Control of tuberculosis in an urban setting in Nepal:

public—private partnership
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Objectives To implement and evaluate a public—private partnership to deliver the internationally recommended strategy DOTS
for the control of tuberculosis (TB) in Lalitpur municipality, Nepal, where it is estimated that 50% of patients with TB are managed
in the private sector.

Methods A local working group developed a public—private partnership for control of TB, which included diagnosis by private
practitioners, direct observation of treatment and tracing of patients who missed appointments by nongovernmental organizations,
and provision of training and drugs by the Nepal National TB Programme (NTP). The public—private partnership was evaluated
through baseline and follow-up surveys of private practitioners, private pharmacies, and private laboratories, together with
records kept by the Nepal NTP.

Findings In the first 36 months, 1328 patients with TB were registered in the public—private partnership. Treatment success rates
were >90%, and <1% of patients defaulted. Case notification of sputum-positive patients in the study area increased from 54 per
100 000 to 102 per 100 000. The numbers of patients with TB started on treatment by private practitioners decreased by more than
two-thirds, the number of private pharmacies that stocked anti-TB drugs by one-third, the number of pharmacies selling anti-TB
drugs by almost two-thirds, and sales of anti-TB drugs in pharmacies by almost two-thirds. Private practitioners were happy to
refer patients to the public—private partnership. Not all private practitioners had to be involved: many patients bypassed private
practitioners and went directly to free DOTS centres.

Conclusions A combination of the strengths of private practitioners, nongovernmental organizations, and the public sector in a
public—private partnership can be used to provide a service that is liked by patients and gives high rates of treatment success and
increased rates of patient notification. Similar public—private partnerships are likely to be replicable elsewhere, as inputs are not
large and no special requirements exist.

Keywords Tuberculosis, Pulmonary/diagnosis/prevention and control/drug therapy; Antitubercular agents/administration and
dosage; Treatment outcome; Private sector; Public sector; Nongovernmental organizations; Community health centers; Intersectoral
cooperation; Urban population; Program evaluation; Nepal (source: MeSH, NLM).

Mots clés Tuberculose pulmonaire/diagnostic/prévention et contréle/chimiothérapie; Antituberculeux/administration et posologie;
Evaluation résultats traitement; Secteur privé; Secteur public; Organisations non gouvernementales; Centre public santé; Coopération
intersectorielle; Population urbaine; Evaluation programme; Népal (source: MeSH, INSERM).

Palabras clave Tuberculosis pulmonar/diagndstico/prevencién y control/quimioterapia; Agentes antituberculosos/administracion
y dosificacion; Resultado del tratamiento; Sector privado; Sector publico; Organizaciones no gubernamentales; Centros comunitarios
de salud; Cooperacion intersectorial; Poblacion urbana; Evaluacion de programas; Nepal (fuente: DeCS, BIREME).
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Voir page 97 le résumé en francais. En la pagina 97 figura un resumen en espafol.

Introduction

Tuberculosis (TB) is the most common cause of death in adults,
with South Asia being the worst affected region (1, 2). To avoid
poor or incomplete treatment, which can lead to relapse, increased
transmission, and drug-resistant TB, WHO and the International
Union Against Tuberculosis and Lung Disease advocate use of
the DOTS strategy (3, 4). A key component of this strategy is
direct observation of treatment (DOT): that is, the patient should
be “directly observed” as he or she swallows each dose of anti-
TB treatment for at least the first two months of treatment by a
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person responsible to the health services . The DOTS strategy
has been implemented successfully in the public sector by many
National TB Programmes (N'TPs). In South Asia, however, a
large number of patients seek treatment for TB from private
practitioners (1), particularly in urban centres (5), and the quality
of this TB care generally has been shown to be very poor across
all five components of DOTS (6-8). Currently, considerable
international interest exists in the involvement of private
practitioners in the control of TB (9-11), with India, Pakistan,
and other countries developing policies for public—private
partnerships. Pioneering work has centred on Mahavir Trust
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Hospital in Hyderabad (12), but this is somewhat context specific,
depending as it does on a charitable hospital and a highly
experienced chest doctor who has close links with private
practitioners.

In Nepal, over 10 000 new cases of smear-positive TB are
notified each year (13). In urban areas, 50% of patients with TB
are estimated to be managed in the private sector (74) (almost
all licenced private practitioners are concentrated in the urban
centres); these patients are unregistered. The quality of care for
TB patients provided by private practitioners generally is very
poor (15),leading to delayed cure, increased numbers of chronic
transmitters, and drug resistance, and hence to an increasing
incidence of TB. Most patients who use private practitioners are
very poor. After the Nepal NTP developed a well-functioning
strategy for T'B control in the public sector, the programme felt
itappropriate to focus on the private sector.

The Nepal NTP and the research team decided to develop
a tailor-made public—private partnership for the control of TB
in urban Nepal, the principles of which could be applied in
other urban settings in the country. Lalitpur municipality, a
medium-sized city in the Kathmandu valley with a population
of about 200 000, was chosen by the NTP as an appropriate
site for this initiative. The project aimed to develop, implement,
and evaluate the public—private partnership. The specific research
objectives were to assess the feasibility of developing and imple-
menting a public—private partnership and to assess its success
using the following criteria: in the study area, the overall cure
rate among newly-registered, smear-positive patients with TB
consistently attains the international target of 85%; the overall
rate of non-completion of treatment is consistently <5%; the
overall case notification rate increases after implementation of
the public—private partnership; and the overall number of patients
with TB treated in the study area with procedures not consis-
tent with the DOTS strategy falls after implementation of the
public—private partnership.

Methods

The main providers in the area were considered to be the public
sector, a semi-public hospital (largely financed by an international
nongovernmental organization but with joint decision-making
by the nongovernmental organization and the government), and
private providers (i.e., those not working in the public sector)
consisting of not-for-profit nongovernmental organizations and
for-profit private medical practitioners. Virtually all treatment for
TB was thought to be performed by private-for-profit qualified
medical practitioners — an assumption subsequently con-
firmed by a survey of non-allopathic private practitioners and
unqualified allopathic medical practitioners in the study area
(unpublished data). The survey confirmed that non-allopathic
providers in the study area recognized the symptoms of TB and,
rather than trying to treat the symptoms, recommended that
patients seek treatment from allopathic doctors. We thus use the
term private practitioner to refer to private-for-profit qualified
(MBBS or equivalent) medical practitioners.

The study group and the Nepal NTP formed a working
group committee that consisted of representatives from the main
provider stakeholders in the study area to develop a strategy that
would be acceptable to all stakeholder groups. The committee
comprised the director of the NTDT, the district health officer,
prominent private practitioners, representatives of Lalitpur
Municipality, representatives from nongovernmental organiza-
tions likely to provide DOTS centres, and members of the
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research team. The working group committee took overall respon-
sibility for the public—private partnership. Box 1 shows the
strategy agreed by the committee.

Lalitpur Municipality’s district health officer, who was
responsible overall for the TB control programme in the study
area, took responsibility for the day-to-day management of the
public—private partnership. This included providing training
for laboratory staff and DOT supervisors, supervising workers
involved in control of TB, ensuring drug supply and distribu-
tion, and ensuring that DOTS centres followed standard NTP
recording and reporting procedures. The district health officer’s
responsibilities thus corresponded to those of district health
officers elsewhere — i.e., overseeing and monitoring the compo-
nents of the DOTS programme in their districts. Agreement was
reached that microscopy services for the public—private partner-
ship would be provided by one laboratory at a private nursing
home, two laboratories run by nongovernmental organizations,
and one laboratory at a semi-public referral hospital; DOT by the
semi-public referral hospital, three nongovernmental organiza-
tions, and the private nursing home; and late patient tracing
(tracing of patients who miss appointments) by municipality
volunteers coordinated by a nongovernmental organization.
DOTS centres had a memorandum of understanding with the
district health office; other agreements were informal.

Initially, evening workshops were held to disseminate the
NTP’s concerns about treatment practices then current among
private practitioners, internationally recommended guidelines
for case management of TB, and services available to private
practitioners under the public—private partnership. The evening
workshops were largely unsuccessful in their initial aim of
getting all private practitioners directly involved in improved
case management: they proved to be not only unpopular — with
only 33 private practitioners attending from 93 identified in
the study area — but also expensive (and hence not replicable).
Asaresult, we stopped arranging workshops and started visiting
private practitioners in their clinics. We explained the public—
private partnership project and distributed a specially developed
clinical manual and map that showed the locations of treatment
centres and guidelines for referral to them. The strategy agreed

Box 1. Strategy to develop a public—private partnership for
tuberculosis (TB) in Lalitpur

e Set up a DOTS committee to foster greater understanding of TB
and control of TB among community representatives

e Distribute tailor-made case management guideline booklets to
private practitioners to make them aware of acceptable diagnostic
criteria, drug regimens, and principles of case management

e |dentify suitable providers of free sputum-smear microscopy and
make private practitioners aware that their patients can use them

e |dentify suitable providers of directly observed treatment (DOT)
and make private practitioners aware that they can refer patients
to them; providers of DOT must record and report to the NTP's
standards

« |dentify appropriate groups to be responsible for late patient
tracing and ensure that DOT providers are aware they can use
them

« Provide free antituberculosis drugs to a limited number of
appropriate nongovernmental organizations and private
organizations but not to individual private practitioners

e |dentify a chest specialist prepared to accept free referral of
complicated cases

« Advise all private practitioners of the services available to them
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by the public—private partnership was to encourage private practi-
tioners to use referral facilities for TB laboratory tests, DOT and
complicated cases, rather than to provide all of the components
of DOTS themselves. Every 6-8 months, all private practitioners
were reminded about the public—private partnership, either by
personal visits to their clinics or through educational materials
that were sent to them.

Our original intention was to encourage as many private
practitioners as possible to become actively involved in the public—
private partnership. As time progressed, however, it became clear
that many private practitioners were not interested in becoming
providers of DOTS. The working group therefore changed the
public—private partnership strategy from encouraging private
practitioners to provide DOTS themselves to encouraging
them to use referral facilities for TB laboratory tests, DOT and
complicated cases.

The semi-public hospital, three nongovernmental orga-
nizations, and one private nursing home that operated in the
area were prepared to become treatment centres to provide DOT.
One nongovernmental organization with considerable experi-
ence in urban health care and with excellent outreach workers
in the community agreed to coordinate municipality volunteers
to provide late patient tracing in addition to providing DOT.
A committed chest physician who worked at the private nursing
home acted as consultant for referral of complicated cases.

No financial incentives were paid to private practitioners,
laboratories, or providers of DOT, and no other incentives were
provided, other than signs that confirmed that participating
DOTS centres were accredited by the NTP. DOTS centres paid
their own staff’s salaries. Patients paid the standard consultation
fee when they visited private practitioners. As is normal in Nepal,
the NTP covered costs of training, drugs for DOTS centres
(but not for individual private practitioners), laboratory supplies,
and materials for recording and reporting. The costs of work-
shops and evaluation surveys for private practitioners were met
by the research team.

Further details of the organizational set-up of the public—
private partnership have been published elsewhere (16).

We considered it essential to evaluate the public—private
partnership as rigorously as possible. As in other settings, we
suspected it would prove impossible to obtain reliable relevant
statistics on private practitioners’ caseloads directly, as private
practitioners did not and would not keep records. We therefore
identified other indicators that were feasible to measure and
which we considered sufficient to evaluate the project with com-
parisons before and after implementation:

— the total number of patients with TB registered in the public—
private partnership

— private practitioners’ recall of the number of patients with
TB that they diagnosed and started on treatment

— sales of anti-TB drugs in private pharmacies

— the number of sputum examinations performed in private
laboratories.

Three baseline surveys were carried out in the study area in
1998 before the public—private partnership was implemented.
A door-to-door survey was used in the study area to identify all
private practitioners (/6), each of whom received a self-adminis-
tered questionnaire to determine the caseload of TB patients, the
TB treatment practices in the private sector, and the professional
characteristics of private practitioners involved in the care of TB
patients. A similar survey of all private pharmacies was conducted
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to determine sales of anti-TB drugs in private pharmacies (17).
Finally, a door-to-door survey of all private laboratories was carried
out to determine the numbers of acid-fast bacilli examinations
and sputum-positive cases detected in private laboratories (18).
In 2001, three years after initial implementation of the public—
private partnership, the surveys were repeated.

Other information was obtained from the NTP’s records.
All five DOTS centres used standard NTP treatment cards and
TB registers, and the four centres with laboratories used standard
NTP laboratory registers. Following normal NTP practice, these
records were cross-checked every four months by the district
health officer, the regional NTP team, and peer groups at routine
four-monthly regional TB workshops. An independent inter-
national review team visited these sites regularly to validate NTP
records as part of the NTP review. Records were also checked
periodically by the research team. Information on referrals from
private practitioners to DOTS centres was recorded in the remarks
column of the NTP’s TB registers that were held at the DOTS
centres. A referral was defined as any patient who attended a
DOTS centre with a note from a private practitioner requesting
the patient be started on treatment for TB. Referral information
was subsequently verified by a research field worker. Census data
were used as the denominator for calculations of case detection —
the catcchment area was unchanged over the period reported here.
Although patients who lived outside the catchment area could be
diagnosed by the public—private partnership, they were referred
to their area of residence for DOT, and hence would not appear
in the public—private partnership’s records.

Information on patient satisfaction was collected informally
by members of the research team in discussions with patients
who visited DOTS centres for monitoring purposes.

Results

In the first 36 months after implementation, 1328 patients
with TB were registered in the public—private partnership: 210
(15.8%) of these were referrals from private practitioners, the
remainder being self-referrals to DOTS centres (see Fig. 1).

The establishment of the public—private partnership
increased case notification of sputum-positive patients in the
study area from a pre-implementation level of 54 per 100 000 to
102 per 100 000 post-implementation, a rate that has remained
steady over the three years of the public—private partnership
(Table 1). Over the first three years, treatment success rates were
>90%, and <1% of patients defaulted (Table 2), more than
exceeding international targets.

Fig. 1. Distribution of patients registered in public—private
partnership in the first 36 months after implementation
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In 1998, none of the patients diagnosed in the study area
were on DOTS: in contrast, by 2001, 16 out of 28 patients
diagnosed with TB by private practitioners in the previous
month (data self-reported by private practitioners) had been
referred to the DOTS centres (referral rate >50%). The surveys
indicated that the number of patients with TB who were started
on treatment by private practitioners had fallen by two-thirds
(data self-reported by private practitioners) (Table 3 and Table 4).
The surveys of private pharmacies showed a one-third fall in the
number of pharmacies that stocked anti-TB drugs, a decrease of
almost two-thirds in the number that sold such drugs, and a
decrease of almost two-thirds in the number of sales of anti-TB
drugs in these pharmacies (data self-reported by pharmacies)
(Table 5). Results for the follow-up survey of private laboratories
showed consistency between the number of patients diagnosed
as smear positive (7 = 11), the number of smear-positive patients
with TB who were started on treatment by private practitioners
(7=10), and the quantities of drugs sold by private pharmacies
(the equivalent of 14 courses of drugs) (Table 6). Despite repeated
attempts, in the first survey, we were unable to get information
from five small laboratories that were staffed very irregularly.
The numbers of sputum-smear microscopy tests performed at
these laboratories, however, were thought to be negligible.

In the study area, most patients with TB do not have to
travel more than 15 minutes to reach the nearest DOTS centre,
and informal discussions have shown that they are pleased with
the arrangements. Similarly, private practitioners confirm that,
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now they have developed confidence in the quality and
sustainability of the public—private partnership, they are happy to
refer patients to participating DOTS centres. Additionally, and
unexpectedly, many patients with TB bypass private practitioners
and go directly to the free DOTS centres.

Discussion

This study showed the feasibility of implementing a public—
private partnership for control of TB, which achieved a treat-
ment success rate of >90% and simultaneously increased the case
notification rate. Public services are often perceived as technically
good but with a tendency to treat diseases rather than people and
atinconvenient locations and times. In contrast, private practi-
tioners generally provide convenience and a holistic approach,
but their TB patient retention and cure rates generally are very
poor. Nongovernmental organizations often show strengths in
community involvement and advocacy. By combining the
strengths of private practitioners, nongovernmental organiza-
tions, and the public sector, public—private partnerships can
provide services that give very high treatment success rates and
increased case notification rates. (Although Hurtig et al. reported
no change in TB case detection in the first eight months of the
project (I6), the apparent contradiction arose because they
included all patients with TB registered in Patan hospital, many
of whom came from outside the catchment area.)
Unfortunately, direct evaluation of the numbers of patients
seen by private practitioners was not possible. Private practitioners’

Table 1. Smear-positive patients with tuberculosis (TB) newly registered in public—private partnership

Time before public—private
partnership was initiated (months)

Time after public—private
partnership was initiated (months)

Patients registered 32-21 20-9 8-0 1-12 13-24 25-36
Dates 7/95—6/96 7/96—6/97 7/97-3/98 3/98-3/99 3/99-3/00 3/00-3/01
Duration (months) 12 12 8 12 12 12
Sputum smear-positive 98 79 64 162 147 192
patients newly registered
in area of public—private
partnership
Population 135 400 142 500 150 000 157 500 165 400 173 600
Registration rate 72 55 64° 103 89 110
Mean registration rate® N Y
Pre-implementation period 54
Post-implementation period 102
2 Sputum smear-positive patients newly registered per 100 000 population per year.
® Adjusted to take account of eight-month reporting period.
Table 2. Treatment outcomes of 759 patients registered in first 24 months of public—private partnership
No. of cases
Registration Cured Treatment Failed Died Defaulted Transferred Total
category completed out
New sputum-positive 283 (92)° 2(1) 6 (2) 8 (3) 4(1) 6 (2) 309 (100)
Re-treatment 79 (81) 0 (0) 9(9) 3(3) 0(0) 6 (6) 97 (100)
New pulmonary 0 (0) 139 (95) 0 (0) 2(1) 0 (0) 5(3) 146 (100)
sputum-negative
Extra pulmonary 0 (0) 198 (96) 0 (0) 2(1) 0 (0) 7(3) 207 (100)
2 Figures in parentheses are percentages.
Bulletin of the World Health Organization | February 2004, 82 (2) 95
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Table 3. Number of private practitioners in study area, who
responded to survey, and who diagnosed patients with
tuberculosis (TB)

Private practitioners 1998 2001
In area of public—private partnership 93 (100)® 95 (100)
Responded 43 (46) 64 (67)
Diagnosed one or more patient with TB 27 (29) 20 (21)

® Figures in parentheses are percentages.

Table 4. Number of patients with tuberculosis (TB) reported
as diagnosed by private practitioners in previous month in
1998 and 2001

Table 5. Data on antituberculosis (anti-TB) drugs sold by
private pharmacies in the previous month

Variable 1998 2001

No. of pharmacies in area of public— 50 50
private partnership

No. of pharmacies studied 49 (98)? 50 (100)

No. of pharmacies that stored anti-TB 36 23
drugs

No. of pharmacies that sold anti-TB drugs 32 13

Total value of sales of anti-TB drugs (US$) 2037 752

Equivalent no. of drug courses 35 14

2 Figures in parentheses are percentages.

No. of patients seen

1998 2001
Private practitioner Al Sputum- Al Sputum-
specialty positive positive
Chest physician 41 17 7 3
Paediatrician 13 4 4 1
Physician 19 6 10 6
Surgeon 24 4 7 0
Total 97 31 28 10

recall of the number of patients with TB that they saw may have
been unreliable, buta close match was seen between the number of
sputum-positive patients with TB that the private practitioners
said they diagnosed and put on treatment and the numbers that
were reported by the private laboratories over the same period.
Recall bias also could have occurred in the pharmacy question-
naire survey, although the pharmacists seemed well aware of the
medicines in stock and their turnover. Potential problems also
exist when the numbers of patients who buy anti-TB drugs
from private pharmacies are estimated from sales of such drugs
in pharmacies, because patients may not complete treatment and
patients from outside the project area may buy medicines from
pharmacies inside the area. With respect to the survey of labora-
tories, the introduction of the public—private partnership could
have caused a shift in the preferred diagnostic technique from
chest X-rays to sputum testing, so that this measure of change in
use of private practitioners is potentially biased. The main purpose
of the surveys of laboratories, however, was to compare the
results with the findings of the surveys of private practitioners.
Although the robustness of each of the surveys individually may be
open to question, all have comparable implications, and trian-
gulation of findings from the three techniques strongly suggests a
sharp decline in diagnosis and treatment by private practitioners
outside the framework of the public—private partnership.

A key finding was that it was not necessary to involve all
private practitioners in the public—private partnership. Many
patients went for diagnosis directly to a DOTS centre, having
learned about the services available from sources other than pri-
vate practitioners. When all private practitioners do not need to
be involved, the complications and costs of implementing and
sustaining a public—private partnership are considerably reduced.
Further work is in progress to determine the costs of developing
and maintaining the public—private partnership and hence its
cost-effectiveness.
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Table 6. Number of cases of tuberculosis (TB) detected in
private laboratories

Variable 1998 2001
Total number of laboratories 20 22
Laboratories surveyed 15 22
Slides examined 235 275°
Positive slides 18 29P

@ From 136 symptomatic patients.
® From 11 patients.

The public—private partnership is not a static entity but
continues to evolve to meet the changing strengths, weaknesses,
and commitment of private practitioners, nongovernmental orga-
nizations, and the NTP. For example, in the long-term, support
from nongovernmental organizations for advocacy and late patient
tracing could cease, and efforts are therefore being made to
ensure the local municipality can sustain the ongoing activities.
Lalitpur Municipality has formal responsibility for the health of
the residents and it is expected that when it has adequate human
and other resources to meet this responsibility; it will take respon-
sibility for TB control activities, including management of the
public—private partnership. Also, we hope to encourage other
nongovernmental organizations or private clinics to become
DOTS centres which should further improve patient access
and enable the public—private partnership to continue should
some partners withdraw. We are currently working to replicate
the public—private partnership in other urban centres in Nepal
and hope that similar efforts will be possible elsewhere in Asia.
Replication should not be difficult, as the inputs required are
limited: the process is flexible with no special requirements and
builds on local strengths.

Conclusion

Public—private partnerships for control of TB can give high
cure rates while increasing coverage. This is a pragmatic solution
to the specific problem of private practitioners” involvement in
treatment of TB and its impact on control of the disease in areas
where to ignore the status quo is likely to lead to increased inci-
dence and drug-resistant strains (9). This is not to say, however,
that public—private partnerships are appropriate for all diseases
— further testing would be needed before such a conclusion
could be drawn.

We end with a word of warning. We believe that a public—
private partnership for control of TB should be considered only
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when a country’s national TB programme is strong. The public
sector must take long-term overall responsibility for public health
and needs to show commitment to ensuring that standards of
care are maintained and to react quickly when problems arise.
If the public sector is weak, a public—private partnership may
encourage the private sector to expand provision of TB services
that have low patient retention and cure rates, thus threatening
public health and potentially weakening the public sector still
further. The effects of a poor public—private partnership may
prove to be irreversible: for example, developing countries do not
have the resources to tackle the widespread multidrug-resistant
TB that could develop as a result of poor control of standards
of care. W
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Résumé

Lutte antituberculeuse en milieu urbain au Népal
Objectif Instaurer et évaluer un partenariat entre les secteurs
public et privé pour appliquer la stratégie de lutte antituberculeuse
recommandée au niveau international (nommée DOTS) dans la
municipalité de Lalitpur (Népal), ou I'on estime que 50 % des
patients tuberculeux sont pris en charge dans le secteur privé.

Méthodes Un groupe de travail local a mis sur pied un
partenariat entre les secteurs public et privé pour la lutte
antituberculeuse : les praticiens privés posent le diagnostic, des
organisations non gouvernementales se chargent d'assurer le
traitement sous surveillance directe et de rechercher les patients
qui ne se sont pas présentés a leur rendez-vous, tandis que le
Programme national népalais de lutte contre la tuberculose
assure la formation et fournit les médicaments. Pour évaluer
cette forme de partenariat, des enquétes de référence et de
contréle ont été menées aupres des praticiens libéraux ainsi que
des pharmacies et des laboratoires privés, et les dossiers du
programme national ont été étudiés.

Résultats Au cours des 36 premiers mois, ce partenariat a
enregistré 1 328 patients. Le taux de succés a été de plus de
90 % et le taux d'abandon de moins de 1 %. La notification des

: partenariat entre les secteurs public et privé

cas de tuberculose a frottis positif dans la zone étudiée est passée
de 54/100 000 a 102/100 000. Le nombre des patients tuberculeux
commencant leur traitement chez un praticien privé a diminué
de plus des deux tiers, le nombre de pharmacies privées ayant en
réserve des antituberculeux a baissé d'un tiers, le nombre des
pharmacies vendant ces médicaments de prés des deux tiers et
la vente d'antituberculeux en pharmacie de prées des deux tiers
également. Les praticiens privés étaient heureux de pouvoir
adresser leurs patients au partenariat. Tous n'y ont pas forcément
participé : de nombreux patients se sont en effet rendus
directement dans les centres de traitement DOTS gratuits.
Conclusion En associant les atouts des praticiens privés, des
organisations non gouvernementales et du secteur public dans
cette forme de partenariat, on peut assurer un service apprécié
des patients et obtenir des taux de réussite thérapeutique élevés
et une augmentation du nombre des notifications. Il est probable
que ce type de partenariat pourra étre reproduit ailleurs, car il
demande peu de ressources et ne nécessite |'existence d'aucune
condition particuliére préalable.

Resumen

Control de la tuberculosis en un entorno urbano del Nepal: alianza publicoprivada

Objetivo Implantar y evaluar una alianza publicoprivada para
aplicar la estrategia internacionalmente recomendada (bautizada
como DOTS) de control de la tuberculosis (TB) en el municipio de
Lalitpur, Nepal, donde se calcula que el 50% de los pacientes
tuberculosos son tratados en el sector privado.

Métodos Un grupo de trabajo local formé una alianza
publicoprivada para el control de la TB que inclufa el diagnostico
por médicos privados, la observacién directa del tratamiento y el
rastreo de los pacientes que faltaron a las citas por las
organizaciones no gubernamentales, y el suministro de formacion
y medicamentos por el Programa Nacional de Tuberculosis del
Nepal. La alianza publicoprivada fue evaluada a partir de
encuestas de referencia y de seguimiento de los médicos
privados, las farmacias privadas y los laboratorios privados, asi
como de registros mantenidos por el Programa Nacional de
Tuberculosis del Nepal.

Resultados En los 36 primeros meses se registrd en la alianza
publicoprivada a 1328 pacientes con TB. Las tasas de curacion
fueron superiores al 90%, y menos del 1% de los pacientes
dejaron de sequir el tratamiento. La notificacion de casos de
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pacientes con esputo positivo en el drea estudiada aumentd de
54/100 000 a 102/100 000. El nimero de pacientes con TB que
empezaron siendo tratados por médicos privados se redujo en
mas de dos terceras partes, el nimero de farmacias privadas con
reservas de medicamentos antituberculosos lo hizo en una tercera
parte, el nimero de farmacias expendedoras de medicamentos
antituberculosos se redujo casi a la tercera parte, y las ventas de
dichos medicamentos en farmacias disminuyeron también casi
hasta la tercera parte. Los médicos privados mostraron muy buena
disposicion a derivar a los pacientes hacia la alianza
publicoprivada. No todos los médicos privados tenian que participar:
muchos pacientes los sorteaban y acudian directamente a los
centros que administraban DOTS de forma gratuita.
Conclusién Combinando los puntos fuertes de los médicos
privados, las organizaciones no gubernamentales y el sector publico
en forma de alianzas publicoprivadas, es posible prestar un
servicio del agrado de los pacientes que garantice tasas altas de
curacion y mayores tasas de notificacion de los casos. Se podrian
formar alianzas publicoprivadas similares en otros lugares, pues
ello no requiere grandes inversiones ni requisitos especiales.
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