SA, Bjune GA. Qualitative assessment of
challenges in tuberculosis control in West Gojjam Zone, Northwest
Ethiopia: Health workers’ and tuberculosis control program coordinators’
perspectives. Tuberc Res Treat 2016;2016:2036234.

Harries AD, Zachariah R, Bergstrom K, Blanc L, Salaniponi FM,
Elzinga G. Human resources for control of tuberculosis and
HIV-associated tuberculosis. Int J Tuberc Lung Dis 2005;9:128-37.

W Nigerian Medical Journal | Volume 61 | Issue | | January-February 2020




