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ABSTRACT

Tuberculosis is a worldwide public health problem, which, even with available treatment, 

continues to cause deaths worldwide. One of the obstacles to control the disease is the 

multifactorial difficulty of patients to adhere to treatment, in addition to the difficulty of health 

workers in circumventing barriers to implement strategies such as the directly observed treatment 

(DOT). The aim of this study is to analyze the performance and challenges faced by health 

workers in the use of DOT in tuberculosis. This is a descriptive, quali-quantitative study using 

data from interviews with primary-care professionals working in nine municipalities of Parana 

State, Brazil. The professionals answered a questionnaire containing four closed questions about 

DOT and an open question related to their professional opinion about the strategy. Quantitative 

data were entered into a spreadsheet and statistically propagated. Qualitative data were treated 

from the transcription of statements, subsequently submitted to content analysis. Of the  

387 professionals interviewed, at least 58.9% had some knowledge about DOT. Among the main 

challenges faced by the professionals are: lack of user commitment to treatment (48.3%), users’ 

difficulty in attending the basic health clinics (BHC) (31.4%), professionals’ difficulty to reach 

the place where patients are treated (8.8 %), insufficient staff / lack of human resources (4.1%) 

and use of illicit drugs by patients (3.9%). Blaming the user and the lack of resources are the main 

highlights, in addition to issues such as the professionals’ lack of access and knowledge that are 

highlighted by the difficulty of patients to adhere to the treatment of tuberculosis according to 

the participants’ statements. The issues were raised by health workers manifestations involving 

adherence to treatment according to the DOT in the studied health region. It is possible, in this 

context, to observe the need for improvement in the knowledge of professionals with regard 

to the DOT, the importance of their bond with patients and families and the recognition of the 

part of responsibility that belongs to the health team on guaranteeing treatment.

KEYWORDS: Tuberculosis. Directly Observed Treatment. Health professionals. Primary 

health care.

INTRODUCTION

Tuberculosis (TB) is considered a neglected disease and a worldwide public 
health problem, ranking second among causes of death from infectious diseases 
worldwide1. In Brazil, in 2014, the incidence of TB reached 34.1 cases per 
100,000  inhabitants, being the 3rd most frequent cause of death from infectious 
diseases and the leading cause of mortality among people infected with Human 
Immunodeficiency Viruses (HIV)2.

TB treatment is complex and lengthy, using different drugs, and lasting up to 
6 months, even after the patient’s clinical recovery. For these reasons, treatment 
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abandonment is frequent and can lead to the emergence of 
resistant forms of Mycobacterium tuberculosis, which can 
be an obstacle to disease control1. One of the strategies 
against this obstacle is the recommendation by the World 
Health Organization (WHO) to implement directly observed 
short-course treatment (DOTS)3.

At the national level, the Brazilian Ministry of Health 
has been active in TB control since 2003, when TB was 
designated a priority public health problem to be tackled. 
Since then, the status of priority disease has strongly 
stimulated the organization and participation of the civil 
society in the social control of TB4. Both actions, WHO’s 
DOTS and TB control by the Ministry of Health, consist 
of ensuring regular and correct chemotherapy based on the 
daily supervision of medication use5.

In this context, the following treatment modalities are 
considered: at home, in health facilities, or shared4. The 
choice of therapeutic modality is important and should 
be conducted jointly by the health team and the patient. 
However, the organizational logic in several TB care 
services follows strict rules, established by international 
epidemiological methods for the control of the disease and 
mainly, of the patient, whose autonomy is not considered 
in the therapeutic care process6.

Factors such as forgotten doses, lack of information 
about the disease, use of alcohol and other drugs, 
sociodemographic aspects, low income and schooling, 
HIV coinfection, having experienced side effects of anti-
TB drugs, and improvement of symptoms are significantly 
associated with non-adherence to TB treatment7,8. In this 
sense, directly observed treatment (DOT) could directly 
influence the number of cures and prevent multidrug-
resistant TB9, especially when performed by a professional 
the patient trusts10,11. The DOT brings professionals closer to 
the social context of individuals, establishing links between 
health services, patients and families4. However, the practice 
must be improved to encourage the user’s autonomy in this 
process, allowing him to participate in discussions about 
treatment, giving space to individual’s particularities and 
needs in the course of treatment12.

Unfortunately, nowadays, the lack of involvement, 
sensitivity, awareness and technical skills, together with the 
high turnover of team members in the health system13 and 
the movement of more skilled professionals to the private 
sector, are some of the problems faced by the Brazilian 
Unified Health System14 that hinder the smooth functioning 
of specific programs, such as those for TB. In this sense, 
proposals for humanization in health lead to the rethinking 
of the process of training professionals, as it is still centered 
on technical, rational, and individualized learning15.

As far as we know, there is a significant gap in terms of 

investigations on the effectiveness of DOT from the point 
of view of all the professionals who make up the primary 
healthcare teams, a fact that justified the development of this 
study. Therefore, our aim was to analyze the performance 
and challenges faced by health workers in the use of DOT 
in TB.

MATERIALS AND METHODS

This was a descriptive study with a quali-quantitative 
approach, developed in the municipalities covered by the 
15th Health Regional of Parana State, Brazil, involving a 
survey of operational and epidemiological data after the 
implementation of the DOT strategy in the State.

The 15th Health Regional of Parana is composed 
of 30 municipalities with an estimated population of 
782,186 inhabitants. In 2014, 17 municipalities had TB 
cases reported on the SINAN NETWORK, of these, nine 
municipalities participated in this study. Municipalities 
whose municipal health managers did not confirm their 
acceptance to participate in the study were excluded by 
requesting authorization to conduct the study after three 
attempts to contact them via email or phone.

The study included medical professionals, nurses, 
community health agents (CHA), endemic control agents 
(ECA), pharmacists, dentists, nursing assistants or 
technicians and oral health assistants or technicians (OHA). 
The exclusion of professionals was due to the failure to 
correctly complete the Free and Informed Consent Term 
or for not having returned the questionnaire within the 
established period (professionals on vacation, leave or 
medical certificate during the data collection period).

Data collection took place between June and August 
2015 through individual questionnaires delivered to 
health workers after the participants’ consent. Firstly, the 
questionnaire contained questions about the professional’s 
profile containing age, profession and length of experience, 
then the questionnaire had four closed questions related 
to the professionals’ knowledge and opinion about the 
guidelines and difficulties related to the DOT, and finally, 
one open question related to the professional’s perception 
of DOT, pointing out difficulties and/or facilities in the 
execution.

The quantitative data obtained were entered into a 
Microsoft Excel 2010 spreadsheet, analyzed using the SPSS 
(version 25) statistical software (SPSS Inc, Chicago, IL, 
USA), and then organized into relative-frequency tables. 
The Shapiro–Wilk normality test was applied, which 
indicated an abnormal distribution of the data. To this 
end, the Kruskal–Wallis non-parametric test was applied 
comparing the answers of DOT-related questions with the 
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variables length of experience and profession. Associations 
with p < 0.05 were considered significant.

For the analysis of qualitative data, the answers were 
transcribed in full and submitted to thematic content 
analysis16. The initial organization of the material comprised 
the acquisition and identification of the messages by 
free‑floating reading, followed by a thorough reading of 
the interviews.

Subsequently, the coding of the data began. The raw 
data were transformed and aggregated into units, allowing 
a description of the characteristics of the content17. After 
the coding was completed, the thematic analysis and the 
categorization were started, based on the themes found.

The study was developed in accordance with the 
guidelines established by the Resolution 466/ 2012 of the 
Brazilian National Health Council16 and approved by the 
Standing Ethics Committee of the Workers’ Hospital of the 
Parana State Health Secretariat under opinion Nº 941.463 of 
January 28th, 2015. All the participants of the study signed 
an Informed Consent Form.

RESULTS

We interviewed 387 professionals from 13 municipalities 
under the jurisdiction of the 15th Regional Division of 
Parana State Health Secretariat, with a mean age of 
41.2  ±  10.3  years. Among the surveyed professionals, 
33.9% (n = 131) were 39-48 years old, 59.4% (n = 230) 
were CHAs, and 44.4% (n = 172) had been working in their 
current positions for 10 years or more (Table 1).

The study was able to show that the basic knowledge 
about the DOT guidelines is understood by more than half 
of the professionals in two specific questions on the topic. 
About that, 58.9% (n = 228) stated that DOT for TB consists 
of daily doses (Monday through Friday) of medication 
under the supervision of the health professional, enabling 
interaction, shared responsibility, and learning; and 76.0% 
(n = 294) stated that DOT is available in their health clinic 
five days a week. 

Most professionals have also recognized that the 
responsibility for DOT lies with the nursing team and the 
CHA. Therefore, the professionals most often mentioned as 
responsible for DOT for TB were CHAs (n = 169, 43.7%), 
followed by nurses (n = 147, 38%) and nursing technicians 
and/or assistants (n=46, 11.9%) (Table 2).

As for the difficulties in performing the DOT, the most 
often mentioned by the studied population was the lack 
of users’ commitment to the treatment or non-adherence 
to it (n  = 187, 48.3%). According to the interviewees, 
transportation of the user to the BHC was the second most 
often mentioned difficulty (n = 113, 29.2%), and ranking 

third and fourth were difficulty of transporting professionals 
to the patient’s location of DOT (n = 34, 8.8%) and use of 
illicit drugs by patients (n = 15, 3.9%), respectively (Table 2).

In the currently studied population, there was a 
statistically significant correlation (p = 0.007) between 
the length of experience and the professional responsible 
for DOT at the BHC (Table 3). The person responsible for 
DOT, considering the variable “profession”, has also shown 
a correlation (p = 0.089), albeit it did not reach statistically 
significance (Table 4). The other answers correlating DOT 
with the variables profession and length of experience 
showed no significant differences.

Regarding the opinion of the interviewed health 
professionals about DOT in patients with TB, 206 (53.2%) 
described DOT as being “good,” “great,” “important,” 
“necessary,” or “a good strategy.” Of the interviewees, 
29 (7.5%) agreed with DOT and their written answers 
mentioned factors related to the Singular Therapeutic 
Project; seventy-seven (19.9%) responded positively, but 
with reservations, mainly regarding the patient adherence 
to treatment; forty-one professionals (10.6%) did not agree 
with this modality of treatment; and 34 (8.8%) did not 
answer or did not know how to answer this question.

Table 1 - Profile distribution of participating professionals from 
13 municipalities of Parana State, Brazil, 2015. (n = 387)

Variables n %

Age group (years)   

18 to 28 38 9.8

29 to 38 111 28.7

39 to 48 131 33.9

49 to 58 87 22.5

59 years or older 20 5.2

Profession

Community health agent 230 59.4

Nurse 47 12.1

Nursing assistant/technician 46 11.9

Physician 27 7.0

Dentist 12 3.1

Oral health assistant/technician 11 2.9

Environmental agent 7 1.8

Pharmacist 3 0.8

Receptionist 2 0.5

Endemic control agent 2 0.5

Length of experience

Less than 5 years 141 36.4

5 to 10 years 74 19.1

10 years or more 172 44.4
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It was found that most professionals understand 
the importance of the application of DOT: -“DOT is of 
paramount importance, given that many patients give up 
or abandon treatment before the end” (Nurse — 28 years 
old). However, the meaning of adherence for the interviewed 
professionals is closely associated with just taking or not 
taking the medication, rather than with building a bond 
with the environment in which the patient is inserted: 

- Conducting DOT improves the patient adherence and 
reduces the rate of abandonment, avoiding the emergence 
of multidrug-resistant bacilli and the transmission of the 
disease” (Pharmacist — 42 years old) and: -“I think it is 
great, because this way we can ensure the patient’s cure by 
making sure that the patient takes the medicine every day” 
(CHA — 34 years old).

Table 2 - Distribution of answers related to DOT given by interviewed professionals from 13 municipalities of Parana State, Brazil, 
2015. (n = 387).

Questions n %

Understanding about DOT

Monday to Friday, enabling interaction, shared responsibility, and learning by nurses, nursing 
technicians and assistants, and CHAs

228 58.9

Monday to Sunday, enabling interaction, shared responsibilityand learning by nurses, nursing 
technicians and assistants, and CHAs

135 34.9

Three times a week, enabling interaction, shared responsibility, and learning by nurses, nursing 
technicians and assistants, and CHAs

11 2.8

Once a month, enabling interaction, shared responsibility, and learning by nurses, nursing 
technicians and assistants, and CHAs

4 1.0

“I don't know how to answer” 9 2.3

DOT conducted at the BHC

Yes, 5 days a week 294 76.0

Yes, every day of the week (Monday through Sunday) 33 8.5

Yes, 3 days a week 22 5.7

“I don't know how to answer” 16 4.1

No DOT is conducted 13 3.4

It depends on the availability of professionals 9 2.3

Responsible for the DOT

CHA 169 43.7

Nurse 147 38.0

Nursing assistant or technician 41 10.6

Other 17 4.4

Physician 8 2.1

No DOT is conducted 5 1.3

Main difficulties for DOT

Lack of user commitment to treatment 187 48.3

Difficulty of transportation of the user to the BHC 122 31.4

Difficulty of transportation of professionals to the patients’ location for DOT 34 8.8

Insufficient staff/lack of human resources 16 4.1

Patients using illicit drugs 15 3.9

Unfavorable physical facilities at the BHC 8 2.1

DOT is not considered a priority at the BHC 2 0.5

Lack of support from the management 1 0.3

No DOT is conducted 1 0.3

Other 1 0.3

DOT = Directly Observed Treatment; CHA = community health agents; BHC = basic health clinic.
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The statements has also addressed issues of fragility in 
the care relations between health professionals and users: 
- “Unfortunately, it is a necessary action, in view of the 
results obtained, but it demonstrates the lack of commitment 
of the population to individual and collective health” (Nurse 
— 32 years old); - “It is important that the team does its 
share, but it is essential that the family also participates by 
collaborating with the administration of the medication” 
(CHA — 37 years old); and:- “This is an effective method 
for controlling the tuberculosis treatment while maintaining 
treatment integrity and reinforcing a good relationship 
between the health system and the patients-and family” 
(Physician — 30 years old).

The need for more effective and humanized treatment 
of TB patients was described: -“I believe that a screening 
could be carried out to assess the level of understanding 

of the disease and the socioeconomical family structure. 
If difficulties are observed, yes, DOT would be of utmost 
importance, otherwise one could do just the weekly 
monitoring.” (Nurse — 25 years old).

It is possible to observe the need for training (continuing 
education) or even formal teaching about TB and drugs, 
which are considered indispensable in the training of 
health professionals, with a view to providing qualified 
assistance to this population: “I think it is good, but I 
think that for it to be done, the professional needs to have 
attended a course on the subject” (CHA — 31 years old) 
and “It is a very important treatment and a way for the 
patient not to abandon the treatment, because not only is 
the medication very strong, but there are also patients with 
chemical or alcoholic dependence who do not want to take 
the medication” (CHA — 51 years old).

Table 3 - Knowledge of professionals about DOT according to their length of experience in basic health clinics in 13 municipalities 
of Parana State, Brazil, 2015 (n = 387).

Questions
Length of experience (years)

p value≥10 
n (%)

5–10 
n (%)

<5 
n (%)

Total 
n

Understanding DOT

Monday through Friday, enabling interaction, shared responsibility, 
and learning by nurses, nursing technicians and assistants, and 
CHAs

101 (44) 43 (19) 84 (37) 228 0.884

Monday through Sunday, enabling interaction, shared responsibility, 
and learning by nurses, nursing technicians and assistants, and 
CHAs

67 (50) 26 (19) 42 (31) 135

Others 4 (17) 5 (21) 15 (62) 24

How DOT is carried out at the BHC

Every day from Monday to Sunday 16 (49) 6 (18) 11 (33) 33 0.310

Five days a week 134 (46) 57 (19) 103 (35) 294

Three days a week 9 (41) 6 (27) 7 (32) 22

Others 13 (34) 5 (13) 20 (53) 38

Responsible for DOT at the BHC

CHA 61 (36) 43 (25) 65 (39) 169 0.007

Nursing assistant or technician 22 (54) 6 (14) 13 (32) 41

Nurse 75 (51) 23 (16) 49 (33) 147

Others 14 (47) 2 (6) 14 (47) 30

Difficulties in carrying out DOT

Patient transportation to the BHC 52 (46) 19 (17) 42 (37) 113 0.728

Transportation of professionals to the patient’s location 18 (53) 6 (18) 10 (30) 34

Lack of human resources 7 (44) 3 (19) 6 (37) 16

Lack of user commitment 79 (42) 42 (22) 66 (35) 187

Patients using illicit drugs 9 (60) 2 (13) 4 (27) 15

Others 7 (32) 2 (9) 13 (60) 22

Total 172 (44) 74 (19) 141 (37) 387

DOT = Directly Observed Treatment; CHA = community health agents; BHC = basic health clinic.
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DISCUSSION

As a first point related to the professional’s performance 
in the DOT, the professionals’ knowledge about essential 
DOT points highlighted in the guidelines seems to be 
understood by the workers interviewed. Even so, an 
important part of the participants was not able to show 
adequate knowledge about the DOT guidelines for TB, 
allowing the understanding that there are gaps in this 
process.

The description of DOT for TB selected by the majority 
of professionals (n = 228, 58.9%) was in agreement with 
that published by the Brazilian Ministry of Health, which 
consists of taking medication from Monday to Friday 
under the supervision of a health professional, resulting 

in interaction, shared responsibility, and learning by all 
the actors (nurses, nursing technicians and assistants, 
and CHAs)6. Despite their professional categories being 
emphasized in the official description of DOT, nurses, 
nursing technicians and assistants, and CHAs did not show 
greater knowledge of the definition of DOT when compared 
to other professionals who do not work so directly with the 
strategy (p = 0.412).

Studies from other countries that verified the knowledge 
of health workers point to gaps in practice and knowledge 
related to DOT, indicating urgency in adopting innovations 
that address perceived barriers and improve the knowledge 
of professionals involved in the practice18-20. One of the 
main focus of discussion in the study by Choowong et al.20 
addresses the need for professionals who are able to 

Table 4 - Knowledge of professionals working in basic health clinics about DOT in 13 municipalities of Parana State, Brazil, 2015, 
according to their professional category (n = 387). 

Questions
Profession

P valueCHA 
n (%)

Nurse 
n (%)

Physician 
n (%)

Dentist 
n (%)

Others 
n (%)

Understanding DOT

Monday through Friday, enabling interaction, shared 
responsibility, and learning by nurses, nursing 
technicians and assistants, and CHAs.

134 (59) 59 (26) 17 (8) 10 (4) 8 (3) 0.412

Monday through Sunday, enabling interaction, 
shared responsibility, and learning by nurses, nursing 
technicians and assistants, and CHAs.

78 (58) 33 (24) 9 (7) 10 (7) 5 (4)

Others 18 (76) 1 (4) 1 (4) 2 (8) 2 (8)

How DOT is carried out at the BHC

Every day from Monday to Sunday 24 (73) 5 (15) 1 (3) 3 (9) 0 (0) 0.375

Five days a week 171 (58) 78 (26) 21 (7) 11 (4) 13 (5)

Three days a week 12 (54) 5 (23) 2 (9) 2 (9) 1 (5)

Others 23 (60) 5 (13) 3 (8) 6 (16) 1 (3)

Responsible for DOT at the BHC

CHA 108 (64) 40 (24) 9 (5) 5 (3) 7 (4) 0.089

Nursing assistant or technician 20 (49) 14 (34) 4 (10) 1 (2) 2 (5)

Nurse 85 (60) 35 (24) 12 (8) 12 (8) 3 (2)

Others 17 (57) 4 (13) 2 (7) 4 (13) 3 (10)

Difficulties in carrying out the DOT

Patient transportation to the BHC 58 (51) 30 (26) 10 (9) 8 (7) 7 (6) 0.276

Transportation of professionals to the patient’s location 22 (65) 9 (26) 2 (6) 0 (0) 1 (3)

Lack of human resources 7 (44) 5 (31) 1 (6) 2 (12) 1 (6)

Lack of user commitment 120 (64) 41 (22) 12 (6) 9 (5) 5 (3)

Patients using illicit drugs 9 (60) 4 (27) 0 (0) 1 (7) 1 (7)

Others 14 (64) 4 (18) 2 (9) 2 (9) 0 (0)

Total 230 (60) 93 (24) 27 (7) 22 (6) 15 (4)

DOT = Directly Observed Treatment; CHA = community health agents; BHC = basic health clinic; “Nurse” also includes nursing 
assistants and technicians; “Dentist” also includes oral health assistants and technicians.
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guide and monitor patients with a focus on autonomy 
in adhering to treatment. In other words, the discussion 
is not necessarily about guaranteeing that medication is 
taken in an authoritarian way, but from the bond, bringing 
the responsibility and autonomy of care to the patient’s 
daily life.

Regarding the perception of the professional responsible 
for DOT, the answers showed that most understand that 
nursing professionals and CHAs are involved in this 
process. The statistically significant value (p = 0.007) shows 
that professionals with more than 10 years of experience 
have better knowledge of the person responsible for DOT 
at the BHC. A similar study carried out with CHAs has 
also shown that the length of experience influences the 
professionals’ knowledge about DOT21. Additionally, when 
evaluating professional categories, the results show that 
CHAs and the nursing team have a better understanding 
of their responsibility in conducting DOT, even though the 
difference is not statistically significant (p = 0.089).

The functioning of the program as a whole depends 
on the development of actions that are specific to each 
professional category5; therefore, it is important that each 
member of the team knows their actual assignments for 
carrying out DOT. The protocol defines specific attributions 
for each professional category in TB care, including the 
CHAs supervising drug intake, according to the planning for 
the team, under the supervision of nursing professionals6.

In the work of family health teams, as in all primary-
care work, clinical activities depend on professionals with 
different training (physicians, nurses and others), but they 
also depend on the interdisciplinary interaction between 
these different forms of clinical practice, an interaction that 
has its most significant moment in team work. It is essential 
to include the multiprofessional health team to face the 
problem, which requires a broad structure of knowledge 
about health promotion and prevention for the benefit of 
the entire society22,23.

As for the difficulties in DOT continuity perceived 
by the professionals, the lack of user commitment 
to treatment (n  =  187, 48.3%) stood out, along with 
difficulties in transporting patients to the BHC (n = 122, 
31.4%). According to the literature24, there are multiple 
causes for DOT interruption and failure, which can be 
classified as structural (poverty, gender and discrimination), 
user‑related (motivation, knowledge, beliefs, attitude, and 
interpretation of the health and disease process), social 
(family, community, and social support networks), and 
health service-related (organization of care and treatment, 
evolution of the disease and adverse effects).

Some authors suggest that approaches that do not 
consider the dialogue between user and professional tend to 

blame only the user for their health status, which makes the 
user responsible for not adhering to treatment25. However, 
professionals also play a fundamental role in the treatment, 
especially regarding the user embracement, which can 
positively assist in bonding and treatment success25. In 
this sense, it is necessary to broaden the understanding of 
treatment adherence to be able to discuss the treatment in 
a more just and less blaming manner26.

According to the DOT guidelines, adherence to 
treatment is a two-wayprocess, as it depends on the 
commitment of the patient and the health team4. Blaming 
one or the other, that is, the user or the team, shows the 
difficulty in ensuring adequate treatment for patients with 
tuberculosis. Determining adherence to treatment as the 
patient’s exclusive autonomous action makes him the only 
one to blame when there is treatment failure, disregarding 
the context in which he lives including his weaknesses; on 
the other hand blaming treatment adherence only to the bond 
built by the team with the patient, is to blame the health team 
if there is treatment failure, disregarding the organization 
of the service and working conditions26.

In this multifactor context, the therapeutic project is a 
strategy that aims to overcome these challenges. Built in 
meetings, it requires the use of educational actions aimed 
at promoting the autonomy and participation of the patients 
and their families in the treatment27. During the process of 
supervising the therapeutic action, it is possible to observe 
that a relationship is established between the patient and the 
health professional, permeated by affectivity and availability 
of time for conversation, characterizing a form of humanized 
care. Therefore, humanization is an indispensable tool, in 
which the professional uses communication, shared decision-
making and support to patient autonomy with regard to his 
or her treatment and health28.

However, the statements made by the professionals have 
shown an understanding of DOT based on issues strictly 
related to taking the medication, causing important issues 
in the individuals’ biopsychosocial dimension to be sent 
to the background. The health worker’s knowledge of the 
environment in which the patients are inserted and of their 
needs and singularities, is a factor that helps to identify 
complications during treatment, enabling new opportunities 
for interaction with the patients and their families29,30.

For these reasons, team qualification is a strategy 
to be used, and it was mentioned as necessary by the 
participants in this study. Continued qualification of the 
team in TB-related aspects strengthens healthcare and, 
through involvement with the patients, conveys a sense 
of security in the orientation and care of the professional, 
which may reduce the chances of treatment abandonment29. 
Additionally, updating the team allows professionals to 
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be prepared for early detection of TB and to devise more 
successful action plans against the disease31.

A point that was highlighted in the speech of the 
professionals was to enable a “screening” of patients 
undergoing treatment, considering the understanding of the 
disease, family structure, socioeconomic condition, among 
others. In this sense, the need for daily monitoring in taking 
the medication would be determined, allowing a greater 
periodicity between visits to patients with better conditions. 
These possibilities are absent in the current guidelines, 
which are flexible only when the medication taking will be 
supervised (home, health service and shared)4.

As a limiting factor of the study, the difficulty in 
quantitatively evaluate different contexts experienced by 
these professionals stands out. Each municipality has its 
own peculiar characteristics regarding living conditions, 
sanitation, availability of jobs and education, access to 
services, structure and organization of services. Another 
relevant aspect is that patients, health professionals, and 
managers have different perspectives because each one’s 
needs and requirements depend on their position in the 
service.

The main challenges in the implementation of DOT in 
this regional health division, from the point of view of health 
workers, are the lack of user commitment to the treatment 
and the difficulty in transporting patients to the BHC, of 
which: adherence to treatment, the user accountability in 
this scenario and factors that involve the lack of human and 
structural resources as well as difficulty of access are quite 
evident. Additionally, measures aimed at improving the 
knowledge of professionals about DOT also seem necessary, 
given the knowledge gaps identified in the study, in addition 
to fostering discussions that allow the assessment of the 
main difficulties related to users in the region, strategies 
to overcome them, the importance of promoting the bond 
beyond taking medication, and the recognition of the health 
team’s responsibility in adhering to treatment. All these issues 
demand management skills from health professionals and 
administrators that will enable them to design mechanisms 
to conduct the process of reorganizing and planning actions 
and services according to the specificities of each social and 
cultural context where DOT is conducted.
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