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SUMMARY

The population of two villages of Chagalnaiya Upazila was selected for a
study on the prevalence of pulmonary tuberculosis through a two stage
screening process. Initial screening was conducted on 3406 persons which is
78% of the total population (3920) of the two villages. The initial screening
revealed 182 persons with the history of cough lasting 4 weeks or more, chest
pain, continuous fever and haemoptysis. Sputum examinations for Acid Fast
Bacilli (AFB) of tuberculosis detected 21 sputum positive cases giving a
prevalence rate of 6.2 (per 1000 population) higher than the estimated national
average of 5.0 per 1000. Most of the cases were not receiving treatment. Some
social and environmental factors of suspected and detected cases were also
studied.

INTRODUCTION

The vast majority (92%) of the people of Bangladesh live in rural areas.
Ignorant about health and hygiene, nutrition and environment, they fall prey to
many killer diseases. A large number of them die even of vaccine preventable
communicable disease like TB, which is one of the most prevalent diseases in
the country. There are about half a million TB cases in Bangladesh. Annual new
cases amounts to 150,000 and deaths to about 80,000. Estimated prevalence
rate for the country is 5 per 1000 population 1,2.3. These figures indicate about
the severity of the problem. Ironically, TB's social impact is probably no less
dangerous than its physical impact on the individual patient. Fear of isolation by
the community often compels the patient to hide his disease. Thus he is harming
not only himself but the community as well, as a constant source of infection. In a
situation such as this, active case finding through primary health care is an
appropriate method.

The objectives of this study included (i) identification of persons suffering
from symptoms suggestive of tuberculosis, such as cough for more than 4
weeks; finding sources of infection and refering screened out cases for treatment
and (ii) analysis of socio-economic status of such screened out persons in terms
of age, sex, education, overcrowding etc.

With these ends in view, investigation was carried out in two villages
(Kuhuma and Mandia) of Chagalnaiya Upazila in Feni district. The selected
area is densely populated and typical of rural areas of Bangladesh.
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MATERIALS AND METHODS

The villages were selected purposively on consideration of familiarity of
one of the authors as medical officer of the locality. The villages consist of a total
population of 3920 living in 728 households. However. 3406 persons (87%)
living in 528 households were covered within the scheduled time of 8 weeks.
Age and sex distribution of these 3406 people was based on the percent
distribution of the Feni district population of 1981 census4.

Screening5 of pulmonary TB was done firstly on the basis of symptoms
and signs of the disease and secondly by the sputum smear examination of the
persons with symptoms relevant to pulmonary TB. Information as to the TB
suspects was obtained through contact with each household of the area using a
structured questionnaire and sputum was collected and examined
microscopically for identification of acid fast tuberculosis bacilli. The practical
procedure for direct smear examination is described elswhere6.

Data processing and analysis was done manually using simple
techniques of percentage. rate. ratio and proportion. Two tailed Z-test was used
to test significant differences between two relevant percentages.

RESULTS

Of the 3406 persons, 1711 (50.2%) were males and the rest 49.8% were
females. About 49% of the population was under 15 years & 22.3%. 14.2% and
14.1% belonged to age 15-29. 30-44 and 45+respectively. Males were
distributed as 50.7% under 15, 20.8% in 15-29. 13.1% in 30-44 and 15.4% in
45+ age groups. The corresponding female age distribution was 48.0% in under
15 group, 24%, 15,0% and 13% respectively in 15-29. 30-44& 45+age groups.

Out of 3406 persons 182 (5.3%) were initially screened out as suspects.
On sputum examination of these 182 suspects. 21 showed AFB positive.
Seventy four percent of the suspects and 71% of the cases were males as
against 26% suspects & 29% cases as females (Table I).

Table I : Age and Sex Distribution of the study Population.

Age group
Yrs) Total

0-14 1682
15-29 760
30-44 484
45+ 480
Total 3406
% 100

Population4.
Male Female
867 815
356 404
224 260
264 216

1711 1695
50.2 49.8

TB Suspects
Total Male Female
11 7 4
45 32 13
54 38 16
72 57 15

182 134 48
100 74 26

Total
1
3
6

11
21

100

TB cases
Male Female

o 1
2 1
.4 2
9 2

15 6
71 29
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Table-II : Age Specific Prevalence Rate (ASPR) of the study
Population

Age group
Verso..0.....-..

0- 14
15 - 29
30 - 44
45+

Total

Age Specific Prevalence Rate
Total Male Female

0.6 0 1.2
4.0 5.6 2.5
12.4 17.9 7.7
22.9 34.1 9.3

6.2 8.8 3.5

Table II above shows that the overall prevalence rate was 6.2 per 1000
population. The age specific Prevalence rates ranged from 0.6 in the age group
below 15 years to 22.9 for age 45 and above with an increasing trend. The
prevalence rate for male & female were found to be 8.8 & 3.5 per 1000
respectively and did follow the same age pattern as that of both sex combined.
The overall SPR among suspects was found to be 11.5% with 11.2% for males
and 12.5% for females. Out of 182 suspected individuals 27.5% were cultivators,
11.5% service holders, 30.8% workers of differnt types, 7.7% businessmen,
19.2% house-wives,2.2% students and 1.1% unemployed. Among 21 positive
cases 38% were workers of different types, 28.6% were cultivators, 19% house-
wives, 9.5% service holders, 4.8% belonged to the business community.

Of the 182 suspects, 53.8% were illiterate, 51% lived in katcha houses,
45% in tinsheds and 3.8% in buildings. Out of 21 positive cases 61.9% lived in
katcha house, and 38% in tinsheds. Among 182 suspected persons 54.9% lived
in floor space below 50 sq. ft., 39% in 50-100sq. ft. and 6% above 100sq. ft. area.
Out of 21 sputum positive cases 61.9% lived in below standard floor space area,
33.3% lived in average floor space area and 4.7% lived in area above 100sq. ft.
as shown in table III. Average household size for the population under study was
6.5 persons.

Vast majority of both suspects (97.2%) and cases (95.2%) were not
vaccinated with BCG. History of contact could not be ascertained for more than
80%. Family history of contact, however, came out to be only 12% for suspects
and 9.5% for cases. Cough, fever, weight-loss and chest pain were the most
prominent complaints. Only 38% suspects and 14% of the sputum positive cases
availed treatment.
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Table -III : Distribution ot respondents by the types of \.;..:'I(,..ethey
live in and availability of floor space.

DISCUSSION

The prevalence rate of 6.2 per 1000 found in this study is comparatively
higher than the current national rate of 5 per 1000. However, the difference is
not statistically significant at 5 percent level (P>.05). But this rate (6.2 per 1000)
is significantly higher than the corresponding rates found in the Tuberculosis
Survey of Bangladesh 1964-667 & the Epidemiological study of 19848 (P<. 01).
Cough prevalence rate of the present study is in full conformity with that of the
1964-66 survey. The sputum positivity rate % for this study is significantly higher
than the corresponding rates of the National Survey, 1964-66 & the
Epidemiological study of 1984 (P<. 01).

The increasing pattern of prevalence with age is in conformity with other
studies9.The very low figure for age under 15 is also consistent because the
method used, that is sputum examination, is not the appropriate method for
detecting childhood tuberculosis. Sex differential found in this study that is males
having significantly higher prevalence than females (p<. 01) is also consistent.
The high prevalence of tuberculosis among specific occupation group e. g.
cultivator, worker & housewife is also consistent with the findings of Khan10 et al
& the Epidemiological study of 1984.

The disease is more prevalent among illiterates & in those living in
overcrowded katcha houses, the study reveals.
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Suspects TB Cases Cases per
No. % No. 0/0 1000

suspects
a) Type of house :

Katcha 93 51.1 13 62.0 139
Tinshed 82 45.1 8 38.0 97
Building 7 3.8 0 0.0 0
Total 182 100.0 21 100.0

b) Availability of floor space/person

* Below 50 sft. 100 55.0 13 62.0 130 * Below average
** 50-100 sft. 71 39.0 7 33.3 98 ** Average

***Above 100 sft. 11 6.0 1 4.7 90 ***Above averaae
Total- 182 100 21 100
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Case finding of TB suspected persons showed that majority of the cases
(90%) had fever and all of them (100%) had cough ipdicating that both cough
and fever are important symptoms of pulmonary T B cases. This finding is very
much consistent with that reported by Rahman9.

The study reveals that a large percentage of suspects (61.4%) and cases
(85.7%) remain untreated for long time. The reasons could be negligence, high
price of medicine and above all fear of social stigma.

Tuberculosis is a major public health problem in Bangladesh, both in
rural and urban communities. This community based study reveals that the
disease is highly prevalent among the population, particularly affecting the
productive years of life; and the weaker segment of the community contributing
to their misery and poor quality of life. It appears that the net-work of health
srvices has not yet taken tuberculosis as priority health problem, initiating case-
finding and case-holding till cure. Apart from BCG immunization, which protects
against childhood tuberculosis, efforts were not adequately taken to utilize the
health manpower deployed for TB control programme. It is recommended that
Tuberculosis control activities should be intensified through primary health care
approach. Training of all levels of health workers for detection of symptomatic
cases, and referral for sputum examination at the upazila level should be
introduced in all upazilas. Case holding till cure, with follow up of defaulters is
essential, drugs need to be made available for treating detected cases. Health
education should be an integral part of intensification of tuberculosis control.
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