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SUMMARY

Households of TB patients in the Peruvian

To investigate how knowledge and beliefs
of household contacts about TB affected health seeking
behavior.
D E S I G N : Interviews with 73 patients finishing treatment
and 79 of their adult household contacts.
R E S U L T S : Contacts were knowledgeable about free
screening and treatment, but contacts who noted weight
loss, not cough, were more likely to be screened for TB
(P 5 0.03). Forty-two per cent reported that TB was
prevented by nutrition, 28% by separating eating utensils, and only 19% by avoiding a coughing patient. Only
one household contact reported being stigmatized.
Stigma centered upon nutrition, and only 12% knew of

the association between TB and HIV. Only 14% had a
BMI ,20, yet 30% reported regularly going to sleep
hungry. Free food packages were reported to be the most
important reason for treatment adherence by 33% of
patients.
C O N C L U S I O N : Contacts misperceived TB as a nutritional disease and did not fear airborne transmission,
which should be corrected by public health education.
Weight loss, and not cough, led to screening. Stigma appeared to be minimized because risk was perceived as
personal, through malnutrition, rather than exposurebased. Nutritional incentives that utilize these beliefs
may reduce diagnostic delay and enhance treatment
adherence.
K E Y W O R D S : diagnostic delay; nutrition; stigma; TB

TUBERCULOSIS (TB) continues to rank among the
world’s most serious health problems despite the
availability of effective chemotherapy.1 Authorities
estimate that 8 million new cases of TB occur every
year, causing 3 million deaths.1,2 Psychosocial factors
are dominant forces in health seeking behavior.3–5 Salient among such factors are the health beliefs of
patients, the understanding and information people
have from family, friends, and neighbors as to the nature of a health problem, its cause, and its implications.6 Studies of TB patients have shown that culturalbased explanations that patients give to symptoms
can be strong barriers to early diagnosis,5,7,8 and that
knowledge about the health beliefs of patients can be
used to tailor TB control programs to screen, diagnose, and treat patients more successfully.3,6,9,10
Early case detection and treatment is the cornerstone of short-term TB control, while improvement in
socio-economic conditions is a long-term solution.9

The World Health Organization (WHO) has widely
implemented the DOTS strategy, a TB program that
improves treatment completion and outcome. Although 155 (of 210) countries implemented DOTS in
2001, only an estimated 32% of cases worldwide were
detected and treated.11 Late case detection and suboptimal adherence to treatment regimens remain barriers to successful TB control.11 In many instances patients seek treatment only when their condition is much
deteriorated, making their therapy more costly and
reducing the chance of cure.12 Furthermore, even in
the context of model DOTS programs, approximately
10% of patients still default from therapy.11
Transmission of Mycobacterium tuberculosis usually occurs due to inhalation of infectious droplet nuclei produced by a coughing patient.13 Household
members are at a particularly high risk for TB because
of their close contact with patients,14,15 and numerous
studies have provided evidence in favor of active case
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finding in this population,16,17 i.e., active seeking out
and TB screening for household contacts of newly diagnosed TB patients. Nevertheless, active case finding
of contacts is not widely implemented,11 and little is
known about the beliefs and attitudes that affect health
seeking behavior among high-risk household contacts.
Iquitos is the largest city in the Peruvian Amazon;
it has a population of 337 000, with a high incidence
of TB infection of 106 per 100 000 population.18 The
staff of the National TB Program (NTP) recommend
that all household contacts attend the nearest health
post for free screening, which consists of sputum microscopy for those individuals able to produce a specimen. Case finding in this endemic region is otherwise
passive. The aim of this study was to describe the
knowledge and attitudes of household contacts towards TB disease, TB patients, the NTP, and to evaluate how these beliefs and nutritional incentives affected
their health seeking behavior. A structured questionnaire was used to interview household contacts and TB
patients to investigate these issues.

MATERIALS AND METHODS
The study had national and international ethical approval and all participants gave informed written
consent. Data were collected by means of interviews
in the participants’ homes. All interviews were carried
out by the same investigator (MB), who recorded
anthropometrics and used a structured questionnaire
to guide discussion and gather information regarding
demographic data, health status and beliefs, socioeconomics, and nutrition.
In July and August 2002, 108 consecutive pulmonary TB (PTB) patients were identified from medical
records and visited in their homes, 6–7 months after
starting treatment. This corresponded with the final
month of treatment or the first month following treatment completion, with the exception of seven patients
whose treatment was prolonged due to previous default from therapy or to multidrug-resistant TB (MDRTB, resistance to at least isoniazid and rifampin). Of
these 108 patients, 17 had moved out of the region,
two addresses did not exist, three declined to participate, three had died, and four lived alone and were
not suitable for this study. The remaining 73 patients
were interviewed with a questionnaire concerning diagnostic delay, nutrition, and opinions regarding nutritional incentives. All patients were more than 14
years of age at the start of treatment. Sixty-seven were
diagnosed by direct sputum microscopy and six were
smear-negative and diagnosed on the basis of symptoms and chest radiograph. Patients were treated at
the Hospital de Apoyo in the center of the city of
Iquitos and medical health-posts in the urban shantytown of Belen and in the surrounding peri-urban city
districts of San Antonio and San Juan.
Household contacts were interviewed if they were
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more than 14 years of age and had lived with the patient for at least 1 month prior to their diagnosis and
for the entirety of their treatment. Of 246 eligible contacts, 115 could not be located despite three home visits. Of the remaining 131 eligible contacts who were
found, 79 consented to participate in the study. No
more than two contacts consented in any household.
Statistical analysis
Categorical data are specified as % (n), and as % (n/
sample size), where data are available for only a subset
of the study population. Normally distributed data are
expressed as mean 6 standard deviation. Non-Gaussian
data are expressed as a median (interquartile range
[IQR]), and groups were compared using the MannWhitney test. The x2 (Yates corrected) and Fisher’s
exact tests were used for analysis of categorical data.
A P value ,0.05 was considered as indicating statistical
significance. Statistical analyses were performed using
v10.0 SPSS software (SPSS Inc, Chicago, IL, USA).

RESULTS
Demographics
A total of 79 household contacts in 73 households
were interviewed: 70% (55) were females, and the
mean age of contacts was 42 6 17 years (range 15–
80). In relation to the patient, 28% (22) were partners, 24% (19) were parents, 18% (14) were children,
14% (11) were siblings, 15% (12) were extended family, and one was a maid.
Of contacts interviewed, 14% (11) had received
prior treatment for PTB on average 6.9 6 7.4 years
previously, ranging from one contact on current treatment to another who had been treated 25 years previously; 53% (39) of households had members other than
the patient who had been treated for TB in the past.
Six per cent (5) of contacts were illiterate, 29% (23)
had only primary school education, 49% (39) had at
least attended or graduated from secondary school,
and 15% (12) had attended university or vocational
school. Male contacts had a significantly higher level of
education than female contacts (P 5 0.02).
Contacts spent an average of 18 6 6.6 h in the
same house as the patient, of which 12 6 7.6 h were
spent in the same room as the patient. Forty per cent
(32/66) of contacts shared a bedroom with the patient
during treatment. There was no significant association between gender and hours spent in the same room
as the patient.
Beliefs

Family health and screening
Twelve per cent (9) of patients sought treatment
within 2 weeks after the onset of cough, as recommended by the NTP, and 88% (64) waited longer.
Patients waited a median of 2.0 (IQR 0.92–3.0)
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Figure 1 Diagnostic delay in TB patients (n 5 73). The duration
of respiratory symptoms prior to each patient presenting to the
health care system for medical investigation is shown for the study
population. Individuals who presented immediately after the first
2 consecutive weeks of respiratory symptoms, as recommended
by widely publicized public health policy, are shown in black. Others who delayed diagnostic investigations until later in their illness
are shown in white. Median duration of symptoms prior to presentation 2.0 (0.9–3.0) months. TB 5 tuberculosis.

months before seeking treatment (Figure 1). Sixty per
cent (47) of household contacts reported that they
had been examined or screened for TB since the patient was diagnosed. Twenty-two per cent (17) of contacts had a cough (two of whom also had hemoptysis)
for more than 2 consecutive weeks’ duration in the previous year, raising the suspicion of active PTB. Of these
contacts with respiratory symptoms, 77% (13/17) visited the health post for TB screening, but this proportion was not significantly greater than the 56% (34/61)
of contacts without such symptoms (P 5 0.1).
Contacts who noted weight loss within the last
year had a lower body mass index (BMI) (P 5 0.04),
and more often had a BMI , 20, consistent with malnutrition (P 5 0.04). The 67% (4/6) of contacts who
noted weight loss were more likely to also have
chronic respiratory symptoms than those who had
not noted weight loss (P 5 0.02), but contacts with a
lower BMI were not more likely to have prolonged
respiratory symptoms. Those contacts who noted
weight loss had a significantly greater chance of being
screened for TB (P 5 0.03). No other symptoms, including cough, fever, chills, nocturnal diaphoresis, fatigue, or back pain were significantly associated with
being screened for TB at the health post.
Gender was not significantly associated with being
screened for TB, and nor was it significantly associated with the prevalence of respiratory symptoms or
weight loss.

Symptom knowledge
Contacts were first asked to name all symptoms that
they knew to be suggestive of TB (Figure 2A). A list of
symptoms commonly associated with TB was then re-

Figure 2 A. Perceived symptoms of TB (n 5 79). Contacts
were first asked to name all symptoms they knew to be suggestive of TB (black). A list of symptoms commonly associated with
TB was then reviewed with them, and contacts identified symptoms that they believed to be indicative of the disease (white).
B. Preventive strategies against TB (n 5 79). Contacts were first
asked to name all the preventive strategies they knew that protect against TB (black). A list of preventive strategies was then
reviewed with them, and contacts identified those that they believed protected against the disease (white). TB 5 tuberculosis.

viewed with them, and contacts identified symptoms
that they believed to be indicative of the disease.
Cough was offered 53% (42) of the time, and weight
loss and anorexia were offered respectively 46% (36)
and 39% (31) of the time. Cough was recognized as a
symptom of TB 89% (69) of the time, only 3% more
often than weight loss. Only 5.1% (4) could not identify at least one symptom of TB, even when offered
the list.

Infectiousness
Eighty-two per cent (65) of the contacts believed that
TB is transmissible from a TB patient to another person. Using a 5-point scale, contacts were asked how
much they worried about contracting the disease
from the patient: 32% (25) were very or extremely
worried; those who believed that TB is an infectious
disease were significantly more worried about contracting the disease from the patient (P , 0.001),
while 11% (9) of contacts noted that while they believed TB to be infectious, they were less worried about
contracting the disease because they had learned that
patients were less infectious after starting antibiotic
therapy. Gender was not significantly associated with
knowing that TB is an infectious disease.
Of the 65 contacts who knew that TB is an infec-
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tious disease, 61% (25/41) reported that they believed TB was transmitted by sharing eating utensils,
44% (18/41) by coughing, 36% (15/41) by conversing,
4.9% (2/41) by kissing, 2.4% (1/41) by sex, and 2.4%
(1/41) by sleeping in the same room as a patient.

Prevention
The method of first asking an open question, and then
reviewing a list of possible answers, was also employed
when contacts were interviewed about the prevention
of disease transmission: 28% (22) of contacts stated
that TB prevention stems from eating well, and 42%
(33) reported that separating eating utensils could
prevent TB. Only 19% (15) stated that avoiding coughing individuals could prevent TB. A similar majority
of contacts selected eating well and separating utensils
from our list, rather than avoiding coughing individuals as possible ways to prevent TB transmission (Figure
2B). No contacts suggested that working in moderation helps protect against TB, yet 53% (42) of contacts
identified from our list that TB can be prevented by
avoiding excessive work. Interestingly, many stipulated
that this was because a rigorous work schedule often
does not allow enough time to eat.
Program knowledge
Eighty-six per cent (66/78) of contacts believed that TB
can always be cured, and 97% (76/78) knew that
TB is at least sometimes curable. Ninety per cent (68/75)
of contracts knew to go to the closest health post for
screening, 8.0% (6/78) incorrectly thought screening
was only offered at hospitals, and only one contact
did not know whether the hospital or health post offered screening; 81% (63/78) knew that screening
was free. Ninety-five per cent (73/77) of contacts
knew that the screening test involved giving a sputum
sample, 68% (52/77) believed incorrectly that a chest
radiograph was necessary as well, and 46% (35/77)
believed that a blood test was also necessary, probably because patients with fever are routinely tested
for malaria.
Stigma associated with TB

Interaction with patients
Six point three per cent (5) of contacts admitted to
avoiding the patient because of their disease: two
slept in different rooms, two ate separately from the
patient, and one generally avoided the patient. These
contacts nevertheless stated that they offered support
to the patient during treatment. Overall, 80% (63) of
all contacts stated that they supported the patient
during treatment. Data on the nature of the support
were available for 40 individuals: 48% cooked for or
helped to feed the patient, 18% accompanied the patient to the health post, 18% collected medications
for the patient from the health post, 10% verbally encouraged treatment adherence, and 15% helped ful-
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fill the patient’s household duties; 20% of all contacts
stated that they continued to treat the patient normally after learning of the TB diagnosis.

Interactions in the community
One household contact reported difficulty finding
work because co-workers feared contracting TB from
him; 74% (57/77) continued working as usual, 12%
(9/77) were able to find more work to compensate for
the patient’s lost income, and 13% (10/77) left school
or work to care for the patient. Sixty-four per cent (50/
78) of contacts claimed they would help neighbors with
TB, 24% (19/78) reported they would continue to treat
them normally, and 12% (9/78) asserted they would
avoid them because they were frightened of contracting
the disease and wanted to protect themselves.
Shame
Forty-two per cent (32/77) of contacts stated that
they were ashamed of having TB in their family.
Those ashamed of having a relative with the disease
believed that impoverishment predisposed to TB (P ,
0.001); 10% (8/77) of contacts said they were ashamed
of TB because friends and neighbors would gossip
about them, and 6.5% (5/77) asserted that they did not
tell friends or extended family members about the patient’s condition because of fear of being abandoned.
The last 33 interviews included questions about
whether contacts recalled hearing gossip about TB:
64% said patients were thought to be malnourished,
24% said patients were thought to live in squalor;
15% stated they had heard none, and only one contact thought the patient would also be likely to have
human immunodeficiency virus/acquired immunedeficiency syndrome (HIV/AIDS). No one specific
type of gossip correlated significantly with being
ashamed of having a relative with TB.
TB and HIV/AIDS
Forty-two per cent (33/78) of contacts believed that a
person with HIV has a greater probability of having
TB. These contacts were both significantly younger (P 5
0.03) and more educated (P , 0.001). When asked to
specify the nature of the relation between HIV and
TB, only 12% (9/78) noted correctly that HIV patients are more susceptible to TB infection because of
impaired immunity; 73% (57/78) did not know,
6.4% (5/78) noted that TB is curable while HIV is
not, and 8.9% (7/78) of contacts erroneously believed
that the two infections were always concurrent. Those
individuals with a higher level of education were significantly more likely to know the correct association
between HIV and TB (P 5 0.02).
Nutrition

Anthropometrics
The mean BMI of contacts was 25 6 4.2 kg/m2 (range
16–35 kg/m2). Fourteen per cent (11) of contacts had
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a BMI ,20 kg/m2, suggestive of malnutrition, and
10% (8) had a BMI .30 kg/m2, suggestive of obesity.
Patients reported going to sleep hungry 2.9 6 6.8
nights in the past month, 30% (24) of contacts reported
going to sleep hungry at least once in the previous
month due to lack of food in the household. Contacts
who reported going to bed hungry were significantly
more likely to note weight loss (P 5 0.002) and have
a BMI suggestive of malnutrition (P 5 0.04).

Food packages
The NTP of Peru aims to give each patient monthly
food packages that contain vegetable oil, rice, beans,
canned tuna, and milk. Patients reported that one
packet feeds an average family 19 6 11 days. Patients
received on average 2.2 6 1.4 food packages over 6
months of treatment, and 11% (8) received none.
Some packages were reported to be incomplete: 73%
contained canned tuna, 74% contained beans, and
37% contained milk. Patients reported that they ate
on average 22% 6 12% of this food, while contacts
ate 77% 6 12% of the food. All families reported
that they had not sold any of the food. Sixty-nine per
cent of the patients who received at least one food
package reported it was an incentive to adhere to
treatment, and 33% said that it was the most important reason they adhered to treatment.
DISCUSSION
This study reveals that while household contacts have
considerable knowledge about TB diagnosis and treatment, many misconceive TB as a nutritional disease
and do not fear airborne transmission. Accordingly,
only those with weight loss, but not respiratory symptoms, had a significantly greater chance of attending
the health post for TB screening. Social stigma appears minimized in this nutritional context; most contacts were sympathetic to patients and none abandoned them, and only one contact reported being
stigmatized by co-workers for having a relative with
TB. While most contacts were not malnourished, approximately one third reported regularly going to
sleep hungry because of lack of food. Free food packages were a strong incentive for patients to remain adherent, despite the fact that no patients received the
intended amount.
Numerous studies have shown that household
contacts of TB patients are at a particularly high risk
of developing TB,14,15 yet little more than half of the
contacts studied attended for screening despite efforts
to screen them soon after the patient was first diagnosed. Diagnostic delay has been shown to lead to
more serious illness by the time the patient presents,19
and to increase infectiousness within the community.20 Despite a decentralized health care system that
maximizes health care access and limits diagnostic
delay on the part of health care workers,20,21 nearly

90% of the patients in this community still had a delayed diagnosis due to late presentation. Prompt diagnosis in this endemic setting would reduce the spread
of TB and limit the burden of the disease.
There are conflicting reports on how gender affects
diagnostic delay.22 Seventy per cent of the contacts interviewed were female. This bias is best explained by
the fact that contacts were interviewed in their homes
during daylight hours, and females presumably work
domestically more often than males. Nevertheless,
gender alone was not associated with significantly
longer patient exposure, which perhaps reflects the
fact that female contacts did not have a significantly
greater prevalence of TB symptoms. Studies have
shown that females are at a higher risk for diagnostic
delay and case under-reporting23 due to less education,21 feared social stigma,24 and heavy workload,
combined with lack of mobility.25 While female contacts had a significantly lower level of formal education than males, there was no gender difference in the
level of knowledge about TB symptoms, diagnosis,
and treatment. Furthermore, males were no more
likely than females to be screened for TB.
Educational background has been shown to be an
important determinant of patient disease knowledge
and adherence; those with a higher level of education
usually know more about TB,8 and poor treatment
adherence has often been associated with a low educational level.5 While most household contacts in this
study were poorly educated, with nearly one third
being illiterate or only primary school educated, nearly
all knew that TB is curable and that the closest health
post offered free sputum screening tests. Despite this
widespread knowledge, contacts with prolonged respiratory symptoms were no more likely to be screened
than healthy contacts. Only those who noted weight
loss were significantly more likely to be screened, perhaps because TB is misperceived as a nutritional disease and airborne transmission is not feared. Contacts cited weight loss and anorexia almost as often as
cough when asked to describe symptoms of TB, and
more believed that prevention stems from eating well
and separating eating utensils than avoiding a coughing patient. Previous studies have found widespread
beliefs that TB transmission occurs via eating utensils,
principally in uneducated populations.8,26,27 Slightly
more than half of the household contacts interviewed
reported that other members besides the patient had
been treated for TB in the past. Hence, the dichotomy
between the extensive knowledge about the TB program and misconceived TB pathology is likely a reflection of widespread experiential education that
stems from the high prevalence of the disease in a
population with little formal education.
Social stigma associated with TB is a common concern among patients in developing countries,4,24,26
and patients are often abandoned26 or socially isolated.8,24 In contrast, in the current study, contacts
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were sympathetic to patients, perhaps because TB
risk is perceived as personal, through malnutrition,
and not exposure based. Only one third of contacts
were ‘very’ or ‘extremely’ worried about contracting
the disease from patients, usually from sharing eating
utensils. Accordingly, 40% of contacts slept in the
same room as the patient, and none moved out.
Moreover, 80% supported patients throughout their
treatment, most often by cooking for them. Needham
et al. reported that TB patients often spend extra
money on additional or special foods to treat symptoms before seeking a diagnosis,28 and Liam et al.
found that patients who mistakenly believed that TB
is spread by sharing eating utensils also expressed little
fear of social stigma.8 Thus, while previous studies
have described the perceived importance of adequate
nutrition and contagion in TB prevention and transmission, the ramifications on social stigma are not
well recognized in the literature.
Several studies have shown that TB patients in
HIV endemic areas are stigmatized for presumed coinfection with HIV.27 The proportion of TB patients
with concurrent HIV infection in Iquitos was estimated in 2000 at between 0.8% and 1.7%,18 and is
relatively low in comparison to many other regions.
Accordingly, only 12% of contacts, who were significantly younger and better educated, knew that HIV
infection predisposes to active TB infection. Importantly, less than 10% of contacts erroneously believed
that the two infections always occur simultaneously.
Social stigma associated with TB in this population
seems minimized because airborne transmission is
mistakenly not feared, and because few know of the
relation between HIV and TB; only one contact reported losing his job because co-workers feared contracting TB from him. Accordingly, household contacts
are an empathetic population, with over 60% reporting that they would support a neighbor with TB.
Nevertheless, many are still ashamed of having a relative with the disease. Thus, while actual stigma seems
minimized in this nutritional context, the fear of stigma,
a well-established cause of diagnostic delay,6,24 is still
prevalent.
While anthropometrics revealed that most household contacts were not malnourished, the fact that
one third reported regularly going to bed hungry attests to the widespread poverty in this population. It
is well known that low family income is associated
with diagnostic delay and poor treatment adherence.5,28 Farmer et al. have even proposed that the
economic constraint of poverty is the most significant
factor in treatment failure.10 They demonstrated that
financial incentives led to 100% treatment adherence
despite associated stigma and poor understanding of
TB etiology in an impoverished Haitian population.
The NTP of Peru aims to give patients a monthly food
package that usually feeds patients and their families
for several weeks. While most patients received a
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fraction and other patients none of these packages,
nearly one third reported that it was the single most
important incentive to remain adherent.
Malnutrition is common in patients with TB,29 and
immunological and epidemiologic studies suggest
that malnutrition contributes to TB susceptibility.30–32
Furthermore, nutritional supplementation strengthens anti-tuberculosis immunity and has recently been
shown to accelerate patient recovery on TB treatment.33 These scientific discoveries are strikingly similar to the beliefs of the undereducated population
studied, who also associated TB susceptibility principally with malnutrition. Education about TB respiratory symptoms and airborne transmission from coughing patients may encourage health seeking behavior
and should be a priority. Nevertheless, the current
predominant belief that TB is a nutritional disease
may provide important opportunities for public health
promotion within the cultural context. Specifically,
nutritional incentives have great potential utility in
this population to simultaneously augment antimycobacterial immunity whilst utilizing community
perceptions to encourage early TB diagnosis and treatment adherence.
Acknowledgements
This study was principally supported by the Fulbright Commission
(USA) through a fellowship for MB, a Voluntary Services Overseas
(UK) Fellowship for CF, and by a career development fellowship in
clinical tropical medicine from The Wellcome Trust (UK) for CE.

References
1 Kochi A. The global TB situation and the new control strategy
of the World Health Organization. Tubercle 1991; 72: 1–6.
2 Sudre N, Ten Dam G, Kochi A. TB in the present time: a global
overview of the TB situation. Geneva, Switzerland: World
Health Organization, 1991.
3 Barnhoorn F, Adriaanse H. In search of factors responsible for
noncompliance among TB patients in Wardha District, India.
Soc Sci Med 1992; 34: 291–306.
4 Liefooghe R, Baliddawa J B, Kipruto E M, Vermeire C, De
Munynck A O. From their own perspective: a Kenyan community’s perception of TB. Trop Med Int Health 1997; 2: 809–
821.
5 Sumartojo E. When TB treatment fails: a social behavioural account of patient adherence. Am Rev Respir Dis 1993; 147:
1311–1320.
6 Rubel A J, Garro L C. Social and cultural factors in the successful control of TB. Public Health Rep 1992; 107: 626–636.
7 Jaramillo E. Pulmonary TB and health-seeking behaviour: how
to get a delayed diagnosis in Cali, Colombia. Trop Med Int
Health 1998 Feb; 3: 138–144.
8 Liam C, Lim K H, Wong C M, Tang B G. Attitudes and knowledge of newly diagnosed TB patients regarding the disease, and
factors affecting disease compliance. Int J Tuberc Lung Dis
1999; 3: 300–309.
9 Wilkinson D. High-compliance TB treatment programme in a
rural community. Lancet 1994; 343: 647–658.
10 Farmer P, Robin S, Ramilus S L, Yong Kim J. TB, poverty, and
compliance: lessons from rural Haiti. Semin Respir Infect
1991; 6: 254–260.
11 World Health Organization. Global tuberculosis control surveillance, planning, financing. WHO Report 2003. Geneva,

1490

12
13
14
15

16

17

18
19
20

21

22

The International Journal of Tuberculosis and Lung Disease

Switzerland, WHO/CDS/TB 2003.316. Geneva, Switzerland:
WHO, 2003.
Sewagram Medico Friends Circle. Health is not the villager’s
chief priority. World Health Forum 1983; 4: 365–367.
Coovadia H M, Benatar S R. A century of TB. Cape Town,
South Africa: Oxford University Press, 1991.
Wang P D, Lin R S. TB transmission in the family. J Infect
2000; 41: 249–251.
Kumar R A, Saran M, Verma B L, Srivastava R N. Pulmonary
TB among contacts of patients with TB in an urban Indian
population. J Epidemiol Community Health 1984; 38: 253–
258.
Gilpin T P, Hammond M. Active case finding—for the whole
community or for TB contacts only? S Afr Med J 1987; 72:
260–262.
Noertjojo K, Tam C M, Chan S L, Tan J, Chang-Yeung M.
Contact examination for TB in Hong Kong is useful. Int J
Tuberc Lung Dis 2002; 6: 19–24.
Ministerio de Salud del Peru. Tuberculosis en el Peru. Informe
2001. Lima, Peru: Ministerio de Salud, 2002.
Gibson N, Boillot F, Jalloh H. The cost of TB to patients in Sierra
Leone’s war zone. Int J Tuberc Lung Dis 1998; 2: 726–731.
Lawn S D, Afful B, Acheampong J W. Pulmonary TB: diagnostic delay in Ghanaian adults. Int J Tuberc Lung Dis 1997; 1:
485–486.
Needham, D M, Foster, S D, Tomlinson G, Godfrey-Fausset P.
Socio-economic, gender, and health services factors affecting
diagnostic delay for TB patients in urban Zambia. Trop Med
Int Health 2001; 6: 256–259.
Murray C J L. Issues in operational, social, and economic research on TB. In: Bloom, B R, ed. TB: Pathogenesis, Protection,
and Control. Washington, DC: American Society of Microbiology, 1994: pp 583–622.

23 Holmes C J, Hauster H, Nunn P. A review of sex differences in
the epidemiology of TB. Int J Tuberc Lung Dis 1998; 2: 96–104.
24 Johansson E, Long N H, Diwan V K, Winkvist A. Gender and
TB control: perspectives on health seeking behaviour among
men and women in Vietnam. Health Policy 2000; 52: 33–51.
25 Hudelson P. Gender difference in TB: the role of socio economic and cultural factors. Int J Tuberc Lung Dis 1996; 77:
391–400.
26 Alvarez-Gordillo G C, Alvarez-Gordillo J F, Dorantes-Jimenez
J E, Halperin-Frisch D. Perceptions and practices related with
TB and treatment compliance in Chiapas, Mexico. Salud Publica Mex 2000; 42: 520–528.
27 Grange A, Story A, Zumla A. Tuberculosis in disadvantaged
groups. Curr Opin Pulm Med 2001; 7: 160–164.
28 Needham D M, Godfrey-Faussett, Foster S D. Barriers to TB
control in urban Zambia: the economic impact and burden on
patients prior to diagnosis. Int J Tuberc Lung Dis 1998; 2:
811–817.
29 Onwubalili K J. Malnutrition among tuberculosis patients in
Harrow, England. Eur J Clin Nutr 1988; 42: 363–366.
30 Hanekom W A, Potgieter S, Hughes E J, Malan H, Kessow G,
Hussey G D. Vitamin A status and therapy in childhood pulmonary tuberculosis. J Pediatr 1997; 131: 925–927.
31 Evans D I, Attock B. Folate deficiency in pulmonary tuberculosis: relationship to treatment and to serum vitamin A and betacarotene. Tubercle 1971; 52: 288–294.
32 Davies P D. A possible link between vitamin D deficiency and
impaired host defense to Mycobacterium tuberculosis. Tubercle 1985; 66: 301–306.
33 Karyadi E, West C E, Schultnick W, et al. A double-blind, placebo
controlled study of vitamin A and zinc supplementation in persons with tuberculosis in Indonesia: effects on clinical response
and nutritional status. Am J Clin Nutr 2002; 75: 720–727.

RÉSUMÉ

Les ménages de patients TB en Amazonie
péruvienne.
O B J E C T I F : Investiguer dans quelle mesure la connaissance et les croyances des contacts du ménage au sujet de
la TB intervenaient dans leur comportement de recherche de soins.
S C H É M A : Interviews avec 73 des patients TB achevant
leur traitement et avec 79 des contacts adultes dans le
ménage.
R É S U L T A T S : Les contacts étaient au courant de la gratuité du dépistage et du traitement, mais les contacts
ayant subi une perte de poids (mais non la toux) étaient
plus susceptibles d’être dépistés pour la TB (P 5 0,03).
Quarante-deux pourcent signalaient que la TB pouvait
être prévenue par une bonne alimentation, 28% en séparant les couverts et la vaisselle, mais 19% seulement
en évitant un patient en train de tousser. Un seul contact
CONTEXTE :

ménager a signalé être stigmatisé. La stigmatisation se
centrait sur l’alimentation, mais 12% seulement connaissaient l’association entre TB et VIH. Seuls 14% avaient
un BMI ,20, mais 30% signalaient aller se coucher
régulièrement en état de faim. Des paquets gratuits d’aliments ont été signalés comme la raison la plus importante d’adhésion au traitement par 33% des patients.
C O N C L U S I O N : Les contacts considèrent à tort la TB
comme une maladie liée à l’alimentation et ne craignent
pas la transmission aérienne, ce qui devrait être corrigé
par une formation en santé publique. La perte de poids
et non la toux ont entraîné un dépistage. La stigmatisation sociale paraît minimisée puisque le risque a été perçu
comme lié à la personne et résultant d’une mauvaise nutrition plutôt que d’une exposition. Des incitants alimentaires utilisant ces croyances peuvent réduire le délai du
diagnostic et améliorer l’adhésion thérapeutique.
RESUMEN

A N T E C E D E N T E S : Hogares de pacientes con TB en la
Amazonía Peruana.
O B J E T I V O : Investigar cómo el conocimiento y creencias
acerca de la TB afectan la búsqueda de servicios de salud
en contactos de pacientes con TB.
D I S E Ñ O : Entrevistas a 73 pacientes con TB finalizando
tratamiento y 79 contactos adultos del hogar.

Los contactos tenían conocimiento del
monitoreo y tratamiento de TB gratuitos, pero aquellos
que notaron pérdida de peso, no tos, fueron monitoreados con pruebas de BK más frecuentemente (P 5 0,03).
El 42% reportaron que la TB se previene mediante la
nutrición, un 28% mediante la separación de los utensilios de comida, y solo un 19% evitando la tos de un
RESULTADOS :
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paciente. Solo un contacto reportó haber sido marginado. La marginación se centró en la nutrición, y solo el
12% conocían la asociación entre la TB y el VIH. Solo el
14% tuvo un IMC (indice de masa corporal) ,20, pero
30% reportó irse a la cama con hambre. Los paquetes de
alimento gratuitos fueron reportados como la razón más
importante para la adherencia al tratamiento en 33% de
pacientes.
C O N C L U S I Ó N : Los contactos perciben la TB como una
enfermedad de desnutrición y no temen a la transmisión
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por aerosol. Esta creencia debería ser corregida con
métodos de educación salud pública. La pérdida de peso,
no la tos, conduce al monitoreo de TB. La marginación
social es minimizada ya que el riesgo de contagio es percibido como personal, a raíz de la desnutrición, mas no
a través la exposición al germen. Los incentivos nutricionales que utilizan estas creencias podrían reducir la
demora en diagnóstico e incrementar la adherencia al
tratamiento.

