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INTRODUCTION

The purpose of this dogument is to provide guidelines for the utilization of nursing
services in tuberculosis control programmes, Theze guidelines deal with the need for such
serviaces, #5 well &5 their planning, organization and implementation, They derive from many
yveers of practical experience in the field, especially in developing countries.

The magnitude of the tuberculosis problem on a global hasis can be understeod from the
following information released by the Tuberculesis unit of the World Health Organizaticm:l
an estimated 13 million people suffer from infectious tuberculosis inm the world today, and
more than three million die annuslly, Approximately two to three million new gases occur
each year, and in less developed countries special surveys have revealed that one person in
every hundred may suffer from infectious tuberculosis, Therefors, the management of such an
important health and social matter imposes a duty not only on governments but on citizens as
well. In this context the contribution of voluntary agencies should not be underestimated,
since many countries attribute their success in tuberculosis control programmes to the activities
of these groups.

A tuberculosis control programme in its broadest sense has three main functions: prevention,
case—finding and treatment, and must be seen in its toatal relation to other health services,
both preventive and curative, More specifically, epidemiolegical and demographic factars,
such as birth-rates, mortality rates in general, tuberculosis prevalence, as well as morbidity
and mortality rates wil) influence the type of programme to be adopted. The main consideration,
of course, will be the availability of resources in terms of both funds and personnel,

Recent tremds in public health administration subscribe to the policy that tuberculosis
control should form an integral part of general health services, a government responsibility
in most countries. The structure &f these services mry vary, but generally they are
ajdministered at three levels - central, intermediate and peripheral. At central level the
health ministry may co-~ordinate its activities with those of other ministries - agriculture,
education, social welfawre, etc., but it should assume responsibility for the total health
programme of the ¢ountry, providing health szervices for vulnerable groups of the population.
These services should be incorporated into the total health structure and must Tunctien on a
permanent and continuous basis. The central level should alsco set standards for haspital
administration and hosplta) care and for medical and nursing education.  Programme planning
and policy making are primarily the responsibility of the central level, while programme
implementation will be delegated to the next levels of administration. Nursing personnel will
participate at all levels of administration and in all aspects of health service programmes -
planning, implementaticon, supervision and evaluation,

Becruse the implementation of nursing programmes in tuberculosis will be carried out by
nursing personnel &t the peripheral level, particularly by auxiliaries who will need cilose
supervision, the greater part of this guide relates to the work of personnel at that level,

2. HISTORY OF TUBERCULOSIS CONTROL
General
Tuberculesis was prevalent and reccognized from very early times, as was demonstrated by

the evidence of healed bone lesions in mummies found in tombs of the early Egyptians, Through
the centuries it was constantly veferred to in the writings of learned men,

1 .
World Health, March 1964.
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With the industrialization of Europe, beginning about the last quarter of the Eighteanth
Century, the prevalence of tuberculosis was noted to increase, Generally the victims werc
found zmeong tho under-privileged, who, because of overcrowding, lomg hours of work, poor working
conditions, low wages and impaired nutrition, werc casy victims of the disease.

Seientific research on the nature of tuberculesis hegan in the Seventeenth Century, when
tubercles, tubserculous cavitics and tuberculous lymph nodes weore first deseribed. In
succeoding years, numercus workers in many countries added to the rapidly grawing knowledge of
pathelogy, and in 1872 Hobert Koch isolated the organism that causzed the dizeaze, calling it
the tubercle bacillus, Tuberculosis was identified as an infectious disease, more spocifically
an airborne discase, capable of beirng transmitted from ohe person to another by the inhalation
of cough particles emanating from an infected person.

2.2 Tuberculosis hospitals and sanatoria

This scientific knowledge led to the idea of isolation and the establishment of speciatl
hospitals or sanatoria where infectious people were detained, often for very long perieds,
These institutions were usually situated in the country or in mguntainous areas, Since mountain
atr was considered beneficial to the patient and even necessary for hisz recovery,

Treatmenl consisted of prolonged bed rest, an abundant dict, fresh air, and the relief
of symptams, usually coughing and chesf pain. Criteria for improvement were the reduced
evidence of symptoms, gain in body weight, and maintenance of normal bedy temperature, The
deciding lfactor in recovery was, and still is, the abscnec of the tubercle bhacillus in the
sputum of the patient, at which stage he was choouraged to begin exercises, increasing them
gradually until full aectivities were possihle. ‘ )

From about the sarly 1920s onward, the wuse of X-ray became increasingly popular, not only
as an oald in diaghosis bBut also as a2 tool for measuring the progression or regression of the
digense, Other forms of treatment werc tried, including collapse therapy, which was desighed
teo rest the affected part of the lung by the intreoduction of air, under regulated pressura,
into the pleural cavity and sometimes into the abdominal cavity at a site nearest the affected
part, This therapy had certain drawhbacks, one of which was the formation of fluid in the
pleural cavity, generally because of long=standing adhesions of the pleura.

Artificial pneumothorax (or peritoneum), as this therapy was called, was the first instance
of a surpical procedure being performed in szanatoeria, it was a protracted therapy inasmuch as
the refill had to be repeated at regular intervalz, perhaps twice a week, and continued for
viirying perieds - somgtimes for two years or more, according to the progress made by the patient.
A =ingular advantage was that it could be carried out on an ambulatory basis after the initial
phase of troatment and okservation,

later dn, chest surgery was introduced hut performed only on specially selected patients,
many of whom had been treatment failures: when given collapse therapy. Thoracoplasty, oxXtra-
pleural preumathorax, and resection of the whole lung or a part of it reguire the surgical
services of large hospitals or of specialized hospitals, Many countries continue to maintain
a4 number of beds specifiecally for tuberculosis patients of 21l catepories, especially for those
in the initial stages of treatment, for cmergencies, for surgery, and for research purposes.

2.1 Tuherculosis dispensariecs

When patients were discharged from sanatoria or chest hospitals, their clinical supervision
became the respongibility of different agencies according to the services available in their
place of residence, Sometimes responsibility would fall to the family physician, aft other times
ta the uut—patienf department of a district or other hospital, In gentres of greater population,
spagialized out-patient clinies or tuberculosis dispensaries were often established to provide
¢linieal ang follow-up service, somctimos with a limited amount of home supervision. A
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recognized institution of this kind, established in Edinburgh at the end of the last century,
provided a social service as one of its functions. Generally these clinics did not extend
their aotivities much beyond the urban areas, This meant that people in rural areas had
litile opportunity to benefit from thelir gervices,

Under surveillance at these institutions were the following categoriss of population:
those seeking diagnosis, whether referred by ancther dector or reporting voluntarily; patients
who had been treated in a sapatorium or chest hospital; families of patients: certain "high

risk” groups, such as nurses and other exposed personnel. The staff of these institutions
often offered supervision in such matters as the principles of isolation and the value of
good nutrition, They often co-operated with members of other agencies, public and voluntary,

who were administering social services.

In recent years, the strueture of tubereculeosis programmes has been changed and the quality
of the =service enhanced by two important inngvations: the large-scale availability of a
relisble vaccination, BCG, and the discovery of specific¢ antituberculosis drugs, which made
possible self-administered ambulatory treatment,

2.4 BCG vacecihation

Bver since the infectious nature of tuberculosis was recognizmed, the diszcovery of &
reliable protective vaccine was envisaged as the greatest preventive measure that could be
hoped for, Unti]l the time of that discovery, iselation from the source case was the only
known preventive measure and, too often, this teok place afier rather than bhafore the disease
was transmitted. Calmette and Guérin, after years of experimenting during the eazrly part of
this eontury, produced an attenuated bacillus - Beeillus Calmette Guérin - capable of
pratecting the non-infected from hecoming infected. The degree of protection offered by BCG
has now been shown to be up to 80 per cent,

Like that of other scientific diseoveries, the acceptance of BCG vaccine was not immediate,

and an unfertunate incident in 1930 detracted from its belated popularity, However, its value
could not be disputed, as was later proved. Conditions following World Wayr Il revealed a
deterioration in the tuberculosis situation in European countries, Health planners at that
time approached the problem by organizing BCG vaccination oh a mass scale. Socn afterwardas,

developing countries became aware of their tuberculcosis problems and followed the mass-campaign
pattern of BCG vaceination &s the initial phase of tuberculosis control. For this purpose,
personnel were recruited from different ranks and given short training courses in the specific
procedueres of tuberculin testing and reading and in BCOG vaccination. A more recent trend is
the integraticn not only of BCG vaccination but of all tuberculosis control functions into the
besic health services.

Technigues used in tuberculin testing and in BCG vacecination and assessment have been
standardized by the World Health Organization's Tuberculosis unit in Geneva and are described
in its technical guides.l Recent ressarch has shown the pessibility of administering BCG
directly without prior tubercaulin testing and simultanecusly with other vaccines, notably
smallpox vagcine.

2.5 Chemotherapy

The discovery of specific antituberculosis drugs heralded & new era in the field of

tuberculosis. From 1945 onwards several of these drugs were released for general use. The
most widely prescribed are Isoniazid (I.N,H,}, Thicacetazone (Thl), Streptomycin, and
Para Aminosalicylic Acid (P.A.S.). Iscniazid has the virtue of being the most potent, the

Ses Bibliography.
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cheapest, and the least toxic of the group. With the cxception of Streptomycin, which is
administered hypodermically, all are prepared in oral forms suitable for ambulatory
chemotherapy. Those drugs are known as "first linc" drugs and are used in a varicty of
combinations, generally with Isoniazid Torming the basic component . "Second line' drugs,
which are active against bacilli resistant to the former, are also availahle. Howover,

because of their price and toxicity, they are not generally used in mass-therapy progrommes,
their use being restricted to conditiens where very close medical and pUrsing supervis=ion can
be given,

Several well controlled studies on the relstive merits of ambulatory chemotherapy and
hospltal therapy have been garried cut in different countries. The findings arc vory
#imilar and show that patients having ambulatory therapy recover as quickly as do those in
the hospital group, in spite of the poorer diet, overcrowding, znd lack of rest. Moreover,
they show that family contactzs of the group treated at heme do not manifest a grocater
likelihood of developing active tuberculosis than do the cohtacts of hospitalized patients,
an tndication that the drugs effect virtual chemical iselation,

Thiz information proved that ambulatory chemotherapy was possible and would replace, in ._;,
a vast majority of cases, the former regimen of long hospitalization and its attendant tomastic,
occonomic, and psychological problems. Such an advancement had other implications, e.g., lor
the Ffirvst time in many countries the possibility of rural coverage had become a reality.
Sinee the population of most developing countries is largely rural (India 8GC per cont,),
administrators are now planning their health services with the aim of completely covoring
rural areas, This i1s beding achieved by the development of comprehensive programmos through
peripheral health centres, whereby the emphasis is5 shifted from hospital to community carea,

2.6 Changing role of the nurse from hospital to community care

The advent of sanatoria and the recognition of the value of prolonged bed rost created a
demznd for high standards of nursing in tuberculosis. These related to the guality of bedside
nursing care, the principles of isolation, and the health education of the patient, all of which
required the more refined nursing skiils usually needed in the care of general modical and
general surgical patients,

The practice of ceilapse therapy further inereased the functions of the nurse. Thesc
included: the preparation of necessary equipment - with strict adhecrence to aseptic techniquos;
assistance to the physician during the actual procedure; and the close observation of the ‘}
paticnt afterwards.

For patients who failed to respond to collapse therapy, the introduction of surgical
medsures called for exacting post—operative nursing care even up to the stage of rehabilitation,
The traumatic pature of patient reaction to such surgery required great skill in ebservation
and 1n the giving of nursing comfort and support.

As the care of patients was gradually transferred from sanatoria and chest hospitals to
out-patient departments, nurses had additional responsibilities for co-ordinating the transfer
of patients, for giving home supervision where 2 howe-vigiting service was established, and
For co~operating with other agencles giving material aid. They were also responsible for the
care of records, charts, X-ray fiilms, laboratory reports, etc., relating to patients having
tubarculosis.

The intraduction of BCG vaccination inte the functions of a elinic increased the activitios
of nurses to include tuberculin testing and reading and the administering of the vaceine, As
a part of these larger functions, nurses participated in the establishment of standard technigquos
in tuberculin tosting and reading and in the giving of BCG vaccines,
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The discovery of specific yntituberculosis drugs revolutionized the marmagement of tuberculosis
PrOErammes. Because this meant that a majority of patients would undergo ambulatory treatment,
fewer nurses were required for giving hospital care. As a result, pursing in the community,
thereafter, was on a broader basis, with nurses participating in all control measures;
informing the community of newer concepts of tuberculosis control; assisting the physician in
case-finging, homée supervision; and the recording of data for planning and evaluation.

While the foregoing changes wers evolving at the peripheral level of nursing in tubercu-
losis programmes, the ceéntral administrative level was also experiencing an evolution.
Whereas, formerly, the nurse at this level was chiefly responsible for the administration of
hospital nursing services, she now assumes funetions in programme planning, including the
planning of staffipng patterns, the preparation of nursing perscnnel, and their supervisicn.
Such planning entails ¢lose co-operation with other health personnel at the top level and
greater co-ordination of asctivities among the three (central, intermediate, and peripheral)
levels of nursing personnel.

3. FUNCTIONS OF NURSES AT DIFFERENT LEVELS

3.1 At the peripheral level

The peripheral health centre is & permanent establishment within easy reach of the
population it serves, and it is egquipped to serve that population both &t the centre and in
the home. One of the functions of the peripheral health centre is the detection, treatment,
and prevention of common diseases, especially communicable diseases including tuberculosis.
The unit is staffed by 2 team of professional and/or auxiliary health workers consisting of:
a physician or medical assistant; one or more professional or auxiliary nurse-midwives or,
where these do not exist, of professional or auxiliary nurses or auxiliary midwives; ane or
more sanitarians; and supporting staff as required. In most developing countries the nursing
work will most likely be carried out by nurse auxiliaries under the administrative supers=
vision of the dector and the technical supervision of the nurse,

in the contreol of tuberculosis, the nurse or her substitute wilil participate actively:
in the prevention of the disease through BCG vaccination; in ecase-finding: and in the
treatment of patients with infectious pulmonary tuberculesis - through chemoprophylaxis where
economically feasible. '

3,1.1 In prevention

The nurse is responsible for informing the population in her area about the preventive
services available, emphasis being given to the importance of vaccination, BCG among others.
Information can be given during home visits made by the nurse for any purpose, during the
time patients attend gener:] c¢linies, especially in sub-ceontres where contacts are tew,
during the hurse's visits to schools, at civic gatherings, at mothers' club meetings and those
of parents and teachers, ate, Other agencies and personnel engaged in health activities,
both government and private, such as meternity hospitals, pre-natal and post-natsal clinics,
and private deoctors, should be informed by the nurse of all preventive measures offcred at
the peripheral level and should be encouraged to participate in all preventive measures
offered at that level,

Those groups eligible for vaccination will be decided at a higher governmental level.
Target groups are likely to include infants, schoolchildren, clogse family contacts of known
tuberculous patients, and any children referred from other agencies. Government policy will
determine whether or not the vaccination will be preceded by & tuberculin test. As an
integral part of the general health service, BCG vacgination will be performed at regular
intervals - once 'a year in schools, once a month or once in two months for infasnts - but a
regular schedule will be maintained in order to abviate confusion among the public.
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Where school populations form part of the eligible group, health and education authori-
tizs at a higher level should reach an agreement allowing vaccinations to be performed in
the schools, Early in tMe school year the nurse should visit all schools in her aresa and
discuss the fortheoming vaccination programme with the teachers and with the school health
service if it exlsts, With their permission she should receord the names and apges of all
children to be vacginated, together with the tescher's name and ¢lass sub-division, on the
spocial form to be used on the day of testing &nd vaccination. This function will generally
he perlformed once during the school year.

Some time beforc the date of vacecination tho nurse should again mest with school

porzonnel to discuss details, planning her work, as far as peossible, to suit the school's
Activities,

Dased on the approximate number of people to be vaccinated, a reguisition for the
nocessary bioclogicals will be prepared by the nurse and submitted to her senior officer, who
will facilitatc the order, always allowing encupgh time for its preparation and delivery prior
to the date of vacecination, The nurse and other staff members wil) then remind the public
of the date, time, and place of vaccination, The day before that date, the nurze will check
equipment, i.e., the refrigerator, syringes, needles, sterilizers, spirit lamps, and shields,
assuring at the same time that sufficient stocks of cotten, alcohol, and record forms and
cards are available.

On the day ¢f testing and/or vaccination, the nurse should inspect the biclogicals to be
used, noting their name, volume, dosé and date of manufacture. She should assemble all
equipment, including an ice-containing theormos for holding the biologiecals, and the "mastor
list" or the cards used for recording. (A gample of the record carpd appears in
WHO /B /echnical Guide/4.65.)

An auxiliary worker or a volunteer, after being instructed by the nurse as to how to
complete the lists, may help with the recording, {In school programmes the class teacher
or student teacher may offer this service.) When the vaccineesg arrive, thelr name and age
are checked against the master list, after which the nursc inspects the skin of both upper
armg to determine the presence or abhscnee of former BCG scars, remembering that the absence
az well as the presence of old scars are to be recorded on the list. She then tests or
vaccinates, o function that is not recorded until after it is performed. The procedure is
50 simple amndl guick that mothers are not alarmed; on the contrary they feel Like active
participants, When tuberculin testing is being carried out, the mother is given an eppolnt-
ment to bring the child back for reading, the reasons for this and the value of vaccinatien
being explained to her. Clinics provide an excellent opportunity for such health teaching.

When procedures are finished, the nurse collects the lists and cards and checks them for
complotoness of data, neoting date, totals, etc. All procedures are roecorded as seon as tho
function is performed and not at the end of the day or the end of the week, The value of
records lies in their aceuracy and in the regularity with which they are submitted for
ovaluation. Most apencies request a monthly performance record to he completed and
submitted punctually. Few narrative reports are requested at the peripheral level, but if
the nurse makes an observation she should comment on it in her report. Perhaps she noted
an upusual frequency of skin disorders among those attending the clinic, or a high percentage
of children having positive tuberculin reactions. All of these points are useful in an
assessment of the gquality of the health service.

When the recording is completed, the nurse ¢ollects all equipment, washes, tosts, boils
ang dries syringes, needles and forceps, and stores thew separately in special containeors Tor
further use, Equipment used for tuberculin testing must be kept soparate from that used for
BCG vacclnation, All opened phials of materials must be destreoved, preferably by burning.
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3.1.2 In case=finding

Success can be expected only when the reservoirs of infection are found and treated
effectively. The nurse's close association with the publie provides her with a good
opportunity to contribute teo this very important functien in tuberculosis control, Sha
cultivates an awareness as to the manifestation of symptoms, i.e., a cough of more than two
weeks' duration, chest pain, fever, and haemoptysis, and learns when and where to apply her
knowiadge,

Some people come to general clinics voluntarily because they are motivated by their
symptoms to seek relief, whilc others accept a chronic cough, even of long duration, as part
of their daily life. Such people often attend clinics to seek relief for other complaints,
at which time the cough is noted by the staff of the clinic. It is among this group that
the nurse will be most active, Opportunities for further observation will be provided
during home visits, when there is time for dialegue between nurse and family, at pre-natal
and post~natal clinics, during group vaccinations, in fact, at any time throughout the course
of the nurse's daily activities,

When & person manifests symptoms of tuberculosis, it is the nurse’'s responsibility to
refer him for investigation to the nearest centre offering facilities. If the peripheral
health unit has a microscope and someone trained to use it, the investigation should begin
there. If there is no micrescope, a sputum specimen can he taken and sent to the nearest
centre having a microscope. Where slides are provided at the peripheral health service,
the procedure is facilitated, since the slide or group of slides can be prepared and sent on
at any time, the sending of a fresh specimen being unnecessary. This is especially
convenient in tropical eclimates.

Generally, people are more co-operative when left in familiar surroundings, Moreover,
a service given locally provides the patient with personal advantages: he does not lose
work—-time; he is spared the ¢ost of transport; and his movements do not become a matter for
discussion among his neighbours.

The number of patients discovered in any given area will largely depend on the amgunt and
quality of case-finding. 1f the case-finding programme has been active and effective,
neturally more patients will be found and put under treatment, Thus, the case-load of a
nurse in one area may be greater than that of one in a similar area. Where this is so,
offerts should be made to determine the cause of the discrepancy.

3.1.3 In ambulatory chemotharapy

3.1.3.1 Registration and referral: When 2 person is diagnosed tuberculeous, his name and
other details are recorded on & clinical-treatment card like the one described in
WHO/TB/Technical Guide/4.85. A Tuberculosis Register or Case Index is generally maintained
at the next level of health authority. Treatment may be undertaken by the peripheral unit,
by another agency, or by a private physician, or the patient may be hospitalized, Whatever
the situation, the patient remains the responsibility of the place where he has bheen
registered until an assurance is given that he has:

(a) recovered = this being supported by bacteriological and X-ray evidence:
{b) died - with cause of death, tuberculosis or other, being noted;

{c) meved - to an area beyond the supervision of that particular health
authority,‘avery effort being made to trace him, especially if he is infectious;
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(d) been lost despite several attempts to trace him;

(e been hospitalized, the date of his admission being communicated to the
nearest health authority (Tuberculosis Register) concerned so that time will

not be spent in checking his wheresbouts. When a patient is discharged,
information to this effect should elso be referred to the health authority,

g0 that the patient may be followed up and encouwraged to continue treatment.
(This exchange of information may often involve the physical transfer of tho
patient's Clinical-treatment Card, always in that case, through the Tuberculosis
Register's office.)

An inter-province and/er inter-state referral system will be co-ordinated at the highest
level. This system provides the most reliable statistical and epidemiological information
#nd also (and mainly) the best service to the patient.

3.1.3.2 Priorities for theo selection of those to be trecated will be determined at the
highest level according to the respurces available in terms of funds for drugs and of
personnel for the supervision of ambulatory treatment. In developing countries having
higher rates of tuberculesis prevalence, emphasis will be placed on the search for infectious
people and on their treatment, Thusg, the first priority for treatment will be all "open'
cases excreting the tubercle bacillus, while the second will be those persons who are shown
by X-ray diagnosis as having advanced and moderately advanced cavitary disease but in whom
the tubercle bacillus is not demonstrated. The latter group is a potentially dangerous one
and is very worthy of attention. The less-active categorics will be considered only after
the first two have been dealt with,

3.1.3.3 The initial interview between patient and doctor and patient and nurse is very
important, since the success or failure of subsequent treatment may well depend on tha
quality of this meeting. The object of the ipnitial interview is te motivate the patient to
co-operate with the health service. Congideration must be given to the emetional reaction of
a person whe learns for the first time that he iz tuberculous, If he is the ecarning member
of the family hiz immediate concern will not be for himself but for hisz dependants. Thus,
his primary concern will net be health, but the sustenance of himself and his dependants.
Since, physically, he will net feel any different on the day of diagnosis from what he felt
the day before, he may be unable at the time to grasp the significance of his new situation
and may not, therefore, he receptive to advice. For this reascon it becomes vVery necessiry
that the nurse approach the subject with sympathy and understanding and encourage the patient.

Privacy is another important factor relating to the initial interview, since most patients
are sensitive to having a neighbour learn about their personal affairs. Interviews that take
place "under the mango tree', so to speak, are hardly conducive to privacy.

During the initial visit the patient will be given either a supply of drugs enough fer
one month or a4 prescription to purchase his own drugs. Onece drug therapy has been preszcribed,
the management of the patient and that of his family becomes the responsibility of the nurse
in the area where the patient lives.

3,1,3.4 The initia)l home visit, if feasible, should take place as soon as possible aftor the
patient has been diagnosed, since this is the time when both he and his family are looking for
the nurse to help guide and encourage them in facing their new problems and when they are most
sensitive to guidance.

The approach to the home should be cordial and tactful. When the purse has identified
herself and stated briefly the purpese of her visit, the conversation should be led by the
head of the houscheold. Health and social workers would do well to remember that they are
guests in the home, a situation guite the reverse of that existing when the patient visits a
glinic or hospital.
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Puring the home visit, the chief funetion of the nurse is the motivation of the patient
to take his specific drugs regularly over the prescribed period -~ usually not less than one
Vear. The family should be included in this dialogue so that they can better understand the
reasons for continuous medication angd for other measures and can help the patient by
encouraging And reminding him of his duty, It is hoped, therefore, that the initial home
visit will be & preventive measure, net a corrective one like the home visit made after a
patient fails to collect his drugs,

All informatien given by the nurse should be given with confidence and enthusiasm, and
always with an optimistie prediction of the patient's recovery. Newer concepts of tubercu=-
losis control must be explained, especially with regard to activities permitted to the patient.
Only in very extreme cases would bed rest be recommended. If a patient feels well enough to
continue his work, he should be encouraped to do so in order to obviate the socic-economic
problems that would arise as a result of his inability to keep his place in his family, at his
work, and in the community.

According to modern concepts of treatment, the need for isolation is not stressed because
antituberculosis drugs, when taken regularly, will reduce the degree of infection in the sputum.
Howaver, certain norma) precautions continue to be advisable, and the patient should be
instructed to dispose of his sputum in a practical way - by burning 1t in paper or in =zome
dry leaves, The habit of indiscriminate coughing and spitting, whether by tuberculous
persons or gthers, should be discouraged.

The nurse should asgess the family's resources so that she can make recommendations that
conform with the family's ability to fulfil them. If a geparate bed is avallable, for
example, the patient zhould he encouraged to use it. Other information given by the nurse
could include some advice on nutrition, always aimed at the best use of available resources.
If the situation warrants it, some instruction could be given on personal and environmental
hygiens, koth general and specific, No more information should be releasaed to the patient
and his family than they can assimilate. In ne case should marginal information or health
gducation distract the patient from the gentral object of motivation, namely, the regularity

of drug taking.

Supervision of family members may start with an inguiry &s to whether other persans in
the house or the extended family have symptoms suggestive of tuberculosis. If so, the nurse
should refer them to the nearest cemtre, where diagnosis can be started. Children having no
evidence of BCG vaccination should be given an appointment for a tubereulin test, and those
#ligible should be given BCG vaccination. :

The purpose of a home vislt is to give help and advice to the family regardless of the
primary reasen for the nurse's visit. Interest in tuberculesis should not be limited to
instances where the home visit is made on account of a tuberculasis patient, If, for example,
& nurse makes & visit for pre-natal supervisgion and findes in the same house an old man with
persistent ¢ough, she should certainly refer that man for investigation at the nearest contre.
A service where the total health programme is administered by one agency at peripheral level
should have special appeal becguse it 1g comprehensive and iime-saving angd allows for the
development of a2 ¢loser patient, family, and staff relationship,

3.1.3.5 Follow-up of the patient at the health centre, ocut=-patient department, or dispensary
15 extremely impertant, since prolonged and continuous treatment is necessary for his recovery,

Nursing follow-up beging cne month after dizgnosis, by which time the patient will have
consumed the month's supply of drugs given at the time of diagnosis, Treatment surveillance
based on an appointment system is described in WHO/TB/Technical Guide/4.65. Also desceribed
arya the recording procedures applicable in tubarculosis control programmes.
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When patients call at health centres or treatment centres to c¢ollect their drugs, they
must be treated with courtesy. The nurse may begin by asking the paticnt how he feels,
whather he has taken his medicine and, if not, why not, ete¢., and refer him te the doctor if
required. She might inquire as te the welfare of other family members, expressing her concern
if anyone is not well and giving appropriate advice. Before the patient leaves, the nurse
will hand him his next censignment of drugs, writing the dete of his next attendance on his
appointmont card and on his treatment card. If patients co=-operate It drug collection, the
need for further home-visiting for this purpose is minimized and the clinical results improve.

Clinieal feollow-up takes place when tho patient has consumed the speciflic drugs for
prescribed periods - ugually six months and one year = at which time the physician will want
the patient to report for clinical re-examination, possibly with a view to checking the
cffectiveness of the treatment. The nurse will assist the doctor at this interview, making
certain ‘that the patient fully understands the instructions given,

The amount and type of clinieal follow-up will depend on available facilities, For
patients initially having bacilli in their sputum, a very effective means of agsgessing their
progress iz the periodic examination of sputum by direct microscopy. For patients initially
not having bacilli in thelr sputum, a static X-ray unit may be serving the area or a mobile
chest unit may periodically visit the health centres. If so, the nurse may arrange for
effective referrsl, indicating the day, hour and place of the forthcoming visit.

d.1.3.6 Default as to drug intake must be seriously studied and dealt with. Experience

has shown that patients fail to collect and consume their drugs for a variety of reasons,

many of which might be overcome if patients are properly motivated at the outset. Following
are some of these reasons which the nurse might examine more carefully: the patient simply
forgot; he was working and there was nobody dependable at home to send to the clinic for the
drugs; he did not like the neighbours to know he was wvnder treatment for tuberculeosis; id
the patient was a girl, she felt her chances of marriage were reduced; the patient did not
think his treatment was important because he did not really feel il); after some woeks or
months of treatment he felt so much better that he deecided no treatment was necessary = in
fret, either he is much better and should be encouraged to complete the prescribed course of
drug therapy or he is worse and heeds the treatment even more; in some developing countries
people are of the opinion that, because the medicine is free or inexpensive, it will net be so
effective as a drug with a trade pame (which very often contains less of the specifie component
that iz necessary for their daily requirement); the supply of drugs was exhaugted when the
patient went to the centre, a factor which discouraged him frowm returning,

Some of thesge ressons may he due to the brevity or poor quality of the fiprst interview
or to operational factors, In mass case—-finding, for example, especially during the initial
campaign, so many new patients may be discovered over a short space of time that it may not be
passible to give encugh time to each patient.

The depletion of drug supplies is one of the pringipal reasons for drug default and
contributes most toa the patient's lack of confidence, At the same time it can be one of the
most easily controlled ressons. Health centres should order and issue & supply of drugs
adequate for the entire cure of each patient.

The nurse will know from tho drug collection data, which she checks monihly or more often,
how many patients are co-operating. Thus she really has to follow only the defaulters,
Furthar home visits may be undertaken for this purpose. They should be centred on the cause
of default and on the suggestion of remedies. That the patient has= absconded is an indication
that he is vulnerable physically, emotionally, or intelluctually. The nurse must make az
particular effort to create & sympathetic interview situation, if possible with the other
mombers of the towsehold, so that she may elicit gently the reasons for the patient's non-
cooperation and obtain sugpestions for remedial action.
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3.1.3.7 Drug resistance is alseo an important factor in treatment and is the msin reascon why

drug intake should be continugus and uninterrupted, Drug resistancec rarely is the cguse of
treatment failure, More often is it the result of it, that is, of irrepgular or discontinued
treatment. Drug resistance is suspected when bacilli persist in the sputum a2fter 4- months

ot chemotherapy.

A "spot check” examination of the urine is sometimes made to determine whether or not the
patient is consuming his drugs. Simple "dip and read" paper strip tests have been developed
for this purpose. In some places the "intermittent' regimen of therapy is used - the patient
atterxis the health centre once or twice a week and consumes his total drug intake on the spot
under the nurse's supervision. These are methods whereby irregularity of treatment and, in
turn, drug resistance are avoided. '

3.2 At the intermediate level

At the intermediate level the nurse's responsibllities are usually two-fold, general
administration and supervision, In communities of lerger populations, these functions may
be divided between two nurses, a senior nurse supervisor and a field nurse supervisor. The
senior nurse is responsible for a larger geographical area and provides the link hetween the
highest administrative level and the lower levels, while the field nurse supervisor forms the
link between the senigr nurse supervisor and those workers at the peripheral level. In many
countries, however, the administrative and supervisory nursing responsibilities for a
particular geographical area are undertaken by & single nurse, who reports directly to the
nurse at thce highest level, Her place of duty is generaslly in a provincial town or other
centre of greater population within reascnable distance of her area of responsibility.

3.2.1 General administrative responsibilities: The nurse at intermediate level functions
under the general direction ¢f the official medical officer and under the technical direction
of the chief nurse at the central level, Her responeibilities are as follows:

- She should inform her seniors as to the current position of public health matters,
ingluding tuberculosis, in the area under her supervision. In this context she
would submit consclidated reports on gpecific accomplishments. As regards tubercu=-
losis, these might include: the number of persons tuberculin tested and BCG
vaccinated, the number of new tuberculous patients registered in the previous
gquarter, the number of patients under treatment, the number treated effectively
during the previous cne-year perieod, and so on, With this information, an
evaluation of the programme can be made and further geals or & reshaping of the
programme may be considered.

~ she should zubmit to her seniors &ll information and proposals regarding such
matters as the recruitment, selection, and assignment of nursing personnel, the
delegaticon of duties, the orientation of new personnel, in-service education,
budget allecation, supplies, and so forth, Proposals for changes and improve=-
ments should be supported with factual evidence attesting the need for such changes.

- Bhe should assist in the identification of influentizl individuals and groups
within communities whose understanding and support are essential tc the success
of the health programme,

- She should participate in the planning and assessment of local health programmes
and notably in the integration of these programmes, including the fuberculosis
programme, In this confext, she must help the medicel officer to have a clear
understanding of the capabilities of public health nursing personnel, sa that
responsibilities commensurate with capabilities can be delegated,
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3.2.2  Bupervisory respensibilities: Supervision, in the context of a health programme, is

a process whareby a designated individual (a supervisor) helps to improve the work of a scrvice
through the continuous development of workers and through the improvement of conditions under
which the work is carried out. The approach to supervision must be positive, that is, rathor
than merely following a pattern of rules, regulations, inspections, rewards and punishment, the
supervisor will encourage workers as to self-evaluation and decision-making in relation to the
declared objectives of the seérvice and according to the means available for their attainmont.

Tt is vory important that workers at operational level be kept informed of all changes in
policy emanating from higher levels., The supervisor is responsible for interpreting such
echapges and guiding operaticnal personnel in implementing them.

In promoting the effectiveness of the worker and, in turn, ot the healtb unit, the
suporvisor, with the help of the worker where possible, will evaluate the work performance,
diagnose the cause of difficulties, assess the reservoir of unrealized potential, and develop
end implement alternative procedures whereby performance may be improved fo the satisfaction
of the worker and the betterment of the health unit, In carrying out this work, the supor-
visor might find the following suggestions helpful:

= An understanding of the worker's situatien, beth prefessional and personal, is
important, If the worker comes from a centre of preater population and finds
life in a rural setting a new experience, she may have difficulty in adjusting.
Facilities for recreation will be fewer and problems of accommodation greater.
It is possible that these factors will be reflected in the quality of her work.
For this rcason, a supervisor should he aware of such factors, recognize their
significance, and help to ameliorate the situation,

m A vizsit from the supervisor may be welcomed by staff of the peripheral unit as an
opportunity to discuss means whereby a better service might bhe given to people,
the first aim of any programme. The number of visits to individual peripheral
units will depend on the allocation of funds for supervisory services and on tha
communicationsg and transport available for the area to he covered. In this
context, the size of the area, its geggraphical logation, and its population
distribution are important factors te be considered in drawing up a schedule of
viﬁitﬁ. Every effort should be made to reach the less accessible units as
frequently as the othors since workers in these units generally need the support
and guidance of their supervisor,

- Before setting out on tour the supervisor should read those reports submitted
from the arga to Le visited and note any peoints of special interest and any
changces since the previous visit. With regard to tuberculosis c¢ontrel, the
supervisor should review all records relating to achievement in the three basic
functions - prevention, case-finding and treztment - and discuss the results not
only with the nurse but with other staff members involved, inviting suggestions
from them for improved methods where indicated. At the same time, the nurse
supervisor should offer her own solutions to the problems.

- By studying the reports and discussing them with werkers, the superviser can have
some idea of the gquality of the work. For instance, the coverage of onc-~year olds
would reflect the worker's imagination and drive, while the distribution of tuberculin
reactions subsequent toc BCG vaccination would indicate the quality of the vaccination.
Where established standards are not attained, two matters will require investigation,
namely, the quality of the vaccine and the technique of administering the injection,

'Y
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- The supervizor might also discuss the planning of the nurse's day-to-day activities,
assessing not only the time spent on tuberculosis fungtions in relation to their
yield and to other work but also the priority of selection used by the nurse for
home=visiting, Where it appears that time is not being utilized to the optimum
effect, the supervisor might encourage discussion as to how to improve the situation.
Parhaps the most fruitful investment would be discussions related to the solution
of actual case-problems. These would improve the imagination of workers and help
them to aveid making pious and abstract recommendstions.

- The stocks of supplies and the maintenance of equipment are other subjects for
discussion, especially if the supervisor is responsible for the supply of drugs,
biologicals, and other expendable items as well as for printed record forms. Wherc
the delivery of these supplies is delayed, as evidenced by the date of inventory
and of receipt, the supervisor should note the fact so that action may be taken to
rectify the delay. In the matter of drug distribution she should give specific
advice as to which drugs are free or, if applicable, where and at what price they
may be obtained, and what the policy of treatment is with regard to the availablc
supply of drugs.

- In-service education for existing staff and orientation for new staff should not he
neglected, especially as they concern new techniques, e.g., those used in adminis-—
tering freeze-dried vaccines and in simultanecus vaceination.

- The physical appearance of the health centre has a lot *o do with the confidence of
the public in the health serviees offered. In this context the nurse should beo an

aezthetics adviser,

3.3 At the gcentral leve]

As all health services expand, there is a need to have a nurse at the central leovel to
give leadership te the nursing aspects of health care, This raises the question of the nurse's
place in the organizational structure, a guestion which e¢an be answered only after several
factors have been considered, particularly the status of nursing, the availability of nurses,
the level of their preparation, and the existing structure of health administration. Accor-
dingly, a nurse may be in charge of 2 separate bureau of nursing within the Ministry of Health
or she may he under the direction of a medical administrator.

3.3.1 Responsibilities to the Ministry of Health: Nurses, where they exist at national level,
should be directly involved as advisers to the Ministry of Health in rolicy making and in

planning as regards the total health programme. In this context, they, in ¢onsultation with
ather heatth personnel at national level = doctors, hospital asnd public health administrators,
statisticians, budget officers, etc, - should undertake the following:

— interprot the role of nursing, including the nurse’'s vesponsibility for the contrel
of communicable disesses, of which tuberculosis is the major one and the most urgent
in some countries;

- determine the needs and resources for nursing services, including those for
tuberculosis control;

- set standards for recruitment to nursing services and the staffing thereof, including
the staffing of tuberculosis services;

- set standards for the preparation of nursing personnel, both professional snd auxiliary,
in baszic and post-basic programmes;
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- eontribute to the assessment of the general health programme, including the
tuberculosis programme, as a basis for future recorganization and planning.

Az a part of accessing neads and resources for nursing services, the chief nurse will
have to determine the number of existing personnel in all categories, their preparation,
their funotions, the possibilities for future recruitment and training asccording to the
e¥pansion of the health programme, the availability of other health persomnel, the cultural
patterns of a country, its politiecal philesophy and its economic status. Thase factors,
onge determined, will have to be considered when ataffing patterns are being developed and
when ariteria are being set up for bhoth the recruitment and the placement of personnel.

In sctting standards for the preparation of nursing personnel, the chief nurse will have
Lo review training institutiens, the types of courses offered, the gualifications of the
toachors, and the specific types of nursing personnel = auxiliary and professional - noeoding

training. With the expansion of public health services and the increased demand for public

health nurses, it is important that the preparation of nurses for their woark in public health

aorvices ba integrated into basic nursing education. ‘
i

Az regards the aszsessment of the general health programme, the chief nurse must rely on
the information forwarded to her by nurses at the intermediary level of administration. On
the: bwisis of this information, she will participate in the reorganization of health programmes.

3.3.2 Responsibilities to nurses at intermediate levels: The chief nurse at the highest
level will be respongible for interpreting to the nurses at intermediate levels thosge policies
which have beon developed and are in peed of impleémentation, Guidanae as to implementation
will be ap important part of such interpretation, :

J. QUALIFICATIONS OF NURSES AT VARIQUS LEVELSl

4.1 Poripharal level

The qualifications of nursing personnel at this level will depend on available resources
in the community. Ideally, the nurse, who may freguently be a male, should have qualified
from o recognized school of nursing and have preparation in public health nursing. However,
in many countries a nurse with these qualifications may not be available and an auxiliary
aurse will be used.

The qualifications of auxiliary nurses will vary, but they are expected to include somo
Tormal training ineluding prepasration in both preventive and curative aspects of health
aervices, Single=purpose health workers from fermer speocialized programmes (yaws, malaria,
leprasy, tuberculosis) which have been absorbed inte general health gervices may be given a
period of reorientation and re-training and appointed to the duties to bhe undertaken at the
peripheral level, This group has some advantages over new recruits of the same sducational
level: they are already in the service; they understand the organizational pattern of their
agency, government or private; they are accustomed to accepting responsibillty; and very
often they have long experience as field workers om mobile exercises.

Provision must be made for in-service training for all nursing personnel at the peripheral
lavel. Some encouragement to take further studies could be offered to those - both profes-
sicnal and auxiliary - who show special ability and interest. They would theh be prepared
te accept further responsibility.

hefersnce may be made to the document, Basic Health Services (PHA - second drafti),
where the raole of health personnel in the development of basic health services is desoribed
at peripheral, intermediate and central levels,
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Both nurses and auxiliaries from former BCG programmes could give on-the~jobk instruction
to peripheral health unit workers or assist with in-servicec training programmes by teaching

and demeonstrating procedurcs in tuberculin testing and reading and in BCG vaccination.

4.2 Intermediate level

The qualifications of nurses at this level will vary according to the availability of
nursing personnel, the standard of nursing education in the country, the concept of tha rele
of nursing at the higher administrative level, and the allccation of funds for nursing
service and education. The nurse at the intermediate level should have qualified at a
recognized school of nursing and have received preparation in publice health nursing, For the
nurse who lacks the latter, an orientation to public health nursing should be made svailable,
If possible, the nurge at the intermediate level should also have received post-hasic
preparation in public health, with scome emphasis on experience in superviszion and administration.

In ¢ountries where a nurse with these gqualifications is neot available, the selection might
be made from those members of the field staff who are skilied and dedicated in their duties
and show potential for leadership.

4.3 Central level

The nurse at this level sheuld have gqualified at a recognized school of nursing and have
had pest-basle preparation, preferably in public health nursing. If possible she should have
received advanced preparation and experience in supervigion and administration; she must have
a comprehensive knowledge of the principles of public health nursing and of the administrative
structure of the health services at 4l1 levels; and she must have & demonstrated ability as =&
supervisor and administrator and &s an effective participant in pregramme planning.

G EVALUATION

Evaluation is an essential part of planning for nursing services and should he built into
the plan from the beginning. A simple but meaningful system for evaluation should be planned
to determine whether a programme, method, procedure or product has; helped the patient;
increased efficiency; reduced costs; improved the service, eto,

Depending on the level of functioning, nurses will have varying degrees of responsibility
in: planning for the evaluation of nursing programmes; evaluating the objectivesz of the
nursing servicas; eollecting data that might be useful in the evaluation of nursing services;
and in interpreting findings and using them effectively for re-plunning.

There are several tools which nurses can use in evaluation:

Nursing records,a description in both statisticel and narrative form of the services
rendered, will help the purse to determine to what degree the programme is reaching those who
need it. To he effective, nursing records must bhe detailed and properly focused to
measurable factors. They must attempt to convey not only how many patients are reached hut
how they rezct and why they react as they de to health care. For example, the fzilure of
many patients to keep clinic appointments or to collect drugs {see section 3.3.3.6) may bhe
due to various reasons which the nurse will have noted in her nursing record. These must bhe
investigated.

Case studies are also useful in evaluation. Through discussion and analysis of =2 single
case or a group of cases, the nurse may evaluate some genersl aspects of her work as well as
her performance in & particular situation. These, in turn, will offer valuable clues to the
establishment of criteria for excellence in service,
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Supervisory visits to the field, if properly Tocused - by beth the supervisor and the
nurse - on # common objective, namely, the improvement of care given to families, may beo one
eI the most potent tools for the evaluation and improvement of performance,

The findings derived from an evaluztion of services should tndicate the changes that need

to he made to improve the services, Just as purses at all levels — and especially at inter-—
medinte and national levels - co-operate in evaluating the scrvice, they should also have a
part in planning its improvement. Such improvements may entail a modification of chjectives,

a ro-emphasis as regards priorities, or even the elimination of obzolele practices.

6. SUMMARY

The most profound changes that have occurred in tuberculosis control are those which have
allowed patients to leave ssnatoria and return to a more normal Jlife in the community, The
delegation of tubecreulosis services to general dispensaries and health centres has been an
important factor in the centrol of tubkerculosis, & realistic objective in any health centre,
howsver scarce its resources.

In a programme s0 conceilved, nurses play a large role. It is5 necessary, theroforc, that
they understand not only the principles on which a comprehensive tubsroulesis programme isg
based and improved but the detalils of nursing care involved, This guide hus attempied to

pravide most of these details, especially as they relate to the work of nurseés at the peripheral
lavel.

L 2
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