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Abstract 

Background 

Vignette 

A young Liberian motorcycle-taxi driver was diagnosed with multidrug-resistant 

tuberculosis (MDR-TB) in a suburban community of Maryland County, Liberia. After several 

weeks of intense negotiations, he remained staunchly opposed to being admitted to a newly 

refurbished hospital for treatment. The health team in Maryland County cited a need to protect 

public health and asked local leaders to use their authority to apprehend him. Their explanation 

betrayed a poor understanding of the structural determinants of the patient’s decision to eschew 

treatment. Considering Dr. Martin Luther King’s insightful statement, “of all the forms of 

inequality, injustice in health care is the most shocking and inhumane”1 and my time at Harvard 

Medical School, I have come to hypothesize that structural violence shapes the experiences of 

patients with MDR-TB. To explore how this structural violence manifests, I have designed a 

study to examine the experiences of MDR-TB patients, their families, administrators, and health 

care providers in the context of Liberia. My goal is to understand how structural factors impede 

the management of MDR-TB and contribute to the poor clinical outcomes currently experienced 

by some patients.  

Structural impediments are key contributors to the development of multidrug-resistant 

tuberculosis (MDR-TB) amongst people with the disease in Liberia. In addition to poverty, 

structural barriers such as long distances to access care facilities, limited skilled health care 
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professionals, adverse road conditions, inadequate government budgetary allocation for health 

services (including tuberculosis), high unemployment rates, inadequate health systems, social 

inequalities, and bad governance are apparent in Liberia.  
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Part 1: Political Economy/Background 

1.1.Background of the study 

The global burden of tuberculosis has become unbearable, especially in low- and middle-

income countries. Despite the significant progress that has been made against this curable 

disease, living with TB remains challenging. Tuberculosis is the ninth leading cause of death, 

with new cases occurring in over 10 million people in 2018.2 Multi-drug resistance tuberculosis 

is another form of tuberculosis that manifests as a result of insufficient treatment regimens, low 

standard of care, inadequate usage of first-line anti-tuberculosis agents, and low efficacy anti-

tuberculosis drugs.3  

Globally, about 500,000 thousand people fell ill with MDR-TB in 2018.2 Of this number, 

only one-third got access to treatment; this means about 66% of MDR-TB patients lack access to 

treatment.2 Among those treated, 34% experienced loss-to follow-up, relapses, and death.2 These 

statistics showcase the catastrophic consequences that sufferers of the disease encountered: both 

absence of care and poor results for those who receive care. Even these demoralizing figures 

obscure the delays in diagnosis, the discomfort and severe consequences of leaving homes and 

families to be admitted for treatment for long periods, the long distances covered, and the 

financial burden that disproportionately affect people in low- and middle-income countries. This 

structural violence has had and continues to have negative repercussions on patients and their 

families.4  

Before the Ebola outbreak, Liberia reported 77% treatment success rate, well underway 

to meet the target of 85%.5 Of the estimated burden of TB in the country, 43% remained 
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undiagnosed; this permits the ongoing transmission and increases the risk of poor outcomes for 

affected individuals.5  

Liberia is one of the 30 countries with the highest burden of TB in 2018.6 In 2018, there 

were an estimated 73 cases of new, smear-positive pulmonary MDR-TB cases in Liberia. This 

translates into an incidence rate of 308(95% cl: 199-440)/100,000 population, the highest in 

West Africa, and the prevalence of 510/100,000.6 These figures are likely underestimated. 

Liberia has the 4th lowest treatment coverage among the 30 high-burden countries and the most 

substantial gap between resources allocated and needed for TB care.6 To diagnose, report, 

prevent, and treat TB was compromised by the Ebola outbreak that devastated Liberia between 

2014 and 2015.7 In contrast to Guinea, TB services were unhindered by the Ebola outbreak.8  

Moreover, some of these anti-tuberculosis drugs are sold by street peddlers in plastic 

buckets who have had no prior training in pharmaceutical products. The street peddlers walked 

with these drugs under very high temperatures from the community to the community in both 

urban and suburban communities. Under such conditions, the drugs lost their efficacy, thus 

rendering the drugs ineffective.  

Although the fight against tuberculosis in Liberia had made tremendous progress before 

civil unrest struck Liberia in the late ‘80s, it remains a challenge even more so after the country’s 

history of turbulence. Furthermore, it was compounded by the Ebola outbreak that 

catastrophically affected the country by killing thousands of people, some of whom were 

healthcare workers due to the weak health system.7  
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1.2.History of Liberia  

Liberia is a nation-state born out of the American Colonization Society (ACS). ACS was 

founded in 1816.9 Its leadership comprised of freed slaves and slave masters who had diverging 

motives for establishing the organization: this included abolition of slavery, repatriation of 

slaves, and religious objectives.9 ACS leadership, upon the establishment of the Commonwealth 

of Liberia in 1838, created a power imbalance and the social-economic disparity between the 

local population and the repatriated Americo-Liberians.9 Local communities, primarily the Kru 

tribe, were systematically denied educational opportunities, and healthcare. The land was taken 

from the natives with little or no remuneration. Justice was meted out based on class.9 Locals 

were denied the right to citizenship and the right to partake in the democratic process of electing 

their leaders until the early 20th century.9 Americo-Liberians were given leadership positions, 

land, and educational opportunities. The Americo-Liberians who were oppressed in the US 

became the oppressors after assuming the mantle of leadership. They led Liberia for a little over 

seven-scores.9                                                                                                          

In the meantime, France, Great Britain, and other imperialist powers were establishing 

settlements in Africa. Great Britain, though among the first to recognize the newly formed 

Liberian Republic in the late 1840s, fed its insatiable imperialist appetite by creating dependency 

in Liberia; it offered loans to the country at exorbitant rates.9 These funds were intended to be 

used to fund the training of its militia as well as for infrastructure projects.9 And, Britain secured 

contracts for British companies to construct roads and to develop the rubber sector.9 They 

reneged on the terms of the deal, thus failing to build the roads and develop the rubber sector. 

Moreover, in light of Liberia’s inability to pay back loans, the British government intervened to 

collect taxes from Liberian citizens to finance the repayment of Liberia’s debt to their British 
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financiers directly.9 This act was not just wrong, but it was also an act of imperialism that 

perpetuated the oppression of smaller states and denied them the right to survivability.9  

The American government was not officially involved with politics in Liberia, although 

some of its officials had strongly sided with the ACS to sanction the country’s leadership. 

America recognized Liberia late in 1871.9 And the American government, under the direction of 

Franklin D. Roosevelt, ultimately stepped in to counter the imperialist threats of France and 

Great Britain. By then, France and Great Britain have forcefully taken considerable portions of 

the territory extending from the Cavalla River to San Pedro in present day Ivory Coast and area 

known as the Gallinas across the Mano River to the Mende Territory.9 Liberia was not only 

faced with territorial dispute, but the newly formed country was also challenged with financial 

and economic crisis that resulted in economic stagnation.10 

Like Haiti, Nicaragua, and the Dominican Republic, Liberia joined the decolonization 

struggle through an agreement with the United States government, which resulted in the USA 

committing their army experts and finances to calm down the storm.9 Beside the decolonization 

struggle, the country was challenged with internal conflict between the settlers and the natives, 

notably the Kru, Grebos and the Bassa. This internal conflict caused the loss of lives of mostly 

the settlers.10 The US got involved with the dispatching of the Chester with munitions for the 

settlers forces. The availability of ammunitions and ruffles capacitated the settlers who later 

carried on mass execution of the native chiefs and leadership.10 The primary reasons beyond this 

conflict are inequalities, political and economic exclusion. These act of social injustice by 

imperialists like the US, France and Britain were part of a long standing structurally violent acts 

that continued to serve goals of suppressive imperialists and undermine the well-being of the 

local population. 
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1.3.The Firestone Concession 

Under the leadership of Charles D. B. King, a 99 years concession agreement was signed 

with Firestone Rubber Plantation in Liberia in 1926.10 A million acres of the indigenous’ land 

was given to Firestone Rubber Company. Since then, rubber has been amalgamated into the 

socio-economic and political set up of Liberia.10 The Firestone Rubber Company made Liberia to 

be the second rubber producing country globally. Despite Liberia being the second-largest rubber 

producing country globally, the country has no finished products to show—no gloves, tire, 

condoms, syringes, and other commonly used products. Most of the laborious reside in poorly 

constructed houses with no electricity and low salaries until the regime of Ellen J. Sirleaf (2006-

2017) before some of these conditions were improved.9 These social injustices were crafted by 

state actors from both governments and have contributed to the socio-economic 

underdevelopment of its people as clearly seen in this quotation:  

“I have had a Mr. Barclay (the Vice President then)—a man of deep color—who 

is Secretary of State of the Liberian Government here for about two months. He 

just returned last Saturday. I closed a concession with him for a million acres of 

land in Liberia for which I pay six cents an acre, and I also arranged for a 

banker’s loan in New York for the Liberian Government of $5 million. This was 

made through our State Department, which gives us full control over Liberia, that 

is, all their finances as the financial advisors appointed by the president of the 

United States and all his assistants by the Secretary of State and they also appoint 

four senior army officers to control their army. So, you can see we are well 

protected from Government standpoint ongoing into Liberia.”11  
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This is an act of imperialism and colonialism at a higher peak of governance.  

1.4.The True Wing Party Leadership 

 Americo-Liberians, formerly called African Americans, led the country from its 

foundation (1847-1980) through a mono-political party system known as the “True Wing Party 

(TWP)” to the rule of William Tolbert.10 Liberia is a country rich in natural resources yet poor 

because of history of bad governance, and conspiracy between its political elite and foreign 

commercial interest in exploiting the country’s resources, with the knowledge of its colonialist 

and imperialists.9 William V. S. Tubman ruled from 1944-71 and did little to promote foreign 

investment and mitigated the structural violence gaps—inequality, socio-economic, and political 

barriers created by previous governments. He did not do much to alleviate the social injustices. 

Due to his constant love for water transport, he did little to open up the interior through road 

connectivity and the provision of basic social services.10 After 27 years, his Vice President 

(William Tolbert) succeeded him and led the country up to 1980 before a bloody coup d’état that 

killed President Tolbert and brought Samuel K. Doe into power.12 He was the first indigenous 

person to ascend to state power, thus ending the True Wing Party rule. The alleged reason for the 

coup was “rampant corruption” and classism.12     

1.5.President Doe and the People Redemption Council (1980-1990)                                      

President Doe then set up a military tribunal to trial 14 former members of the Tolbert’s 

administration. On the morning of April 22nd, 1980 13 of the 14 former officials were executed 

for corruption.10 The People Redemption Council led the country up to 1985 followed by a 

presidential and legislative elections that were fraudulently won by him and his National 

Democratic Party of Liberia (NDPL) with the aid of the American Government.10 He enjoyed the 

support of the United States Government and received one of the highest financial support. Doe 
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constructed roads and other infrastructures mostly in Monrovia. During his leadership, most 

indigenous came to the public lifeline. However, due to policy differences and bad governance, 

his regime began experiencing internal conflict, which later resulted in a devastating civil war 

that brought his government down to its knees.9 In December 1989, Charles Taylor launched a 

rebellion against Doe’s regime that led to prolonged civil unrest, and eventually resulted in 

Doe’s death.13 The rebellion displaced hundreds of thousands of people, leaving them to languish 

in camps in and outside of Liberia, and killed tens of thousands more people.14 The civil war 

increased the level of poverty, psychologically impacted the people, and negatively affected all 

other sectors in the country, including the health sector. Moreover, these political events and 

lousy governance had their roots in colonialism, which destroyed the economic viability of the 

country, perpetuated poverty for its citizens, and denied their rights to basic social services such 

as health, education, justice, and economic inclusiveness, and equality. Formal education was for 

the elite and privileged few who lived with the Americo-Liberians and were willing to change 

their native names at the nation higher institution of learning in Monrovia and at a faith-based 

university in Gbarnga, Bong County.10  

1.6.Health and Education after the civil unrest 

After an Interim leadership, Ellen J. Sirleaf took over a failed state in 2006.9 Before her 

leadership, tertiary education was centralized mostly in Monrovia and to a larger extend afforded 

to a privileged few, thus leaving majority of the youthful population in rural Liberia without 

tertiary education.9 This largely contributed to the “brain drain” Liberia is experiencing. Under 

her regime, the majority of the 15 counties had functional community colleges.9 Moreover, the 

health system weakened by the years of war, and bad governance was on the right trajectory, 

evidence by the Basic Package of Health Services (BPHS) that was initiated by the government 
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through the Ministry of Health and Social Welfare and subsequently succeeded by the essential 

package of health services.15 The intend of the BPHS was to provide a minimum package of 

healthcare services across public health facilities with skilled health workers serving in 

leadership positions, something that never existed in most health facilities particularly in rural 

Liberia after the civil unrest. The implementation of the BPHS was made possible with huge 

support from the country’s international partners. After five years of implementation, the 

government introduced the Essential Package of Health services (EPHS) with the focus on 

building a resilience health system, expand health infrastructures in some parts of Liberia—

Tapata, Fishtown, James Davis hospitals and other primary health facilities, and the 

establishment of the National Public Health Institute of Liberia (NPHIL).9 The government also 

reopened paramedical institutions in rural Liberia and declared the only medical school tuition-

free to increase the human resources for health. These actions were intended to restore the health 

system beyond its pre-war status that was mostly centralized in Monrovia.9 Despite of these 

milestones, implementation was a challenged as there were issues with stockout of essential 

supplies, misplaced priorities at national and county levels, human resources for health and bad 

leadership. 

1.7.Poverty 

Tuberculosis is a disease that is associated with poverty. As described, this is the consequence of 

multigenerational invasions. 56% (2.1 million) of Liberia’s population lives below the poverty 

line of USD 1.25 per day.14 Furthermore, 48% of the population (2 million people) live in 

extreme poverty on less than one US dollar per day.[17] Working as a member of the health 

system in one of the Liberia political sub-divisions, I witnessed most community members 

unable to meet the necessities of life. The “cycle of poverty” is defined as the “endless 
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continuation of poverty.16 Once a person or community falls below a certain level of income, a 

chain of events starts to occur that tends to perpetuate the situation: progressively lowering the 

levels of education and training, leading to a lack of employment opportunities, desperation, and 

possibly even criminal activity.16 Poverty is reinforced by inequalities that limit access to justice 

and economic opportunities. In 2018, the country’s real gross domestic product is US$932.517, 

with an estimated population of 4.8 million people.5 Liberia’s gross national income (GNI) was 

US$710 making it the poorest country in the world.17 Vices such as civil wars, forced 

displacement, bad governance, and weak health systems underlie this deep impoverishment. In 

addition to these vices, the imposition of structural impediments by developed nations, continue 

to foster vulnerability to MDR-TB in Liberia. This phenomenon is vividly described in Paul 

Farmer’s article “Social Scientists and the New Tuberculosis.”4 He asserts that “political, social 

and cultural processes to a larger part, led to the emergence of multidrug-resistant tuberculosis.”4  

For a young Liberian motorcycle taxi-driver diagnosed with MDR-TB in a rural community in 

Maryland County, Liberia’s poverty and economic inequality challenges may have influenced 

his decision to staunchly oppose being admitted into a newly refurbished hospital for treatment.  

Investigating similar challenges through the experiences of a young man in Haiti who 

also had MDR-TB, Dr. Paul Farmer examined and documented how social factors (e.g., poverty, 

inequality, political violence, and racism) negatively impacted health outcomes.4 Dr. Farmer 

found urban homelessness to be one of the “social forces that are at work in the spread of MDR-

TB in Haiti.”4 Muhammad Yunus, in the article “Giving capitalism a social conscience,” 

considered poverty as being the architect of the “system we built,” and therefore should not be 

the makings of the “poor people.”18   
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Bad roads have made access to medical facilities difficult, if not impossible. Most of rural 

Liberia is almost inaccessible during the rainy season, and as such, the prices of goods and 

services skyrocket. Health facilities lack drugs and medical supplies, thereby decreasing the 

ability of health professionals to provide life-saving services. The National Community Health 

Strategic Plan indicates that about 29% (1.2m) of the population lives over 5 km away from 

health facilities.19  

1.8.Human Resources for Health 

The National TB Control Program has provided training through workshops to middle-

level health care staff in the counties, but due to socio-economic concern, most of those trained 

staff have migrated toward the capital.20 Consequently, this has perpetually left hospitals and 

other primary level care facilities outside of the city with a new staff. The 2017/2018 health 

workforce census enumerated 16,064 health workers;15  66.4% of them are employed by the 

Ministry of Health, most in urban areas.15 The health sector is experiencing an acute shortage of 

critical health workers—physicians, midwives, lab technicians, and specialist doctors.15 Because 

of migration and the shortage of critical health workers, newly recruited staff with no or little 

experience in providing holistic care and without additional training on critical care were 

employed. 

Prior work has shown that health care workers are an essential link between patients and 

care and treatment centers.21 Therefore, if they are skilled and motivated, they can positively 

contribute to MDR-TB outcomes.21 In contrast, health workers who are demotivated and poorly 

prepared can contribute to treatment interruption, which could lead to MDR-TB transmission in 

communities. A study in Sudan on the barriers leading to treatment default among TB patients 
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found out that 81.5% of the respondents asserted that health care workers are not “receptive, 

friendly and do not” follow warm approach.”22  

1.9.Stuff 

The supply chain system in Liberia has been one of the more challenging areas of the 

health system. Drugs and medical supplies are frequently in short supply, often resulting in 

stock-outs at both the country and health-facility levels. Healthcare services at county’s hospitals 

and primary health facilities are free. Due to inadequate budgetary allocation by government to 

procure and distribute drugs and medical supplies in these facilities, patients are often given 

prescriptions to purchase drugs thus increasing out-of-pocket expenditures.23 A study conducted 

in Somalia on factors associated with TB treatment outcomes among TB patients found out that 

patients’ anti-TB drugs could not be administered because of the unavailability of medicines.24 

Moreover, most of the health facilities in rural areas do not have diagnostic equipment—an 

essential component of the health system—thus delaying diagnoses and inflicting extra costs on 

suspected TB patients by forcing them to travel long distances in search of health facilities with a 

diagnostic facility. 

Besides, another challenge affecting the health care system is the poor implementation of 

policies. For instance, medical supplies are found in local markets and communities in the hands 

of street peddlers who lacked medical education, while at the same time government restricted 

the availability of some drugs in clinics and health centers. Restriction of such medicines in 

clinics and health centers only worsens the already suffering population who have been denied 

access to quality healthcare—allowing unsophisticated street peddlers the leverage to market 

some critical commodities. These street peddlers sell some essential medical supplies. Some 

commodities sold by the peddlers are medical drugs used by the national program in the 
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management of tuberculosis. The Health Products Regulatory Agency lacks the monitoring 

capacity to police these peddlers,25 thus leaving them to masquerade as “medical doctors” in 

urban and rural areas, thereby exposing the population to catastrophic consequences. The act of 

illegally selling critical medications such as anti-tuberculosis agents in communities by street 

peddlers accounts for drug misuse and dire consequences, which can reduce the efficacy of anti-

tuberculosis drugs and could lead to drug-resistance. A study conducted in northwest Ethiopia on 

associated factors of poor treatment outcomes among TB patients revealed drug-resistance as one 

of the factors responsible for poor treatment outcomes.26  

1.10. Distance 

 The government has modernized and increased the number of health facilities to 727. 

This provides 71% of Liberians with medical services within 5km of their residences.19 

Conversely, 29% of the population lacks geographical access due to long distances to health 

facilities (>5 km).19 Working for the past ten years as the Director of Community Health 

Programs in three of the country’s sub-political divisions and serving on health services 

accreditation teams, I had the privilege of interacting with community members during 

community meetings. People living beyond 5km are disadvantaged and stand the risk of 

increased morbidity with fatal complications. Most of these people even live in communities that 

are inaccessible by motorcycle. Impoverished communities accessible only by motorcycle force 

its dwellers to pay high transport costs to reach health facilities to seek care. A recent study 

conducted by Chauke et al. (2018) found that long distances to health facilities were causation 

for treatment interruptions.27 A study in Sudan also revealed how long distances served as a 

determinant factor for poor treatment outcomes.22  
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1.11. Space 

 Most of these health facilities lacked the necessary space for specialized services such as 

multidrug-resistant tuberculosis and youth-friendly services, thereby leaving patients who suffer 

from these diseases to seek other means of care. Most of the health facilities were constructed by 

community initiatives that disregarded the government’s policy on the construction of health 

facilities. Moreover, international non-governmental organizations and local community-based 

organizations hurriedly built health facilities as quick impact projects during and after the civil 

unrest. Politicians, on the other hand, see the construction of infrastructures that lacked standards 

for essential social services to ascend or remain in power. These urgently constructed health 

facilities became service delivery points for many urban and rural communities. Due to the 

purpose under which these facilities were constructed, and the government’s inability to improve 

infrastructures, owning to inadequate resources, solving the issue of obtaining the necessary 

space for other services has become almost impossible, thus leaving patients with TB/MDR-TB 

to travel long distances to seek care and increase cost on patients. 

Therefore, this research project wishes to find evidence that proves or disproves the 

hypothesis: a “causal inference” can be drawn between structural violence and TB patients’ 

development of MDR-TB in Liberia. Conducting this study will aid me in finding answers to the 

hypothesis through a qualitative method that will provide an opportunity to hear health care 

workers, administrators, family members, and patients’ stories and experiences on what it takes 

to go through about 20 months of therapy. 

The research will find answers to the below question: What are the structural 

impediments to the management of Multidrug-Resistant tuberculosis for patients and their 

families in Liberia?  
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Part 2: Publishable Paper 

2.1. Abstract 

Background 

                      The global burden of tuberculosis (TB) has become unbearable, especially in 

middle-and low-income countries. Liberia is classified among the 30 countries with high burden 

of TB.6 The country has the 4th lowest treatment coverage among the 30 high-burden countries, 

and the largest gap between resources allocated and those needed for TB care in 2018.6 The 

Global Fund for TB, HIV and Malaria and WHO fund 23% of TB services in Liberia, thus 

leaving 77% of TB services not funded.5 Care for multidrug-resistant TB in Liberia is only 

available at the TB Annex in Monrovia and J. J. Dossen Hospital in Maryland, while few other 

public and private facilities perform diagnostic services. These two facilities are about 750 

kilometers apart. Accessibility to these two facilities from other sub-political divisions of Liberia 

is cost-intensive and, at times, difficult, particularly so during the rainy season when majority of 

the roads become deplorable. There are 17 facilities with rapid molecular TB diagnosis 

capability (GeneXpert) in 10 counties of Liberia 15 subdivisions.28 Most of these are in the 

capital of Liberia where the political elite made up of the Americo-Liberians and other wealthier 

Liberians settled. 

Objectives 

We aim to describe the structural impediments to the management of MDR-TB, as 

experienced by patients and their families. 

Methods 

We conducted a qualitative study to examine the structural impediments to the 

management of MDR-TB in Liberia. Data collection consisted of individual interviews with 
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MDR-TB in-patients (n=15), ambulatory patients (n=4), completed patients (n=8), 

Administrators (n=2) and clinicians(n=10). Two focus group discussion (FGD) were conducted, 

each with 8 16).  inductive content analytic.29 A thematic, inductive content analytic approach 

was used to identify thematic concepts that shed light on participants’ experiences of MDR-TB 

management. 

 Results 

We identified four themes that make it difficult for patients with MDR-TB to obtain 

optimal care. They were inadequate service delivery, demotivation of healthcare providers, 

challenges of the treatment and social alienation. The thematic areas overlapped among our 

respondents at hospital and ambulatory care but there were differences between the urban and the 

rural respondents. Relatives of patients in rural settings were distal from treatment centers and 

even worse with limited mobile coverage as compared to patients in urban settings. Traveling for 

families in rural settings to treatment centers were difficult and costly as compare to urban 

settings. Therefore, patients in urban areas had access to family than their colleagues. Most 

patients in urban settings were literate as compare to patients in rural areas. 

Conclusion 

Reported challenges highlight the need for more social support, well-supervised 

ambulatory care and psychosocial support for families delivered in homes. Community 

awareness programs should be conducted periodically. The conduct of periodically Community  

awareness programs will mitigate stigma and discrimination and increase knowledge capacity of 

community dwellers about multi-drug resistant tuberculosis.  

Keywords: Multi-drug resistant tuberculosis, structural impediments, Liberia, Maryland,  

            Treatment outcomes     
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2.2. Introduction 

The global burden of tuberculosis has become unbearable, especially in in middle- and 

low-income countries. Despite significant progress that has been made against TB, living with 

the disease remains challenging. Globally, tuberculosis is the top infectious killer disease, and 

among the ten leading causes of death, with new cases occurring in over 10 million people in 

2018.2(p20) Multi-drug resistant tuberculosis is another form of tuberculosis that manifests as a 

result of insufficient treatment regimens, low standards of care, and inadequate usage of first-line 

anti-tuberculosis agents and low efficacy anti-tuberculosis drugs.3  

Globally, about 500,000 thousand people fell ill with MDR-TB in 2018.6 Of this number, 

only one third got access to treatment; this means about 330,000 of MDR-TB patients lack 

access to treatment.6 Among those treated, 57,800 experienced loss-to follow-up, relapses and 

death.6 These statistics showcase the catastrophic consequences that sufferers of the disease 

encountered: both absence of care and poor results for those who receive care. Even these 

demoralizing figures obscure the delays in diagnosis, the discomfort and severe consequences of 

leaving homes and families to be admitted for treatment for long periods of time, the long 

distances covered, and the financial burden that disproportionately affect people in low- and 

middle-income countries. This structural violence has had and continues to have negative 

repercussions on patients and their families.  

Liberia is among the 30 countries with the highest burden of TB in 2018.6 In 2018, there 

were an estimated 73 cases of new, smear-positive pulmonary MDR-TB cases in Liberia.28 This 

translates into an incidence rate of 308(95% cl: 199-440)/100,000 population, the highest in 

West Africa, and prevalence of 510/100,000.6 These figures are likely underestimated. Liberia 
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has the 4th lowest treatment coverage among the 30 high-burden countries and has the largest gap 

between resources allocated and needed for TB care.6 The diagnoses, reporting, preventing, and 

treatment of TB was compromised by the Ebola outbreak that devastated Liberia between 2014 

and 2015.7  

Although the fight against tuberculosis in Liberia had made tremendous progress before 

civil unrest struck Liberia in the late 80s, it remains a challenge even more so after the country’s 

history of turbulence.20 TB services were further strained by the Ebola outbreak which had a 

catastrophic effect on the country and the health system – claiming thousands of lives, many of 

whom were healthcare workers.7 Liberia’s rate of TB treatment success is currently 77%  - well 

under the target of 85%.20 It is estimated that 43% of TB cases in Libera remained undiagnosed; 

this fosters ongoing transmission and increases the risk of poor outcomes for affected 

individuals.28     

Drawing on qualitative data, we seek to identify structural violence that people with MDR-

TB encountered and elucidate how these impediments challenged patients and families during the 

management process. Moreover, the study intends to offer some recommendations on how these 

impediments that undermined patient’s quest for recovery. 
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2.3.0. Methods 

2.3.1. Study design and setting 

We conducted a qualitative research study to understand structural barriers that made it 

challenging for individuals with MDR-TB to seek optimal care in post-conflict and post-Ebola 

Liberia. Liberia is among the 30 countries with the highest burden of TB in the world.6 

Moreover, Monrovia and Maryland have the highest numbers of active tuberculosis cases in the 

country, and TB Annex in Monrovia, Montserrado and J. J Dossen in Harper, Maryland are used 

as the only MDR-TB treatment centers.28 Liberia has a very fragile health system in which there 

are very few diagnostic facilities, shortage of critical human resources for health and mal 

distribution of the health infrastructures.   

2.3.2. Inclusion Criteria 

The eligibility criterial for participants of the study was based on factors such as a 

positive test for MDR-TB, 18 years and above, completed treatment for MDR-TB in 2019, 

admitted at TB Annex and J. J. Dossen Hospital, on ambulatory treatment, administrator of the 

two treatment centers, clinicians who work at the care and management centers, and family 

members of MDR-TB patients. Participants below 18 years of age were excluded from the study 

due to their inability to provide informed consent and susceptible TB patients who tested 

negative for MDR-TB were also excluded. 

2.3.3. Sampling 

 Purposeful sampling was used to identify information-rich cases, and to ensure a sample that 

include a variety of perspectives on the issue of MDR-TB treatment in Liberia.30. Based on this 

criteria individual having direct experience with MDR-TB treatment were identified, including 

(1) patients enrolled in MDR-TB treatment, (2) their family members, and (3) clinicians and 
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administrators.  To ensure variation, patients were sampled to reflect different types of MDR-TB 

care, including those who were admitted for ambulatory care, inpatient treatment, and those who 

had completed treatment for MDR-TB.  

Patients were recruited who were admitted on ambulatory care and completed patients 

were recruited after clinicians sought patients’ permission before the co-principal researcher 

could have an audience with them. The patients provided the names of family members who 

supported them while on treatment. The MDR-TB Coordinator and supervisor from both centers 

provided the names of the clinicians who took part in the study. The administrators of the two 

centers were directly engaged and consented to be a part of the study. 

2.3.4. Data Collection 

Data collection consisted of individual interviews with MDR-TB in-patients (n=15), 

ambulatory patients (n=4), completed patients (n=8), administrators (n=2) and clinicians(n=10).  

Interviews were semi-structured and followed an interview guide that covered the following 

topics. The topics covered were knowledge and belief, family perceptions about community and 

service providers, barriers to treatment, roles of the patient-support network, diagnosis and 

treatment pathway, nutrition, the social effect of MDR-TB, government support and impact, 

interpersonal relationship, the economic effect of disease and treatment, staff motivation, 

vulnerability and susceptibility, sigma and social sanction, and future expectation.  All 

interviews lasted between 45 and 60 minutes in duration, were conducted by the first author in 

Liberian English, and were audio-recorded with permission.  

Two focus group discussions (FGD) were conducted with patients’ family members 

(n=16). Patients provided investigators with names and contact information for family members 

who had supported them while on treatment. Each FGD consisted of 8 family members and 
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lasted one hour.  FGDs were conducted by the first author in Liberian English and were audio-

recorded with permission.  

Audio recordings were transcribed by a trained research assistant. The transcripts were 

periodically reviewed by the first author to ensure quality and fidelity to the audio recording.  

2.3.5. Data Analysis 

An inductive and content analysis approach was used to analyze the qualitative data.29 A 

subset of transcripts was open coded in order to devise a draft codebook, which was piloted and 

revised. A final codebook was used to code the entire dataset with the support of Dedoose 

qualitative management software. The coded data was examined using an inductive approach to 

identify emerging themes, which were organized into a draft set of descriptive categories that 

were elaborated and illustrated with excerpts from the transcripts.  Using an iterative approach, 

we revised the draft categories into a final set of thematic concepts that shed light on 

participants’ experiences of MDR-TB management.  

2.3.6. Ethical Consideration 

An approval was granted to the research team by Harvard IRB and the Nation Research 

and Ethics Board of Liberia. All participants were provided adequate information before 

obtaining informed consent.  
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2.4.0. Results 

2.4.1. Participant Characteristics 

The study respondents comprised of 15 MDR-TB in-patients, 8 patients who completed MDR-

TB treatment and 4 MDR-TB patients who are on ambulatory care. The participants also include 

10 clinicians comprised of Nurses, Physician Assistant and a Physician, 2 administrators and 16 

family members of MDR-TB patients. The median age of patients with MDR-TB is 39 years, 

while the median age for patients’ family members is 52.5%. 77.8% (21) of MDR-TB patients 

are unemployed, while 68.7% (11) of family members are unemployed. 59.2% (16) of the 

patients are from rural Liberia, while 62.5% (10) are from rural area. The study documented 14 

married or live-in and 11 singles patients. 25.9% (7) of patients with MDR-TB are college 

students, while majority of the patients are high school graduates and below. All providers in this 

study are public providers with support from an International NGO. This information is 

summarized in Table 1&2. 

2.4.2. Qualitative Results 

Table:1 Social and Demographic Characteristic of MDR-TB patients of the two hospitals in 

Monrovia and Maryland  

 

 

Age Number 

18---35 

36—50 

51--63 

8 

12 

7 

Gender Number 

Female 

Male 

7 

20 

Marital status Number 

Married or live in 

Single 

Divorced 

Widowed 

14 

11 

2 

0 

Education Number 

High school graduate 10 
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Primary 

College 

No formal Education 

1 

7 

9 

Residential status Number 

Rural 

Urban 

16 

11 

Employment status Number 

Employed 

Unemployed 

6 

21 

 

 

Table:2 Social and demographic characteristics of MDR-TB patients’ families at the two 

hospitals in Monrovia and Harper. 

 
Age Number 

18----35 

36---- 50 

51---- + 

8 

8 

0 

Gender Number 

Female 

Male 

13 

3 

  

Marital Status Number 

Married or Live in 7 

Single 8 

Divorced 0 

Widowed 1 

Education Number 

High School Graduate 

Primary 

College 

No Formal Education 

12 

1 

2 

1 

Residential Status Number 

Rural 

Urban 

10 

6 

Employment Status Number 

Employed 

Unemployed 

5 

11 

 

Table 3: Social and demographic characteristics of Service Providers at the two hospitals in 

Monrovia and Harper 
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Age Number 

18----35 

 

36---- 50 

 

51---- + 

5 

5 

2 

 

Gender Number 

Female 

Male 

9 

3 

Marital Status Number 

Married or live in 

Single 

Divorced 

Widow 

6 

6 

0 

0 

Educational Status Number 

High School 

Primary 

College 

No formal education 

0 

0 

12 

0 

Residential Status Number 

Rural 

Urban 

5 

7 

Employment Status Number 

Employed 12 
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Unemployed 0 

 

2.5.Categories/themes 

2.5.1. Peetehti si foh 

2.5.1.1.Inadequate trained healthcare providers 

Although healthcare workers have been trained in their respective professional fields, our 

qualitative data highlighted the fundamental need for additional pieces of training. For example, 

participants in both facilities described the relationship between healthcare workers and patients 

as strained. Patients lamented how health care workers tended to segregate themselves from 

patients in a way that made several patient participants feel a sense of rejection and shame.    

“But they had some people that used to really show some real segregation on us. For instance, 

when you are scrolling on the porch, they tell you get back inside! You are not allowed out here! You get 

MDR-Tb. You don’t have ordinary TB, get back inside there! [laugh] so, sometimes when you hear these 

things. You feel outcast, you feel like giving up”03_Patient_Completed 

 

Patients were frustrated with the quality of care that they received at non-TB health 

facilities.  They narrated long ordeals -often stretching across years – as they visited one health 

center after another in search of an accurate diagnosis and effective treatment.  Their symptoms 

were incorrectly diagnosed by staff at these many facilities, and patients explained that they had 

been diagnosed with everything from malaria and tyhpoid to jaundice. A female respondent who 

had developed trust in bigger health facilities due to their ability to provide adequate care 

because of “the availability of equipment and better staff” to diagnose and provide better 

services, became hopeless when even a large hospital could not solve her problem:  
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“I don’t know why. Even though they have equipment but not all the equipment 

they have and as a big clinic in our country they supposed to have most of the 

equipment that we the Liberians need for checkup, but I don’t know why they 

didn’t diagnose my case. They did my HIV test. Their rationale of conducting the 

test was mainly for people who experiencing weight loss and I started dropping 

weight. I even visited JFK and they didn’t see what was happening to me.” 

06_Patient_Completed 

 

2.5.1.2.Maldistribution of diagnostic or treatment facilities  

Patients explained that MDRTB-facilities were available only in urban areas– with most 

treatments' opportunities centralized in Monrovia.  Some patients reported having travelled more 

200 kilometers to reach a diagnostic center. The cost of transport to cover such distances had a 

significant impact on many participants. For example, one male patient explained that he could 

not get to the health facility because he ran out of transportation funds. With no means to reach 

the facility, he elected to purchase his drugs locally - from a street peddler: Because there was 

no money to go to the hospital and the distance was too long to walk. I couldn’t afford the cost of 

riding a motorbike and where I was to come to the hospital is four hundred and fifty Liberian 

dollars [USD 3] on motorbike from the gold mine. So, I was not having such money at all. So, 

the only thing I used to do was to buy the medicine from the street peddler who used to carry the 

drugs around. I will buy the tablets from him but still I was not responding.” 

01_Patient_Ambulatory 

 

2.5.1.3.Inadequate Nutrition 
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Patients at both inpatient treatment facilities admitted that accessing adequate food was a 

major challenge.  Several participants treated at one of the inpatient sites explained that the 

quantity of food available provided by the facility was inadequate – and this was particularly 

pronounced when the wards were full.  Participants explained that they occasionally had to leave 

their hospital beds and wander outside the hospital in the hopes of finding some food in the 

nearby community.   

Other patients explained that when they were discharged to ambulatory care, they 

returned home only to find that they food was in short supply. Unable to access food in their 

homes, these ambulatory patients would end up returning to treatment centers where some food 

could be ensured:  

“Because no food to their houses, patients are unable to take their medications., 

Patients need to eat before taking anti-MDR-TB medicine. That is the reason you 

see them coming back after been discharged. At the end of the day they will come 

back here again. PIH monitor the ambulatory care patients. When they see you 

not doing well, they will bring you back on the ward.”02_HCW 

 Partners In Health provides nutritional support to hospitalized patients in Harper to supplement 

the meager rations provided by the hospital. This package, however, excludes cooking fuel as 

well as some of the other ingredients necessary to prepare a complete meal. Moreover, patients 

who have no local family are dependent on strangers in the community to prepare their meals; 

this is only possible when the residents have resources to supplement those provided to the 

patient. A male patient described the challenges of securing adequate nutrition while 

hospitalized:    
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“I don’t have anyone here in Harper, but a community member is helping me 

cook. If she managed to get some money, she will cook but when no money she 

won’t cook. So, I don’t bother her because I can’t give her soup money. When 

they bring the ration, I inform her, and she will collect it. I can eat hospital food. 

Yes, they cook, they cook for us every day. Yes, it is okay. Is it enough? Oh, what I 

will say (laughter). Hospital food just like hospital. According to them they said 

that we 76 here on bed [including other admitted patients on other wards], so 

when they give you one cook-spoon that’s it. 12_Patient_IPD 

 

2.5.1.4. Stockout of anti-MDR-TB medication or other essential drugs 

The staff explained medication shortages. This is common in the health system in 

Liberia. When there are drug stockouts, patients are forced to pay for their medications; this 

results in increased out-of-pocket expenditures for the already impoverished population.  

Additionally, shortages of anti-MDR-TB medications can lead to amplified resistance (e.g., 

extensively drug-resistant TB) with dire consequences for patients. A female health care worker 

narrated how TB progresses when medications are not administered or provided to the patients.  

“Another thing that we notice about patients, like these two days we had 

medication shortage, that is very bad. At all point in time we should always make 

medications available for patients to take; because we have stages of the illness. 

When this one is not being met, it will transfer to another stage; because you have 

susceptible before it became resistance, and if the multi-drugs resistance is not 

taking care of effectively and sufficiently it will transfer to extensive drug 

resistance. So, that’s another effect that happens to the patient if they don’t have 
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their medicine. It will be dangerous, and it will be more time consuming for them 

to spend at the hospital.” 06_HCW 

 

2.5.2.0. Doctehpoh wreh si teepen 

2.5.2.1. Low and irregular salary for healthcare workers 

Healthcare providers explained that their salaries were insufficient to meet the harsh 

economic reality of life in Liberia. Moreover, several noted that their salaries were not always 

paid on time. Health care workers explained that they held many economic responsibilities – 

including having to pay for their family needs including housing, food, transportation and, 

children’s school fees.  Moreover, they also explained that they often felt financially responsible 

for extended family members. This financial difficulty hinders optimal performance by 

healthcare workers. In the absence of adequate remuneration, clinicians turn to other options to 

fill the gap. A service provider narrated his experience about the difficulty she goes through 

every month. 

“When one comes and then they have not received their pay for two months they 

asked to go and find other means, and I can’t say no. Their absent from work 

create a gap and this affects the patients care.” 01_Admin 

 

2.5.2.2. Healthcare workers not on government payroll 

Disadvantages also accrue to healthcare workers not on the government payroll. Those on 

government payroll benefit from health insurance and job security, despite the low and 

inconsistent wages. Healthcare workers at J. J. Dossen Hospital in Harper are paid through 

project grants implemented by Partners In Health, which are not guaranteed. The clinicians rely 



30 

 

on NGO salary as their monthly take-home pay. A female respondent decried this situation and 

the vulnerability of staff who do not have the health-insurance benefit of government 

employment.  

“The project ended, it’s just by the way we managed the staff at the hospital, 

remains the reason while they are still on duty, but we have serious problem. I 

think tomorrow we supposed to be having meeting because you know this disease 

is a communicable disease and the nurses are on the ward, they are working, they 

have been contracted, and their names are not on government pay roll. Their lives 

are vulnerable to this disease and they are working endlessly so right now we 

have serious constraint at the MDR TB ward.” 02_Adm 

 

2.5.2.3. Lack of benefits for healthcare workers 

Workers in these facilities worried about their heightened risk of contracting MDR-TB. 

They report no mitigation (i.e., occupational screening) or compensation (e.g., hazard pay). 

“Like for changes, I will really appreciate a lot of changes if it happens. Number one, the 

working relationship with partners and government. When it comes to working here, it 

hazardous and people who are here should like benefit certain things. No occupational 

screening, and no risk benefits as mentioned in the guidelines. Benefit that whenever we come 

down with the disease condition, they can sustain themselves in their illness. So, I will really like 

to recommend that government or partners look in that direction that staff who are working 

directly with MDR-Tb patients, they should take into consideration their status. They should 

either be fully employed with the government or fully employment with partners because if that is 

not done, it demotivates the staff.” 05_HCW 
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2.5.3.0. Geelee na kwoin nyanor muentisinsien 

2.5.3.1. Overwhelming pills burden  

Patients and health care workers describe the important pill burden and the discomfort of 

daily injections as some of the challenges of completing MDR-TB treatment. Due to these 

challenges, some patients report discarding some of the drugs. A male patient who completed 

treatment vividly described his experience by documenting the amount of medications taken and 

how these medications psychologically affect him.  

 “If I tell you sometime when I was a little boy, I took injection 1974 because had 

a tooth ache and the next I ever took was 85 (1985) when I got cut on this finger. 

And the next I took was 86 (1986) for certain skin disease. But besides those, I 

have not taking any serious treatment before until this time where I went to that 

place [Tb Annex]. I like to take records; I went through two hundred and eight 

injections in the periods of eight months and swallowing about three thousand 

two hundred and six tablets besides others. Those ordinary something like vitamin 

other things are exclusive. But what was direct to the sickness that’s the ones I 

just called. And so that alone and besides the pains psychologically it brings 

problems to me prior to this level.” 01_Patient_Completed 

 

2.5.3.2.Side effects of MDR-Tb drugs 

The toxicity of the drugs aggravates mental health conditions on MDR-TB patients. 

Healthcare workers explained how patients experience hallucinations and irritability from 
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Cycloserine. A female health care worker vividly described the adverse effect of the drug on her 

patients. 

“But since I have been here it was only on two occasions that I have seen my 

patients experiencing hallucination and it is the drugs that do caused that and 

because we know their side effects. When patients are hallucinating, they become 

aggressive and, most often beyond control”. 07_HCW 

The adverse effects of MDR-TB medications were also described by other respondents as 

headache, redness of the eyes and joint pains. These physiological changes inconvenience 

patients in completing their medications. A male patient described how annoying and 

embarrassed he felt due to the problem the drugs cause to his ears. He further explained how the 

drug damaged some other patients’ ears, thus decreasing their ability to understand simple 

conversation. 

“Yes, as I said, I got a funny sound always in my ears [making sound]. But before 

we left, there’s a new drug they introduced on the ward that allow patients to 

spend 4 months on the ward and go home and complete their balance 5 months at 

home. But the drugs we were on before which was 20 months. So, you must spend 

9 months on the ward, the rest of the months you spend it home coming for your 

medications. The medication was so annoying, and so bucket and so strong that 

its damaged people ears. I am affected by this drug. And is getting embarrassing 

to me; you must talk loudly before I get you. I will hear but I wouldn’t understand. 

You. I must ask you again. I also feel pains in my joints.” 03_Patient_completed  
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2.5.4.0.Nyepor bebor tardweh nenieh 

2.5.4.1.Homelessness 

Participants reported that some patients experience homelessness because they have been 

rejected by their relatives because of their MDR-TB diagnosis.  Health care workers in the study 

explained that some patients refuse ambulatory care in favor of highly disruptive, long-term 

hospitalization because they are unable to stay in their homes. Health care workers reported that 

some of their patients are discharged from inpatient treatment and don’t have a home to return to:  

 “Most of them do not have home.  Because of the country we live in, most of 

them[patients] from the streets. And when some of the patients are leaving from 

here, they will be asking you, where am I going, I don’t have place to go. Is PIH 

going to find place for me?” 02_HCW  

2.5.4.2.Isolation 

. Fear of infection led to the isolation of patients who had received an MDR-TB 

diagnosis.  Some participants explained that this isolation was self-imposed: they voluntarily 

separated from their families because they feared infecting them.  In other cases, families 

isolated patients because out of concern for the contagiousness of MDR-TB.  This disrupted 

what one participant called “regular family movement:” 

“I mean once the person is aware that they have MDR-TB, you know MDR-TB has the 

tendency of separating people from their families especially once they get to know that they have 

drug-resistant, the person will not want to spread the condition to his/her relative, and relatives 

don’t want to get contaminated with the condition. So, they try to isolate themselves or isolate 

the patient, and especially at home, so it becomes like some problem of the regular family 

movement.” 08_HCW 
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2.5.4.3.Dissolution of family /family separation/ divorce 

While some patients were temporarily isolated from families, in other cases participants 

reported that their diagnosis resulted in the fracturing of family bonds. Participants explained that 

in an effort to avoid rejection some hid their disease, “secretly taking medication.” In extreme 

cases, patients have been abandoned at health facilities by family members due to stigma and 

discrimination from community members or others in the community. One health care worker 

explained how spouses divorced their partners because of MDR-TB sharing the story of a female 

patient who died because of abandonment.  

“Some of them left their wives and some of the wives left their husbands because 

of the fear of Tb. Some people left from the house to go to another place because 

of spouse having TB. We had a case wherein the male said that why should his 

wife refused to inform him regarding her TB status, and she was choosing to hide 

medication. So, at the end of the day when he found out that the woman was here, 

he abandoned her, she had to die at the Annex. So, it is very serious.” 02_HCW 

 

2.6.0. Discussion 

This study reveals impediments to care grounded in an under-resourced healthcare system, social 

ties and living circumstances that are vulnerable to fears of transmissible disease, and lack of a 

social safety net in 21st century Liberia. We found several factors that are challenging for patients 

seeking care at hospitals and primary health facilities, and these factors have been seen around 

the world in similar situations. Lacking resilience institutions, such as healthcare, education, road 

connectivity into the interior, electricity and food productivity in the country has deep 

vulnerabilities and its political system is mostly a reflection of its past origin of patronage and 
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cronyism.  This structural violence has kept majority of the population in poverty thus exposing 

them to undesirable health consequences such as MDR-TB. Findings from our study without 

doubt are linked to food insecurity, education, fragile health system, and bad tendency of 

governance. We found several factors that are challenging for patients seeking care at hospitals 

and primary health facilities. Weakness of the health care delivery system and the absence of any 

state-supported safety net leads to a deep reliance on families and communities in difficult times, 

all while the disease may simultaneously erode the social cohesion of the family and further 

destabilize sick patients. The conduct of periodic community awareness programs may mitigate 

stigma and discrimination and increase knowledge capacity of community dwellers about MDR-

TB. 

Our first theme highlights various dimensions of inadequate healthcare delivery that 

undermined patients’ MDR-TB care. Respondents cite inadequate training of practitioners as 

barriers to appropriate care: They report having been diagnosed and treated for typhoid, malaria, 

and jaundice prior to hospitalization for MDR-TB. The resulting delay worsens patients’ 

conditions; it effectively runs counter to WHO guidance, which advises early detection and 

prompt treatment.31 A study in Oman documented that inadequate diagnosis of TB/MDR-TB led 

to more fulminant disease thus undermining treatment adherence.32 An intervention study in 

Kazakhstan, Indonesia, and Mozambique which trained healthcare workers in diagnostic and 

treatment guidelines improved treatment outcomes.33  

Once diagnosed and receiving care for MDR-TB, our study participants decry poor 

communication skills of service providers. These experiences resulted in diminished autonomy 

and disposed them to self-rejection, thus challenging them to seek optimal levels of care. Similar 

studies in South Africa and Ukraine documented healthcare workers’ aggressive posture toward 
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patients, and this act of aggression undermined treatment adherence.34 In contrast, a patient-

healthcare worker approach characterized by mutual respect can reduce structural barriers to 

seeking care.35, 35 

Participants in our study covered long distances, more than 200 km in some cases, to seek 

care. This is because treatment and diagnostic facilities are disproportionately located in urban 

areas, primarily in the capital, Monrovia. Bridging such distances for treatment places heavy 

costs on patients who are already impoverished; they seek alternative treatment sources, such as 

purchasing drugs from local street peddlers. Other studies have documented long distances and 

high transportation costs as barriers that challenged patients in seeking care, thus resulting in 

poor outcomes.36, 37 Our study supports the use of an ambulatory treatment program that is done 

in the comfort of patients’ homes and is complemented by a psychosocial support program 

targeting families and communities to mitigate stigma and discrimination. A study in Ukraine 

documented patient satisfaction with such an approach.38 

  Nutrition is a key component in the management of MDR-TB. The ability of the body to 

withstand TB depends on the adequacy of the nutrients.39, 40 WHO guidelines on the 

management of MDR-TB place emphases on adequate nutrition. Our study revealed that the 

efforts by PIH and government to provide food for patients in care and treatment are insufficient. 

The absence of some key ingredients and charcoal compromises agreements that may have been 

negotiated with community members in Harper to prepare meals for patients. Other patients 

without family support reported leaving treatment centers to search for food in the community. 

Malnutrition affects patients’ ability to stay in care and treatment, thus resulting in adverse 

treatment outcomes. A study highlighted the social-economic injustices such as inadequate 

nutrition, job loss, and high cost of transportation as factors that challenged patients in care and 
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treatment.15 the optimal level of care.41Therefore, a well-structured nutrition program buttressed 

by a need-based social support program will positively impact treatment outcomes. 

Respondents decry the shortage of MDR-TB drugs, which risks amplifying resistance 

with dire consequences to patients and further spreading of the disease. An article written by 

CDC documented how shortages of life-saving drugs lead to treatment delay, interruption, and 

lapses in treatment outcomes42 A common problem, it needs to be remedied with well-structured 

supply chain system that is sustainably financed to keep needed drugs and supplies at the 

treatment centers.  

Our study’s second theme illuminates how the adequate payment of clinicians became a 

serious impediment in an under-funded health system in Liberia. Our study found that most of 

the healthcare providers expressed their discontentment about several challenges, including 

irregular salary and low salary payments. Their disappointment may have affected the quality of 

and directly or indirectly challenged patients’ ability to continue care. A study in Kenya 

documented low salary as demotivating factor that led to a high attrition rate among primary 

level health workers.35 Increased and regular salary payments with human-resource-friendly 

policy undertaken in other political settings can be applied appropriately in our study setting.43 

Our study also revealed some of the implications of the fact that clinicians in one of our 

study settings are not on the national government payroll. These healthcare workers are paid 

through donor funding.  It is not sustainable and does not include health insurance, which creates 

job insecurity. This may be reflected in their job satisfaction and have consequences on patients’ 

care. These barriers have been described in other countries as well.35 

Our study revealed health care workers dissatisfaction with the lack of workplace safety 

assessment and hazard benefits for care providers at the treatment centers. What is novel from 
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our study is the inability of treatment center administrators to mitigate occupational risk as 

experienced by clinicians at these caregiving centers.44 Healthcare workers are exposed to 

occupational diseases or illnesses and, as such, assessing them before, during, and after their 

assignments would boost their confidence and stop nosocomial infections.45 A systematic review 

documented MDR-TB among healthcare workers in low-and middle-income countries at the 

workplace.46 Successful interventions undertaken in other settings can be considered.  

The third theme was that patients on MDR-TB care and treatment are challenged with an 

overwhelming pill burden.38 These huge quantities of pills overwhelmed patients leading some to 

discard some of the pills under their beds. This act of reducing MDR-TB medication to fit their 

desire undermines the treatment protocol, thus leading to more severe drug-resistant cases. 

Studies documented the overwhelming burden of pills and the consequences of reducing the 

medication to fit a patient’s desire, and how these factors affected treatment outcomes were 

similar to findings from our study.31     

Some respondents in our study experienced adverse events from cycloserine; these can 

include psychosis. The adverse effects of this and other medications represented barriers for 

patients seeking treatment. These factors such as mental health disorders were similar to what 

was found in our study.47 It would be appealing to patients seeking care and treatment if a 

combination or fixed-dose regimens was considered in Liberia. WHO encourages and 

recommend the use of fixed-dose therapy as a means of enhancing clients’ satisfaction in the 

treatment of MDR-TB.31 

Our last theme highlights how stigmatization by the community and family affects 

patients. The avoidance and abandonment of patients by community and families due to fear of 

the disease created psychological trauma. We found out that patients and families physically 
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distance themselves. This bidirectional was borne out of a desire to protect families from been 

infected but resulted in homelessness and isolation for patients.  

The study found that patients experienced family separation, meaning disintegration of 

the family structures. which eventually led to the disorganization of the social cohesion of a 

family. Patients were socially alienated by employees and sometimes lost their employment 

status. This loss of employment exacerbated their already precarious situation by placing more 

burden on the patients and incapacitated, in particular, male patients to provide for the family. 

What is noteworthy of our study was that marriages were broken because of the disease. A study 

in South Africa highlighted family and community rejection as a result of TB/MDR-TB.48 The 

activation of a support group, family counseling services, and community awareness could be 

key remedies.49 Using a social media platform through the establishment of a chatroom for 

patients separated from family and friends could also enhance family cohesion. Adjustments 

made in the COVID-19 which are intended for physical distancing but avoiding social 

isolation.50 

2.7.0. Limitations 

As qualitative research, the data generated from this study may not be formally 

generalizable to the larger MDR-TB population. The inability of the study to speak with patients 

who were undiagnosed, those who were loss to follow up and those who died make it difficult to 

generalize the findings to the general population of MDR-TB patients. Their experiences could 

be meaningfully different from—even worse than—those enrolled, who actually at least started 

treatment. But we cannot represent the experience of those who did not make it into care. It is 

our hope, however, that revealing the exceedingly difficult experiences of those who do 

eventually receive care, is the first step toward improved and broadened access to care. 
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2.8.0. Conclusion 

Reported challenges highlight the need for more social support, well-supervised 

ambulatory care, and psychosocial support for families delivered in homes. Community 

awareness programs should be conducted periodically. The conduct of periodically Community 

awareness programs will mitigate stigma and discrimination and increased knowledge capacity 

of community dwellers about multi-drug resistant tuberculosis.  
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