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i. INTRODUCTION

The purpose of this document is to provide guitdelines for the utilizaticn of nursing
gservices in tuberculosis control programmes. These guldelines deal with the need for such
services, &5 well as their plamning, organization and implementation. They derive from many
years of practical experience in the field, espeeially in developing countries.

The magnitude of the tuberculosis problem on a global basis can be understood from the
following information released by the Tuberculesis unit of the World Health Organization:l
an estimated 13 million people suffer from infectious tuberculosis in the world today, and
more than three million die annually, Approximately two to three million new cases gogur
each year, and in less developed countries speeial surveys have revealed that one person in
avery hundred may suffer from infectious tuberculosis. Therefore, the munsgement 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 smtiribute their success in tuberculosis control programmes to the activities
of these groups.

A tuberculosis contyel programme in its broadest sense has three main functions: prevention,
case-finding and treatment, and must be seen in its total relation to other health services,
both preventive and curative, More specifically, epidemiclogical and demographic factors,
such as birth-rates, mortality rates in general, fuberculosis prevalence, as well as morbidity
and mortality rates will influence the type of programme to be adopted. The main consideration
of courss, will be the availability of vesources in terms of both funds and perschnel,

Recent trends in public health administration subsecribe to the policy that tuberculosis
control should form an integral part of general health services, a government rasponsihility
in most eountries. The structure of these services may vary, but generally they are
administered at three levels - central, intermediate and peripheral, At central level tho
health ministry may co-ordinate its activities with those of other ministries - agriculture,
edusation, social welfare, etc., but it should assume responsibility for the total health
progragme of the country, providing health services for vulnerable groups of the populatien.
These services should be incorporated into the total health strusture and must function on a
permanent and continuous basis. The central level should alco set standards for hospital
administration and hospital care and for medical and nursing edueation. Programme planning
and policy making are primarily the responsibllity 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 agpects of health service programmes =
planning, implementation, supervision and evaluation,

Because the implementation of nursing programmes in tuberculosis will be carriod out by
nursing personnel at the peripheral level, particularly by auxiliaries who will need close
supervision, the greater part of this guide relates to the work of personnel at that levol,

2. HISTORY OF TUBERCULOSIS CONTROL

2.1 Goneral

Tuberculesis was prevalent and recognized 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 ¢onstantly referred to in the writings of learned men,

1 .
World Health, March 1864,
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With the industriglization of Europe, beginning about the last quarter of the Eightoonth
Century, the prevalence of tuberculosis was noted to increase. Generally the viectime wore
found among the under-privileged, who, because of overcrowding, long hours of work, poor worling
conditions, low wages and impaired nutrition, were easy victims of the disease.

Selentific resesrch on the nature of tuberculosis Yegsn in the Seventeenth Century, when
tuberales, tuberculous cavities and tuberculous lymph nodes were first desoribed. In
suceeading years, numerogus workers in many countries added to the rapidly growing knowledge of
pathology, and in 1872 Robert Koch isalated the organism that caused the disease, calling 1t
the tuborele bacillus, Tuberculosis was identified as an infectious disease, more specifically
an airborne discase, capable of being transmitted from ons persor to another by the inhalation
of cough partlicles emanating from an infected person.

2.2 JTuberculosis hospitals and sanatoria

Thig scicntific knowledge led to tho iden of isclation and the cestablishment of spocial
boespitala or sanaloria where infectious peoople were deotained, often for very leng poricds.
These ingtitutions were ususlly situatcd in the country or in meuntaineous areas, since mountain
air was considered beneficial to the patient and even necegsary for his recevery,

Treatment consisted of prolonged bed rest, an abundant diet, fresh air, and the rolief
ol symptoms, usually coughing and chest pain, Criteria for improvement weres the reducod
avidence of symploms, gain in body weight, and maintenance of normal bady temporature, The
deciding faclor in recovery was, and s5till is, the absencoe of the tubecrele bacillus in the
sputum of the patient, at which stage he was encouraped to begln exercises, incrcasing them
gradually until full aectivities were possible, ‘

From about the early 1920s onward, the use of X-ray became increasingly popular, not only
as un atd in diagnosis but also as a toc] for measuring the progression or regression of the
disease, Other forms of treatment were tried, including cellapse therapy, which was designed
ter rest the affected part of the lung by the introduction of air, under regulated prossure,
into the ploural cavity and semetimes into the abdominal cavity at a site ncarest the affected
part, This therapy had certain drawbacks, one of which was the formation of fluid in the
pleural cavity, generally because of long-standing adhesicns of the pleurs.

Artificial pneumothorax (or peritoneum), as this therapy was called, was the first instanco
of u surgical procedure being performed in sanatoria, It was & protracted therapy inasmuch as
Lher refill had to be ropeated at regular intervals, perhaps twice o week, and continued for
viarying periods -« somotimes for twoe years or mors, aceording to the progress made by the patient.
A singular advantage was that it could be garried out on an ambulatery basis after the initial
phase of treatment and observation,

tater on, chest surgery was introducod but performed only on specially selected patients,
many of whom hzd been treatment failurcs when given collapse therapy. Thorecoplasty, axtra-
pleural prnoumothorax, and resection of the whole lung or & part of it reqguire the surgical
sorvices of large hospitals or of specialized hospitals. Many countries continue to maintain
a number of heds specifically for tuberculosis patients of all categories, especially for those
in the initiel]l stages of treatment, for emergencies, for surgery, and for research purposes.

.3 Tuherculosis dispensaries

Whan patients were discharged from sanatoria or chest hospitala, their c¢linical supervision
bocame the reosponsibility of different agencles according to the services available in their
place ol residence. Sometimes responsibility weould fall te the family physician, at other times
Lo Lo nut—patienf department of a distriet or other hospital. In gentres ol greater population,
gpecialized out-patient clinies or tuberculosis dispensaries were often estabhlished te provide
¢linical and follow-up service, sometimes with a limited =mount of home supervision. A
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recoghized institution of this kind, established in Edinburgh at the end of the last century,
provided & social service as one of itg functions. Generally these clinics did not extend
their activities much beyond the urban areas. This meant that pecple in rural areas had
1ittle opportunity te benefit from their services.

Under surveidllance at these institutions were the following categories of population:
these seeking diagnozis, whether referred by ancther doctor or reporting voluntarily; patients
who had been treated in a sanatorium or chest hospital; families of patients; certain "high

risgk" groups, such as nurses and other exposed personnel. The staff of these institutions
often offered supervision in such matters ss the principlesz of isolation and the value of
zood nutrition. They often co-operated with members of other apencies, public and voluntary,

who were administering secial services.

In recent years, the structure of tuberculosis programmes has been changed and the quality
of the service shhanced by two important innovations: the large-scale availability of =
retiable vaccination, BCG, and the discovery of specifiec antituberculeosis drugs, which made
possible self-administered ambulatory treatment.

2.4 BCG vaceination

Bver sines the infectious nature of tuberculosis was recognized, the discovery of a
reliable protective vaecine was envisaged as the greatest preventive measure that could be
hoped for. Until the timg of that discovery, isolation from the source case was the only
known preventive measure and, too often, this took place after rayther than before the disease
was transmitted. Calmette and Guérin, after years of experimenting during the early part of
this aentury, produced an attenuated bacillus - Bagillus Calmette Guérin - capable of
protecting the non-infected from becoming infected, The degree of protection offered by BOG
nas now been shown to be up to 80 per cent.

Like that of other scientific discoveries, the acceptance of BCG vascine was not immediate,
and an unfortunate ingident in 1930 detracted from its belated popularity. However, its value
could not be disputed, s was later proved, Conditions following World War II revealed a
deterinration in the tuberculosis situation in Europeanr countries. Health planhers at that
time approiached the problem by organizing BCG vaccination on & mass scale, Soon afterwards,
developing countries became aware of their tuberculosis problems and followed the mass-campaign
pattern of BCG waccination as the initial phase of tubereulosis control. For this purpose,
persennel were recruited from different ranks and given shert fraining courses in the specific
procedures of tuberculiln testing and reading and in BCG vaccination. A more recent trend is
the integration neot only of BCG vaccination but of all tuberculeosis contreol functions inte the
basic health =ervices.

Technigues used in tuberculin testing and in BCG vaccination and assessment have been
stendardized by the World Health Qrganization's Tuberculeosis unit in Geneva and are described
in its technical guides.l Recent research has shown the possibility of administering BCG
directly without prior tuberculin testing and simultaneously with other vaceines, notably
smailpox vacgine.

2.5 Chemotherapy

The discovery of specific antituberculosis drugs heralded a new ers in the field of

tuberculosis, From 1945 onwards seversl of these drugs were released for general use. The
most widely prescribed are lsoniazid (I.N.H.), Thioacetazone (TbI), Streptomycin, and
Para Aminosalicylic Acid (P,A.5.), Isoniazid has the virtue of being the most potent, the

See Bibliography.
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cheapest, and the Least toxic of the group. With the exception of Streptomycin, which is
administered hypodermicaily, all are prepared in oral forms suitable for ambulatory
chemotherapy. These drugs are known as "first line' drugs and are used in a varicty of
combinations, generally with Tsoniazid forming the basic component. "S8econd line" drugs,
which are active against hacilli rosistant to the former, are alse available, However,

because of their price and toxicity, they are not generally used in mass—therapy Programmes,
their use being restricted to conditions where very close medical and nursing supervision can
be given,

Bevaeral well controlled studies on the relative merits of ambulatory chemotherapy and

hospital therapy have been carried out in different countrics. The findings are very
similar and show that patients having ambulatory therapy recover as quickly as do those in
the hespital group, in spite of the poorer diet, overcrowding, and lack of rest, Moreover,

they show that family contacts of the group treated =2t home do not manifest o greater
likelihood of developing active tuberculesis than do the contacts of hospitalized patientsg,
an indication that the drugs effect virtual chemical isolation.

Thiz information proved that ambulatory chemothersapy was possible and would replace, in
& vast majurity of cases, the former regimen of long hospitaliszation and its attendant domestic,
aconomic, and psychological problems. Such an advancement had other implicatiens, e.g., for
the first time in many countries the possibility of rural coverage had become a reality.
Bince the population of most developing countries is largely rural (India 8O per cent,. ),
administrators arc now planning their health services with the aim of completely covering
rural areas, This is being achieved by the deovelopment of comprehensive programmes through
peripheral health centres, whereby the emphasis is shifted from hospital to community care.

2.8  Changing rale of the nurse from hospital to community care

The advent of sanatoria and the recognition of the valuc of prolonged bed reost created a
demand for high standards of nursing in tuberculosis. These related to the quality of bedszide
nursing carg, the principles of isolation, and the health education of the patient, all of which
required the more refined nursing skills usually needed in the care of general medical and
general surgical patients,

The practice of ¢ollapse therapy further inoreased the functions of the nurse. These
included: the preparation of necessary equipment — with strict adherence to asopltic technigques;
asszistance to the physician during the actual procedure; and the close ohservation of the
patient afterwards.

For patients who failed to respond to collapse therapy, the introduction of surgical
mgasures callod for exacting post-operative nursing care even up to the stage of rehabilitation.
The traumatic nature of patient reaction to such surgery reguired great skill in observation
and in the giving of nursing comfort and support.

Az the care of patients was gradually transferred from sanatoria and chest hospitals to
out-patient departwents, nurses had additional responsibilities for co-ordinating the transfer
ot patients, Tor giving home supervision where a home-visiting service was established, and
Tor co-operating with other agenciecs giving materia] aid. They were also responsible for the
care of records, charts, X-ray films, laboratory reports, etc., relating to patients having
tuberculosgis.

The introduction of BCG vaccination into the functions of a clinic increased the activities
ol nurses to ineclude tuberculin testing and reading and the administering of the vaceine. Ay
a part of these larger functiohs, nurses participated in the establishment of standard technigques
in tuberculin testing and reading and in the giving of BCG vaccines.
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The diseovery of specific antituberculosis drugs revolutionized the management of tubgrculosis
pProgrammes, Because this meant that a majority of patients would undergo ambulatory treatment,
fewer nurses were required for glving hospital eare, As a result, pursing in the community,
thereafter, was on & broader bhasis, with nurses participating in all contrel measures:
tnforming the community of newsr concepts of tuberculesis control; assisting the physician in
case-finding: home supervision; and the regording of data for planning and evaluation.

While the foregeoing changes wero cvolving at the peripheral level of pursing in tubercu-
losis programmes, the central 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 fungtions in preogramme planning, including the
planning of staffing patterns, the preparation of nursing personnel, and their supervision.
Such planning entails close co=-operation with other health perseonnal] at the top level and
greater co-ordination of activities among the three (central, intermediate, and peripheral)
levels of nursing personnel.

3. FUNCTIONS OF NURSES AT DIFFERENT LEVELS

At the peripheral level

The peripheral health centre is a permanent establishment within easy reach of the
population it serves, and it is equipped Lo serve that population both at the centre and in
the home ., One of the functions of the peripheral health centre iz the detection, treatment,
and prevention of common dissases, especially communicable diseases including tuberculosis.
The unit is staffed by a team of professional and/or auxiliary health weorkers consisting of:
a physician or medical assistant; one or more professional or auxiliary nurse-midwives or,
whoere thesc do not exist, of professional or auxiliary nurses or auxiliary midwives; ong or
mere 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 super=
vision of the doctor and the technical supervision of the nursce,

In tha contral of tuberculesis, the nurse or her substitute will participate activoly:
in the prevention of the disease through BCG vaceination; in case-finding; and in the
treatment of patients with infectious pulmonary tuberculesis - through chemoprophylaxis where
economically feaszible.

3.1. 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 genernl clinics, especially in sub=-centres where contacts are few,
during the hurse’'s visits to schools, at civie gatherings, at mothers’ club meetings and those
of parents and teachers, eto, Other agencies and personnel engaged in health activities,
both government and private, such as maternity hospitals, pre-natal and post-natal clinics,
and private doctors, should bhe informed by the nurse of 2ll preventive messures offered at
the peripheral level and should be encouraged to participate in all preventive measures
offered at that level.

Those groups eligibhle for vaccination will be decided at a higher pgovernmental level.
Target groups are likely to include infants, schoolchildren, close family ccontacts of known
tubsrculous patients, and any children referred from other agencies. Government policy will
determing whether or not the vaceination will be preceded by a tuberculin test. Ag an
integral part of the general health service, BCG vaccination will be performed at regular
intervals — once & year in schools, once a month or once in two months for infants = but a
regular schedule will be maintained in arder to obviate confusion among the public.
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Where school populations form part of the eligible group, health and education authori-
tics 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 area and
discuss the forthcoming vaccination programme with the teachers and with the school heslth
sarvice If 14 exists. With thelr permission she should record the names and ggws of g11
children to be vaceinated, together with the teacher's name and class sub-division, on the
special form to be used on the day of testing and vaccination, This function will generally
be performed once during the school year.

Some time before the date of vaccination the nurse should agsin meet with school
personnel to discuss dotails, planning her work, as far as possible, to suit the school's
activitics,

Based on tho approximate number of people to be vaccinated, a reguisition for the
necessary biclogicals will be prepared by the nurse and submitted to her senior officer, who
will facilitate the order, always allowing cnough time for its preparation and delivery prior
Lo the date of vaccination. The nurse and other staff members will then remind the public
of the dutc, time, and place of vaccination. The day befors that date, the nurse will check
equipment, i.e., the refrigeratoer, syringes, needles, sterilizers, spirit lamps, and shields,
agsuring at the same time that sufficient stocks of cotton, alcohol, and record forms and
cards gRre available.

m tho day of testing and/or vaccination, the nurse should inspect the biologicals to be

usedd, noting their name, veolume, dose and date of manufacture. She should assemble all
equipment, including an ice-containing thermos for holding the biclogicals, and the "master
list" or the cards used for recording. (A sample of the record card appears in

WHG/TR /Pechnical 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
ar student teacher may offer this service.) When the vacciness arpive, their name and age
ere checked against the master list, after which the nurse inspects the skin of both upper
arms to determine the pregsence or absence of former BOG scars, remembering that the absence
as well as the presence of old scars are to be recorded on the list, She then tests or
vaceinates, o Tunction that is neot recorded until after it is performed. The procedure is
50 simple and quick 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 appoint-
ment to bring the child back for reading, the reasons for this and the value of vaccination
heing explained to her. Clinics provide an excellent opportunity for such health teaching,

When pro¢edures are finished, the nurse collects the lists and cards and checks them for
completencss of data, noting date, totals, etc. All procedures are pecorded As soon as the
function is performed and not at the end of the day or the end of the week. The value of
records lies in their accuracy and in the regularity with which they are submitted for
cvaluation, Most agencies regquest a monthly performance record to be completed and
submitted punectually, 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 unusuzl 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
assessmont of the quality of the health service.

When the recording is completed, the nurse collects all equipment, washos, tests, bolls
and dries syringes, needles and forceps, and stores them separately in special containers for
further use. Equipment used for tuberculin testing must be kept separate from that used for
BCG vaccinetion. All apened phials of materials must be destroyed, preferably hy burning.
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3.1.2 In casc-finding

Succeoss can be expected only when the reservoirs of infection are found and treated
cffectiveoly. The nurse's ¢lose association with the public provides her with a good
apportunity to contribute to this very important function in tuberculeosis control. She
cultivates an awereness as to the manifestation of symptoms, i.e., a4 cough of more than two
wecks' duratichn, chest pain, fever, and haemoptysis, and learns when and where to apply her
knowledge .,

Some peoplc come to general clinics voluntarily because they are motivated by their
symptoms to seek relief, while others accept a chronic cough, even of long duration, as part
of their daily life. Such people often attend clinics to seck relief for other complaints,
at which time the cough is noted by the staff of the clinic, It 15 among this group that
the nurse will be most active, Opportunities for further cobservation will be provided
during home visits, when there is time for dialogue between nurse and family, at pre-natal
end post=natal clinics, during group vaccinatiens, in fact, at any time throughout the course
cf the nurse’s daily activities.

When a person manifests symptoms of tuberculesis, it is the nurse's responsibility to
refer him for investigation to the nearest centre offering facilities. 1f the peripheral
health unit has a microscopé and scmeone trained to use it, the investigation should begin
there. 1f there is no microscope, a sputum sSpecimen can be taken and sent to the nearest
centre h4ving a4 microscope. Where slides are provided at the peripheral health service,
the procedure ig factlitated, since the slide or group of slides can be prepared and sent on
&t any time, the sending of a fresh specimen being unnecwessary, This iz especially
convenient in tropical climates, :

(fenerally, 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 cost of transport; and his movements do not become a matter for
discussion among his seighbours.

The number of patients discovered in any given area will largely depend on the amount and
quality of case-finding, If the case~finding programme has been active and effective,
naturally 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 seo,
efforts should be made to determine the cause of the discrepancy.

3.1,3 In ambulatory chemotherapy

3.1.3.1 Registration and referrai: When a person is disgnosed tuberculous, his name and
aother detatls are racorded on a4 clinical=-treatment card like the one desaribed in
WHO/TB/Technical Guide/4.85, A Tuberculosis Register or Case Index is generally maintained
&t the next level of health auvthority. Treatment may be unhdertaken by the peripheral unit,
by another agengy, 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 been
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;

{¢) moved - to an area beyond the supervision of that particular health
authority, every 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 gapent in checking his whereabouts. When a patient is discharged,
information to this effect should also be referred to the health authority,

sp that the patient may be followed up and encouragerd to continue treatment.
(This exchange of information may often invelve the physical transfer of the
patient's Clinical-treatment Card, always in that case, through the Tuberculosis
Reogister's office.)

An inter-province and/or inter-state referral system will be co-ordinated at the highast
lavel . This system provides the most reliable steatistical and epidemiological information
and #lso {(and mainly) the best service to the patient.

3.1.3.2 Priorities for the selection of thoze to be treated will be determined at the
highest level according to the resources avaAilable in terms of funds for drugs and of
personnecl for the supervigsion of ambulatory treatment. In developing countries having
higher rates of tuberculosis prevalence, emphasis will be placed on the search for infectious
people and on their treatment,  Thus, the first priority for treatment will be all "open"
cases excreting the tubercle bacillus, while the second will be those persens who are shown
by X-ray diagnosis as having advanced and moderately advanced cavitary disease buf in whom
the tubercle bacillus is not demonstrated. The latter group is a potentially dangerous ono
and s very worthy of attention. The less-active categories will be considered only aftor
the first two have bheen dealt with.

3.1.3.3 The initial interview between patient and doctor and patient apd nurse 1s very
important, since the success or faitlure of subsequent treatment may well depend on tho
quality of this meeting. The ¢bject of the initial interview is to motivate the patient to
co=operate with the health service. Consideration must be given to the emotional reaction of
a person who learng for the first time that he is tuberculous. If he is the carning member
of the family his immediate concern will not be for himself but for his dependants, Thus,
his primary congern will not be health, but the sustenance of himself and his dependants.
Since, physically, he will not feel any different on the day of disgnesis from what he felt
the duy before, he may be unable at the time to grasp the significance of his now situation
and may not, therefore, be receptive to advice. For this reason it becomes vVery NECESSATY
that the nurse approach the subject with sympathy and understanding and encourage the patient,

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

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

3.1.3.4 The initial home visit, if feasible, should take place as soon as possible aftor the
patiant has beon 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
sensltive to guidance.

The approach to the home should be cordial and tactful. When the nurse has identified
herself and stated briefly the purpose of her visit, the conversation should be led by the
head of the household. Health and soclal workers would do well te remember that they are
guosts in the home, a situation quite the reverse of that existing when the patient visits &
rlinic or hospital.
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Durirg the home visit, the chief function of the nurse is the motivation of the patient
to take his specific drugs regularly over the prescribed period — ugually not legs than one

year, The family should be included in this dialogue so that they can better understand the
reasons for continuous medication and for other measures and can help the patient by
encpuraging and reminding him of his duty, it is hoped, therefore, that the initial home

visit will be a preventive measure, not a corrective one like the home visit made after a
patient frils to collect his drugs.

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

Acecording to modern concepts of treatment, the need for iselation is not stressed begause

antituberculosis drugs, when taken pegularly, will reduce the degree of infection in the sputum,

However, certain normal precautions continue to be advisable, and the patient should be
instructed to dispose of his sputum in a practical way - by burning it in paper or in some
dry lesves. The habit of indiseriminate coughing and spitting, whether by tuberculous
persons or others, should be discouraged.

The nurse should assess the family's resour¢es so that she can make recommendations that
conform with the family's ability teo fulfil them. If a separate bed is available, for
example, the patient should be encourapged to use it. Cther informztion 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
hygiene, both general and specific. No more information should be released to the patient
and his family than they can assimilate. In no case should marginal information or health
education distract the patient from the central object of motivation, namely, the regularity
of drug taking.

Supervision of family members may start with an inquiry as to whether other persons in
the house or the extended family have symptoms suggestive of tuberculesis. 1f =so, the nurse
should refer them to the nearest centre, whers disgnosis can be started. Children having no
evidence of BCG vaccination should be given an appointment for a tubergulin test, and those
eligible should be given BCG vaccinatlon.

The purpose of a home visit is to give help and advice to the family repardless of the
primary reason for the nurse's visit,. Interest in tuberculosis should not be limited to
ingstapnces where the home visit is made on account of a tuberculosis patient, If, for example,
a nurse makes a visit for pre-natal supervision and finds in the same house an old man with
persistent cough, she should certainly refer that man for investigation at the nearest contre,
A service where the total health programme is administered by ane agency at peripheral level
should have special appeal because it is comprehensive and time-saving and allows for the
development of a c¢loser patient, famlly, and staff relaticonship.

3.1.3.5 Follow-up of the patient at the health centre, out-patient department, or dispensary
iz extremely important, since preolenged and continuous treatment is necessary for his recovery.

Nursing follow-up beginsz one month after diaghosis, 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/TS,/Technical Guide/4.65. Also described
are the recording proceduresz applicable in tubereculosis control programmes.
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When patients call at health contres or treatment centres to collect their drugs, they
must be treated with courtesy, The nurse may begin by asking the patient how he feels,
whether he has takon his wmedicine and, if net, why not, ete., and refer him to the doctor if
reguired, She might inquire as to the welfare of other family members, expressing her concern
if anyone is not well and giving apprepriatce adviee, Before the patient leaves, the nurse
will hand him his next consignment of drugs, writing the date ¢f his next attendance on his
appointment card and on his treatment card. If patients co-operate in drug collection, the
need for furthcer home-visiting for this purpose is minimized and the clinical results improve.

Clinical fpllow-up takes place when the patient has consumed the specific drugs for
prescribed poriods - usually six months and one year - at which time the physician will want
the patient te report for clinical re-examination, peossibly with a view to checking the
effectivencss of the treatment. The nurse will azsist the doctor at this interview, making
certain that the patient fully understands the instructions given.

The amount and type of clinical follow-up will depend on available facilities. For
patients ipitially having baeilli in their sputum, a very effective means of assessing their
Prograss is the periodic examination of sputum by direct smicroscopy. For patients initially
noet having bacilli in their sputum, a static X-ray unit may be serving the area or a mobile
chost unit may periodically visit the health ¢entres, If s0, the nurse may arrange for
effective referral, indicating the day, hour and place of the forthcoming visit,

3.1.3,8 Default as to drug intake must be sericusly studied and dealt with, Experience

hags shown that patients faill to collect #nd consume their drugs for a variety of reasons,

many of which might bo overcome if patients are properly motivated at the outset. Following
aro some of these reasons which the nurse might examine more carefully: the patient simply
forgot; he was working and theres was nobody dependable at home to send to the clinic for the
drugs; he did not like the neighbours to know he was under treatment for tuberculesis; if
the patient was & girl, she felt her chances of marriage were reduced; the patient did not
think his treatment was important because he did not really feel ill; after some weeks or
months of treatment he felt so much better that he decided no treatment was necessary = in
fact, cither he is much hettor and should be encouraged to complete the prescribed course of
drug therapy ov bhe is worse and needs the treatment even more; in some developing countries
poople are of the opinien that, because the medicine is free or inexpensive, it will net be so
cffective 23 a drug with a trade name (which very often containz less of the specific component
that ts necessary for their daily requirement): the supply of drups was exhausted when the
ratient went to the centre, a factor which discouraged him from returning.

Soeme of these reasons may be due to the brevity or poor quality of the first interview
or to operatienal factors. In mass case-finding, for example, especially during the initial
campaign, S0 many hew patients may be discovered over a short space of time that it may not be
possible to give enough time to sach patient.

The depletion of drug supplies is one of the principal reasons for drug default and
contributes most to the patient's lack of confidence. At the =zame time it can be one of the
most easily controlled reasons. Health centres should order and issue a supply of drugs
adequato for the entire cure of each patient.

The nurse will know from the drug collection data, which she checks monthly or more often,
how many patients are co-operating. Thus she really has to follow only the defaulters.
Further 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 vulnerabhle physically, emotionally, or intelluctually. The nurse must make a
particular effort to create a sympathetic interview situation, if possible with the other
members of the Household, so that she may elicit gently the reasons for the patient'sz non=
cooperation and obtain suggestions for remedial action.
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3.1.3.7 Drug resistance is also an important factor in treatment and is the main reaszon why
drug intake should be continuous and uninterrupted. Drug resistance rarely is the cause of
treatment failure, More often is it the result of it, that is, of irregular or discontinued
treatment. Drug resistance is suspected when bacilli persist in the sputum after 4-6 months
of chemotherapy.

A “spot check' exemination of the urine is sometimes made to determine whether or not the
patient iz 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
attends the health centre ohce 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 arc avolded. ‘

3.2 At the intermediate level

At the intermediate level the nurse's responsibilities are usually two-fold, genersl
administration and supervision. In communities of larger poptlations, these fungtions may
he divided between two nurses, a senior nurse superviser and & field nurse supervisor. The
senior nurse is respensible for a larger geographical area and provides the link between the
nighest administrative level and the lower levels, while the field nurse supervisor forms the
iink betwszen the senior nurse supervisor and those workers at the periphsral level. In many
countries, however, the administrative and supervisory nursing responsibilities for a
particular geographical area are undertaken by a single nurse, who reports directly to the
nurse at the highest level. Her place of duty is generally in a provineial town or other
centre of greater population within reasonzble distance of her area of responsibility.

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

- She should inform her seniors as to the current position of public health matters,
inciluding tuberculosis, in the area under her supervision. In this context she
would submit consolidated reports on specific accomplishsents, As regards tubercu-
losiz, these might include: the number of persons tuberculin tested and BCG
vaccinated, the number of new tuberculous patients registered in the previous
quarter, the number of patients under treatment, the number treated effectively
during the previous one-year period, and so on. With this information, an
evaluation of the programme can be made and further goals or . a reshaping of the
programme may be considered.

She should submit to her seniors all information and proposals regarding such
matters as the recruitment, selection, and assignment of nursing personnel, the
delegation of duties, the orientation of new personnel, in-service aducation,

budget allocation, supplies, and so forth. Proposals for changes and improve-
ments should be supperted with factual evidence attesting the need for such changes,

She should assist in the identification of influential individuals and groups
within communities whose understanding and support are esscential to 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 tuberculosis
programme, In this confext, she must help the medical officer to have a clear
understanding of the capabilities of public health nursing personnel, so that
responsibilities comnensurate with capabilities can be delegated.
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3.2.2 Supervisory responsibilities: Supervision, in the centext of a health programme, is
& process whereby a designated individual (a supervisor) helps te improve the work of & service
through the continuous development of workers and through the improvement of conditions under
which the work is carried out. The approazch to supervision must be positive, that is, rathoer
than merely following a pattern of rules, regulations, inspections, rewards and punishment, theo
supcrvisor will encourage workers as to self-evaluation and decision-making in relation to the
deciared objectives of the service and according to the means available for their attainment.

It is very important that workers at operational level be kept informed of all changes in
policy emanating from higher levels, The supervisor is responsible for intarpreting such
changes and guiding operationsl perzonneél in implementing them.

In promoting the effectivensss of the worker and, in turn, of the health unit, the
supervisor, 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
and implement alternative procedures whereby performance may be improved to the satisfaction
of the workor and the betterment of the health unit, In earrying out this work, the super-
visgor might find the following suggestions helpful:

- An understanding of the worker's situation, both professional and porsonal, is
important. If thc worker comes from a centre of greater population and finds
life in a rural setting oz pew experience, she may have difficulty in adjusting.
Fagilities for recreation will be fower and problems of accommodation greateor,
It i5 possible that these factors will be reflected in the quality of hcr work,
For this recason, a supervisor should be aware of such Tactors, recognize their
sighificance, and help to ameliorate the situation.

- A visit from the supervisor may be welcomed by staff of the peripheral unit zs an
apportunity to discuss means whereby a better service might be given to people,
the first aim of any programme, The nuwber of visits te individual peripheral
units will depend on the alloeation of funds for supervisory servieces and on the
communications and transport available for the area to be covered. In this
context, the size of the arca, its geographical leocation, and its population
distribution are important factors to be considered in drawing up a scheduie of
visita. kvery effort should be made to reach the less secessible units as
fregucntly as the others since workers in these units generally need the support
end guidance of their supervisor,

- Beforo setting out on tour the supervisor should read those reports submitted
from the area to be visited and note any points of special interest and any
changes since the previous visit. With regard to tuberculosis control, the
supervisor should review all records relating te achievement in the threeo basic
funztions - prevention, case—finding and treatment - 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 workers, the supcrviser can have
somz ildea of the gquality of the work. For instance, the coverage of one—year alds
would reflect the worker's imagination and drive, while the distribution of Tubercaulin
reactions =subsequent to BCG vaccination would indicate the quality of the vaccination,
Where sstablished standards arc not attained, two matters will require investigation,
namoly, the quality of the vaccine and the technigue of administering the injection,
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= The supervisoer might alsoe discuss the planning of the nurse’'s day—-to-day activities,
aszeseing not only the time spent on tuberculesis functions 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,
Perhaps the most fruitful investment would be discussions related to the sclution
of azctuzl case-problems, These would improve the imagination of workers and help
them to avoid making pilous and abstract recommend:tions.

= 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 ltems as well as for printed record forms. Where
the delivery of these supplies is delaysd, 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 available
supply of drugs,

= In=service education for existing staff and orientation for new staff should not be
neglected, especially as they concern npew technigues, e.g., those used in adminis-
tering fresze-dried vaccines and in fimultaneous veecination.

- The physical appearance of the health centre has a lot toe do with the confidence of
the public in the hezlth services offered. In this context the nurse should be an

aesthetics advizer.

3.3 At the ecentral level

As all health services expand, there is a need to have a nurse at the central levcl to
give leadership to the nursing aspects of health care. This raisez the guestion of the nurse’s
place in the organizational structure, a question which can be sRnswered only after several
factors have been considered, particularly the status of nursing, the availability of nuraes,
the level of their preparation, and the existing structure of health administration. Accor—
dingly, # nurse may be in charge of 2 separate bureau of nursing within the Ministry of Health
or she #may be under the direotion of a medical administrator.

3.3.1 Responsibilities to thc Ministry of Health: Nurses, where they exist at national level,
should be directly involved as advisers to the Ministry of Health in pelicy making and in
bplanning as regards the total health programme. In this context, they, in consultation with
other health personnel at national level - doctors, hospital and public health administrators,
statisticians, budget officers, etc. - should undertake the following:

= interprect the role of nursing, including the nurse's responsibility for the control
of communicable diseages, 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
tubereulosis control;

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

- sct standards for the preparation of nursing personnel, both professional and auxiliary,
in basic and post-basic programmes;




WITO/NURS /Tech . Guide /68.3
WO/ TR/Technical Information/68.72
page 16

- wontribute to the assessment of the general health programme, including the
tuberculosis programme, as a basis for future recrganization and planning.

Az a part nf assessing needs and resources for nursing services, the chief nurse will
have 1o determine the number of existing personnel in 2ll categories, thelr preparation,
theiy functions, the possibilities for future recruitment and training according to the
expunsion of the health programme, the availability of other health personnel, the cultural
palturns of a country, its pelitical phi]oﬁophy and its sconomic status, These factors,
once determined, will have to be considered when staffing patterns are being developed and
whon critoria are being set up for hoth the recruitment and the placement of personnel.

In setting standards for the preparation of nursing perscnnel, the chief nurse will have
to roview training institutions, the types of courses offered, the qualifications of the
teachers, and the specific types of nursing personnel - auxiliary and professional - needing
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 work in public health
sarvices be integrated inte basie nursing education.

As regards the assessment of the general health programme, the chief nursc must rely on
the information forwarded to hér by nurses at the intermediary level of administration. On
the basis of this information, she will participate in the reorganization of health programmes.

3.3.2 Responsibilities te nurses at intermediate levels: The chief nurse at the highest
ITovel will be responsible for interpreting to the nurses at intermediate levels those policies
which have been developed and are in need of implementation. Guidance as to implementation
will be an important part of such interpretation.

1
a, QUALIFICATIONS OF NURSES AT VARIOUS LEVELS

1.1 Poripheral level

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

The qualifications of auxiliary nurses will vary, but they are expected to include some
formal training ineluding preparation in both preventive and curative aspects of health
SOrvices. Single~purpuse health workers from former specialized programmes (yaws, malarisz,
leprosy, tuberculosis} which have heen absorbed into general health services may be given =z
pariod of reorientation and re-training and appointed to the duties to be undertaken at the
peripheral level, This group has some advantages over new recruits of the same educational
tevel: they are already in the service; they understand the organizational pattern of thetr
agenay, government or private; they are acoustomed to accepting responsibility; and very
olten they have long experience as field workers on mobile exercises,

Provision must be made for in-service training for all nursing personnel at the peripheral
lervol. Some encouragement to take further studices could be offered to those - both profes-
sional and auxiliary ~ who show special ability and interest. They would then be prepared
to accept further responsibility,

Reference may be made to the document, Basic Health Services (PHA - second draft),

whare the role of health personnel in the development of basic health services is desceribed
at peripheral, intermedisate and central levels.
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Both nurses srd auxiliaries from former BCG programmes could Zive on=the~job instruction
to peripheral health unit workers or assist with in-service training programmes by teaching

and demonstrating procedures 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 the role
of nursing at the higher administrative level, and the a)location 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 public health HUTrsing. For the
nurse who lacks the latter, an ozientation to public health nursing should be made available.
If possible, the nurse at the intermediate level should also have received post-basic

preparation in public health, with some emphasis on experience in supervision and administration,

In countries where a nurse with these gqualifications is not available, the selection might
be made from those members of the field staff who are skilled and dedicated in their duties
angd show potential for leadership,

4.3 Contral 1eve£

The nurse at this lovel should have gualifiled at a recognized schoal of pursing and have
had post-basic preparation, preferably in public health nursing, If possible she should have
received advanced proparation and experience in supervision and administration: she must have
a comprehensive knowlcdge of the principles of public health nursing and of the administrative
structure of the health services at all levels; and she must have a demonstrated ability as a
supervisor and administrator and as an effective participant in programme planning.

N EVALUATION

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

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

There are several tools which nurses can use in evaluation:

Nursing records,a description in both statistieal and narrative form of the services
rendered, will help the nurse to determine to what degree the programme is reaching those who

need it. To be effective, nursing records must ba detailed and properly focused to
measurable factors. They must attempt teo convey not only how many patients are resched but
how they react and why they react as they do to health care. For example, the fzilure of

many patients ta keep c¢lipic appointments or to cellect drugs (see section 3.3.3.6) may beo
dus to wariocus 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 a single
case or & group of ceses, the nurse may evaluate some gencral 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 foocused - by both the supervisor and the
nurse - on a common objective, namely, the improvement of care given to families, may be one
of the most potent tools for the evaluation and impreovement of performancc.

The findings derived from an evaluation of serviges should indicate the changes that neéd

to bhe made o improve the services. Just &8 nurses at all levels - and especially at inter-
medinte and natiomal levels - co-operate in evaluating the service, they should also have a
part in planning its improvement. Such impreovements may entail a modificatien of objectives,

a re-emphasis as regards priorities, or even the elimination of obselete practices.

5. SUMMARY

Thoe most profound changes that have cccurred in tuberculesis control are those which have
allowed patients te lcave sanatoriz and return to a more normal lifc in the community.  The
delegation of tuberculesis services to general dispconsaries and health centres has been an
important factor in the control of tuberculesis, & realistic objective in any health centre,
hawevor scarce its resources.

In a programmc so conceived, nurses play a largo role, It is nocessary, therefore, that
thoy underetand not only the principles om which a comprehensive tuberculosis programme is
basoed and improved but the details of nursing care involwved. This guide has attempted to

provide most of thesec details, especizlly as they relate to the work of nurscs at the peripheral
lavel .
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