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Introduction:

PGIMER, Chandigarh, Punjab, India

ABSTRACT

Background: There are numerous public health and clinical consequences of
incomplete TB treatment. The patients develop resistance to firstline ATT drugs.
Treatment with second-line drugs are less successful and more toxic. Relapse
and treatment failure are also an important problem because patients can harbor
drug resistant mycobacterium tuberculosis bacilli.

Objective: To explore the patients' perspective about factors associated with
loss to follow up, relapse and treatment failure in tuberculosis patients.

Materials and Methods: This phenomenological study was conducted on 12
patients registered at DOTS centers, U.T. Chandigarh. A pre validated semi
structured interview guide was used to collect the data. In-depth interviews
were conducted. Audio recording was done following permission from the
participants. Principle of redundancy was followed for data collection.

Results: Based on patients' verbatim, 12 themes were formulated. These were
Factors contributing to relapse, Factors contributing to loss to follow up, Factors
contributing to relapse, Physical problems related to disease conditions,
Emotional stress, Stigma related to disease, Economic challenges, Job related
challenges, Family support, Health care system related challenges, Attitude of
DOTS Providers, Expectations of National Programme.

Conclusion: This study has demonstrated many factors responsible for loss to
follow up, treatment failure and relapse in TB patients. Although medicines are
provided free of cost but side effects of medicines and pills burden can be a
disabling factor in completion of treatment. In congruence with this, low socio-
economic status, stigma related to disease condition, family liabilities, awareness
issues, economic challenges, burden of losing income from work contributes to
non-compliance. Occupational exposure of irritants, addictions, imbalanced diet,
non compliance to treatment contributes treatment failure and relapse of
disease.

Keywords: Tuberculosis, Loss to follow up, Relapse, Treatment failure, Care givers,
DOTS providers

Tuberculosis is a communicable, lethal disease (if not
treated) caused by Mycobacterium Tuberculosis. It mainly
attacks lungs but can also infect other parts of the body. The
bacterial agent, Mycobacterium Tuberculosis is an acid-fast
aerobic rod. The bacteria grow slowly and are sensitive to
heat and ultraviolet light.!

People who have latent TB infection have no symptoms and
cannot spread infection2. Most tubercular infections results
in an asymptomatic, latent infection. One in ten latent
infections in due course of time progresse to active disease.

The transmission of TB is influenced by multiple factors. It
includes infectious status of patient, exposure, host factors
and environmental conditions where patients live. Other
determinants which can increase the risk of progression to

active disease are diabetes mellitus, alcohol abuse, smoking,
tobacco products and malnutrition. 2

Global epidemiology of tuberculosis

Tuberculosis infects an estimated one third of the world’s
population. Along with HIV, it is one of the leading causes of
death from communicable diseases globally. Despite the
availability of effective anti tubercular drugs, TB killed 1.3
million people in 2012. The new infections occur at a rate of
about one per second?

According to WHO global TB report 2017, in 2016, there were
an estimated 10.4 million new TB cases worldwide. Seven
countries accounted for 64% of the total burden, with India
having the maximum number of TB patients, followed by
Indonesia, China, Philippines, Pakistan, Nigeria and South
Africa, the report said.*
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Tuberculosis in India

India accounts for one fourth of the global TB burden i.e. 2.2
million out of 9.6 million new cases annually. In India, more
than 40% of population is infected (prevalence of infection)
with Mycobacterium Tuberculosis. It is estimated that there
are 2.5 million prevalent cases of all forms of TB disease. There
are about 2.2 lakh people die due to TB annually (mortality).
(RNTCP Guidelines, 2016)5

TB kills more adults in India than any other infectious

disease. In India, every day:

» More than 6000 people develop TB disease

» More than 600 people die of TB (i.e. 2 deaths every 5
minutes)5

Revised National Tuberculosis Health Programme

In 1997, Revised TB Control Programme (RNTCP) was
launched which formulated and adopted the internationally
recommended Directly Observed Short Course (DOTS)
strategy as the most systemic and cost-effective approach to
revitalize the TB control programme in India.

The objectives of RNTPCP were to achieve at least 85% cure
rate among the new smear-positive cases initiated on
treatment and thereafter a case detection rate of at least
70% of such cases. The first technical and operational
guidelines for RNTCP were developed during the initial
years of implementation of the programme and were
updated in 2005.6

The goal of the national strategic plan is to achieve universal

access of quality of TB diagnosis and treatment of all TB

patients in the community. The objectives of national

strategic plans are:

1. To achieve 90% notification rate for all cases

2. Toachieve 90% success rate for all new and 85% for re-
treatment cases

3. To significantly improve the successful outcome of
treatment for DRTB cases

4. To achieve decreased morbidity and mortality for HIV-
associated TB cases

5. To improve the outcome of TB care in the private
sectors.”

Challenges in Revised National Tuberculosis Control
Program

In India, under the (RNTCP), the percentage of smear-
positive re-treatment cases is high. Under the Revised
National Tuberculosis Control Program (RNTCP), the
percentage of smear-positive re-treatment cases out of all
smear-positive cases is 24%.8 The causes of re-treatment
include relapse of the disease after successful completion of
treatment, treatment failure, and default in treatment.
RNTCP does not follow up the patients for any period of time
after successful completion of treatment to determine
whether they relapse. Given the high cost of treatment for
each patient under RNTCP and the potential for spread of
disease from these patients, it is crucial for the success of the
program and control of the disease in the country to find out
more about the reasons behind this.?

Loss to follow up in TB patients

Itis defined as a TB patient previously treated for TB for one
month or more and who was declared lost to follow-up in
their most recent course of treatment and subsequently
found microbiologically confirmed TB cases. 10

Poor adherence contributes to worsening of TB situation not
only by increasing incidence but also by initiating drug
resistance. Resistance to anti-TB drugs has become a serious
obstacle in the control of the disease. Patients’ poor
adherence to anti-TB therapy, with an estimate of as low as
40% in developing countries, remains the principal cause of
treatment failure globally.1* The WHO recommends at least
85% cure rate of all diagnosed TB cases.!? In order to
achieve this cure rate, adherence needs to be in the order of
85-90%.13 Lack of access to formal health services,
traditional beliefs leading to self-treatment, loss of income,
lack of social support, drug side effects, pill burden, lack of
food, stigma with lack of disclosure, and lack of adequate
communication with health professionals are some of the
factors that can lead to loss to follow up in patients.1#

Relapse

TB relapse is defined as a patient who has become (and

remained) culture negative while receiving therapy butafter

completion of therapy becomes:

1. Culture positive again or

2. Has clinical or radiographic deterioration that is
consistent with active tuberculosis.15

Most relapses occur within the first 6-12 months after
completion of therapy. Patients who received self-
administered therapy or a non-Rifampicin regimen the risk
of acquired drug resistance is substantial. The outcome of
relapse cases put on treatment is positive but less effective
than new cases. 15

Risk factors for relapse included drug irregularity, initial
drug resistance, smoking, and alcoholism, shorter total
duration of treatment (particularly Rifampicin), poor
adherence during treatment (mainly during intensive
phase), use of fewer than three drugs in intensive phase,
greater disease severity and cavitations, high bacterial load,
smoking, being male, the presence of concomitant disease,
being underweight, and infection with HIV.16

The outcome of relapse patients put on treatment is positive
in terms of cure in the majority of cases but clearly less
effective than the results of DOTS for new TB cases never
treated before.1®

Treatment failure

Treatment failure is the presence of continued or recurrently
positive cultures during the course of anti-tuberculosis
therapy. After 3 months of multi-drug therapy for pulmonary
tuberculosis caused by drug susceptible organisms, 90-95%
of patients will have negative cultures and show clinical
improvement. All patients with positive cultures after 3
months of appropriate treatment must be evaluated
carefully to identify the cause of the delayed conversion.
Patients whose biological specimen is positive by smear or
culture at the end of the treatment are considered at
treatment failure. 15

There are many reasons for treatment failure in patients
receiving appropriate regimens. These include: Non-
adherence, drug resistance, malabsorption of drugs,
laboratory error and a few patients take a long time to
respond as part of extreme biological variation.18These
retreatment conditions are an important issue as patient's
can harbor resistant mycobacterium tuberculosis bacilli.
They can lead to health and economic burden in the
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community, as it is attributed to absence from work and
inability to work.

Objective:

To explore the patients' perspective about factors associated
with loss to follow up, relapse and treatment failure in
tuberculosis patients registered at U.T. Chandigarh.

Material and Methods:

Qualitative research approach was used in the study,
because it is based on the realities, experiences and view
points of the tuberculosis patients. Phenomenological
research design is selected to explore the lived experiences
of loss to follow up, relapse and treatment failure
tuberculosis patients'.

This study was conducted at DOTS Centres in various health
settings in U.T Chandigarh. Eight DOTS Centres were
selected from 4 tuberculosis units, based on number of
patients registered and population size to cover major part
of U.T Chandigarh. Quarterly reports of patients census were
collected from State TB officer, Sec 34 and two DOTS Centres
from each TB unit were selected for data collection to cover
U.T. Chandigarh. The research study was conducted in the
months of July -Sept 2017.

Purposive Sampling technique was used to draw samples for
the present study. A pre validated semi structured interview
guide was used to collect the data. In-depth interviews were
conducted. Audio recording was done following permission
from the participants. Principle of redundancy was followed
for data collection. Patients who were nottraceable and who
had at extensive dyspnoea were excluded from the study.

The tools used for data collection were developed through
extensive literature search, consultation with experts in the
field of pulmonary medicine, public health and nursing
education and researcher's experience in the field of
tuberculosis. Tools used for the study were interview
schedule consisting of socio demographic data sheet clinical
profile and semi structured in-depth interview guide for
patients.

Ethical clearance for the study was obtained from the
Institute Ethical Committee, PGIMER, Chandigarh and state
TB Officer, RNTCP, Chandigarh. An informed written consent
was obtained from the study subjects after explaining the
objectives and duration of their involvement.

Data collection was done at the DOTS centres UT,
Chandigarh. Patients were interviewed on Monday,
Wednesday, Friday i.e. on DOTS day between 8am-2pm as
they come to DOTS centres for their medicines. Quiet and
separated room was selected at DOTS Centres to carry out
in-depth interviews. Subjects were made comfortable and
rapport was developed by asking warm up questions i.e.
about their well being and personal information. Interviews
were recorded by using audio tape recorder. On an average,
the time spent for each interviews varied from 25-30
minutes, according to the willingness of the client to talk.

Data analysis and interpretation:

Written and audio taped descriptions through in-depth
interview were the source of data in this study. Analysis was
done by using descriptive statistics and colaizzi's steps for
analysis which includes reading and re-reading of

participant's description, extracting significant statements,
formulating meaning for each statement, categorizing
formulated meanings into cluster of themes, integrating
findings into exhaustive description of phenomenon,
validating with paticipants and final description into essence
of phenomenon.

Results:

Based on patients' verbatims, 12 themes were formulated.
These were Factors contributing to relapse; Factors
contributing to loss to follow up; Factors contributing to
relapse; Physical problems related to disease conditions;
Emotional stress; Stigma related to disease; Economic
challenges; Job related challenges; Family support; Health
care system related challenges; Attitude of DOTS Providers;
Expectations of National Programme. Each theme was
further divided in to various sub-themes to categorize the
information more appropriately.

Sub-Themes under each theme

1. Factors contributing to relapse
Addictions

Occupational exposure
Imbalanced diet

Not following prescribed regimen
Non adherence to medications

oo o

2. Factors contributing to treatment failure
a. Imbalanced diet
b. Addictions
c. Non adherence to medicines

3. Physical problems related to disease
a. Physical weakness
b. Loss of efficiency in doing household work
c. Difficulty in taking care of children

4. Emotional stress related to disease
a. Stress related to disease
b. Repeat medication
c. Alteration in daily routine
d. Fear of not getting married

5. Stigma related to disease
a. Isolation of patient
b. Avoidance of patients participation in social activity
c. Criticism from family members
d. Decreased traveling to relatives place

6. Economic challenges
a. Limited income sources
b. Unemployment related to disease
c. Non affordability of balanced diet

7. Jobrelated challenges
a. Extraleaves
b. Salary deduction
c. Fear ofloss of job

8. Family support
a. Motivation
b. Assistance in household work
c. Diet supplementation
d. Escort patient to DOTS Center
e. Financial support
9. Health care system related factors
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a. Proximity of DOTS Center
b. Proper verification of patients documents
c. Less waiting time for medications

10. Attitude of DOTS Provider
a. Positive
b. Supportive and friendly attitude
c. Proper counseling related to treatment and diet

11. Negative
a. Negligence in providing treatment

12. Expectations from National Programme

Reduce number of pills

Treatment at nearest DOTS Center

More awareness regarding disease and treatment
Nutritional support

Financial support

No medicines for home during CP phase

"o a0 o

Discussion:

The present study has been one of the very few research
endeavors to identify factors associated with loss to follow
up, relapse and treatment failure as per patients’
perspective. Researcher wanted to gain insight into their
thoughts, feelings and problems, so phenomenology design
was selected as a medium to enter into their private world.
The study identified the wvarious factors which are
responsible for loss to follow up, relapse and treatment
failure according to patients.

Factors affecting compliance to TB treatment
Medicines related factors

The treatment non-compliance is recognized as one of the
major challenges in achieving TB control. Medicines related
issues like side effects of medicines, pill burden were
responsible for non-adherence to treatment. In India
traditional medicine system is deeply rooted. Patients
generally have notion that allopathic medicines are hot in
nature and will make them sicker. Patients usually go to
traditional healers and take ayurvedic medicines when they
feel sick. One of patient reported "I could not take TB
medicines as I was not able to swallow them. Medicines are
very thick; they cause acidity and irritation in my stomach. |
couldn't tolerate the suffocation and ghabrahat because of
medicines, so I left the treatment in between."” Other patient
reported that "My fever was down and cough was relieved,
appetite was also improved. I missed medicines once or twice
and 1 did not take my medicines. 1 did not go to take
medicines.” On contrary some patients left treatment in
between as they didn't feel improvement in their condition.
"After taking medicines my condition got worse. Earlier I had
no fever but I used to get high grade fever after taking
medicines. I was getting sicker that's why I left the treatment
in between.”

Similar findings were shown in study a by Federick 17 which
revealed that major factors leading to non-compliance
included patients beginning to feel better (45.1% and
38.6%), lack of knowledge on the benefits of completing a
course (25.7%), running out of drugs at home (25.4%) and
TB drugs being too strong (20.1% and 20.2%).

Study by Boru in Ethopia (2014) revealed that many patients
were unable to adhere to their treatment because of one or a
combination of the following factors; lack of adequate food,

poor communication between healthcare providers and
patients, beliefs in traditional healing system, unavailability
of the service in nearby health facilities, side-effect and pill
burden of the drugs, stigma and discrimination. The patients
take their anti-TB medications under difficult circumstances
and experienced a wide range of interacting factors.1#

Disease related factors

Physical problems related to disease contributed to non
compliance to treatment. Patients had role limitations due to
physical problems, bodily pain, and decreased vitality.
Women had burden of house care, child care and
employment which was obstacle in gaining access to
diagnostic facility and completing their adequate treatment.
One of patient responded "My body has become loose. I feel
weak. I don't feel like working, if family members are not at
home then I can'tgo to DOTS Centre for treatment alone. Due
to disease condition patients feel weak and if they don'thave
support system in family then they don't travel to DOTS
centre for their treatment.

Similar findings were reported in a study by Guo 8 which
showed that quality of life aspects affected by TB included
physical functioning and emotional/mental well-being.

Finance related factors

Tuberculosis affects the most productive age group and the
resultant economic cost for the society is high. This disease
has considerable impact on patient's household’s in terms of
income, health, education and nutrition, particularly if
patient is a wage earner. Socio-economic factors were also
important contributory factors to non-compliance to
treatment. The financial constraints that recognized through
lack of money, unemployment due to disease, transportation
cost, food has been continued to exert their influence on TB
patients. One patient stated "We really have dirth of money. I
used to work as a sweeper at sec 32 hospital, now I can't work
because of disease. My wife is working as a sweeper in PGI.One
daughter is studying in school. I have one son of 22 yrs old, he
doesn't work. It is very difficult to earn living for us."

Majority of patients were unemployed due to disease and
dependent on their family members for their living. They
had to borrow money to meet their daily expenses. "My body
has become wasted because of TB. I can't work because of
weakness. I left work 3 months before. Now it is very difficult
for us to earn our living. We borrow money to manage our
household expenses.” They couldn't arrange balanced diet for
them due to poverty, which is required for better treatment
outcomes."We have financial problems. If I want to eat
anything then I have to think before buying it. I can't spend
money on my diet. At times I have to eat chappati with salt."”

Patients who were employed faced challenges at work as
they had to take extra leaves for treatment and investigation.
Their salary got deducted at they got scolding from their
supervisors for their irregularity at work."Many times I have
to take leave from work, if I have to go for test. My boss scolds
me if | take extra leaves.” Other patient responded that "My
salary gets deducted if I take leaves. I get less salary because of
deduction. I can't work actively. Sometimes I don't want to
work if I am not feeling well. I face problems if my work is
pending. "

A study conducted by Rajeshwari 19 revealed that the total
costs, and particularly indirect costs due to TB, were
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relatively high. The average period of loss of wages was 3
months. Care giving activities of female patients decreased
significantly.

Awareness Issues

Lack of knowledge and Misconceptions about transmission
of disease lead to discrimination like separate utensils for
food or drink. Diagnosis of TB is associated with increase
anxiety/tension, fear of loss of wage/earning, and stigma
threatening self-esteem and quality of life. Present study
showed that there was knowledge deficit in patients and
care givers related to disease and course of treatment. "I just
know that TB is a disease in which we have to take
precautionary measures. It can be fatal if it spreads. I don't
know about how this disease occurs and spreads."” They were
not aware about the factors responsible for causation and
transmission of TB infection. "TB spreads by virus. It spreads
if we talk to patients. We should not go near TB patients."”
There was knowledge gap related to the course and duration
of treatment. They also did not have information about the
need and importance of adherence of medicines in patients.

Study by Chinnakali revealed that out of 395 paricipants, 370
(94%) respondents had heard about TB. Regarding the
symptoms of TB, 82% were aware that cough is a symptom
of TB. Among the 79% of study subjects who reported any
test to diagnose TB, sputum examination as a method of
diagnosis was known to only 40%. However, 84% of the
subjects were aware of the free treatment available for TB
under National program.2°

Stigma related to disease

Despite being curable, tuberculosis is still a stigmatized
disease. Not only is TB patients’ suffering due to its clinical
manifestations, but also because of society’s prejudice,
embarrassing situations, and even self-discrimination. The
study revealed that stigma related to disease was very much
prevalent in society. Patients were keptisolated from other
family members. One patient reported "I stay in isolation. My
room is separate. I don't sit and lie down with anyone in
summers and winters. [ don't eat with anyone. My utensils and
clothes are separate from other family members."

Patients usually avoided participation in social activity
because of stigma related to TB "I really feel bad when there
is some marriage in my family, they don't call me for any
function. They stay away from me as if  am having Leprosy. |
really don't like it, then my husband counsel and console me
that you don't worry, you will be fine.” They had feeling of
worthlessness and hopelessness due to disease condition.

There were conflicts in their family due to disease and they
faced criticism from family members. "Every time they
criticise me that this might not have been happened, if [ would
have taken complete treatment. They say we don't have time
to get you treated, we also face problems. My mother in law
doesn't have any concern for me.”

Patients also reported that they didn't disclose their TB
status at office as they feared of losing their job because of
their TB status. “I feel scared that because of TB I may lose my
office friends. They may get drift away from me. I fear I may
lose my job as well."”

Female patients had a fear of not getting married because of
the disease. They were worried about their future due to

stigma and discrimination related to disease. "Our society has
hatred towards tuberculosis. I am tensed that I will get
married or not. I get proposals but it doesn't get accepted. This
is the reason I have started the treatment all over again. I am
taking care of my diet as well."

Study conducted by Liefooghe revealed that due to fear
patients often denied the diagnosis and rejected the
treatment. While both male and female TB patients faced
many social and economical problems, female patients were
more affected. Divorce and broken engagements seemed to
occur more often in female patients. Females were usually
economically dependent on their husbands and family in
law, and needed their cooperation to avail of treatment.21

Study by Lima found that TB still causes patients to suffer
from fear of transmission, social prejudice, and death.
Despite the fact that the emotional support provided by
families and healthcare professionals is considered essential
to treatment adherence and completion, participants in this
study reveal that friends and colleagues have distanced
themselves from them for fear of contagion and/or
prejudice.22

Health care related factors

Health care workers' attitude, clinic opening times,
availability of medicines, accessibility issues were important
factors contributing for treatment compliance. All the
respondents in the study revealed that attitude of health
workers was friendly except one who reported that attitude
of health worker was unprofessional and unfriendly.

One of the respondents in the study reported that no
counselling was given to her related to the treatment and no
follow up was planned for her when she was on treatment.
She completed 6 months treatment in 4 months as complete
box was given to her without any counselling and DOTS was
not initiated."I have taken complete treatment but I finished
my course in 4 months because proper information was not
given to me regarding duration of treatment. I finished the
course in 4 months instead of 6 months. When I went to return
the box they told me not to disclose it to anyone, they said |
could have died as I took double doses. They did not run any
test nor they came home or called me to DOTS Centre."

Study conducted by Bonsu defined service satisfaction as
involving education/counselling (on drugs, nature of
condition, sputum production, caregivers and contacts of
patients), patient follow-up, assignment of reliable treatment
supporters as well as being attentive and receptive to
patients, service availability (e.g. punctuality at work,
availability of commodities), positive assurances about
disease prognosis and respect for patients.23

Factors contributing for relapse and treatment failure
Smoking, drinking alcohol were the important factors
related to relapse and treatment failure. The implications of
patients taking alcohol while on treatment are threefold.
Firstly, patients may forget to take their medicines under
influence of alcohol, secondly there may be more side effects
of TB medicines particularly when patients are taking
alcohol with treatment. Thirdly there are chances of relapse
of disease if patient continues to take alcohol after
completion of treatment. "I got relapse of TB due to my
carelessness, I used to drink daily when I was fine and used to
do smoking as well."

@ITSRD | Unique PaperID - JTSRD25078 |

Volume - 3 | Issue -4 |

May-Jun 2019 Page: 1319



International Journal of Trend in Scientific Research and Development (IJTSRD) @ www.ijtsrd.com eISSN: 2456-6470

"The reason behind relapse of TB is that, 1 did not leave
drinking. I used to drink on non DOTS day. I continued to drink
after my recovery. They told me to leave drink but I continued
the same without informing them. I made this mistake. "

Exposure to occupational hazards may also have contributed
to relapse of disease. Patients reported that job profile and
working conditions were responsible for relapse of disease.
"At my work place there is lot of dust, when we do paper
cutting there is lot of dust in surroundings. I get bad cough
because of this, I do get dyspnea as well. This may be the
reason behind relapse of tuberculosis. "Other patient said "It
may be due to my job profile, there is lot of dust due to coal
when we iron clothes. I get dyspnea because of coal.”

A study conducted by Mlotshwa et al revealed that male
gender, HIV co-infection and a >2+ acid fast bacilli (AFB)
smear grading at the start of TB treatment were independent
risk factors for non-conversion (p <0.001). Age was a risk
factor for non-conversion in new cases, but not for re-
treatment cases.?*

A study by Morsy et al revealed that significant risk factors
for treatment failure were non-compliance to treatment,
deficient health education to the patient, poor patient
knowledge regarding the disease and diabetes mellitus as co-
morbid condition. 25

Lack of balanced diet and non adherence to medicines were
also reported by patients to contribute to relapse of disease.
Patients were not able to eat balanced diet due to socio-
economic factors or side effects of medicines like anorexia.
One patient reported “I don't eat proper diet this may be the
reason behind relapse of tuberculosis. I can't eat proper diet.
Sometimes I don't feel like eating anything."

Other patient responded "The reason for relapse is I did not
follow the due course of medicines, instead of finishing the
course in 6 months I finished in 4 months. 1 finished the course
of medicines much earlier than the due course. After that 1 did
not get myself checked nor did I undergo any test."

Primary resistance to medicines was a major factor of
treatment failure. If a patient is already resistant to anti-
tubercular medicines then he will not respond to the current
regimen available for TB. Many patients take treatment from
private practitioner, traditional healers, quacks which make
them resistant to medicines.

Expectations from National Programme

There were several responses from patients when they were
asked about their opinion on what could be done to help TB
patients. Patients had many expectations from health
programme. Majority of patients wanted reduction in pills so
that they can take medicines easily and it would decrease
side effects of medicines. "There should be change in
medicines, medicines are very heavy and it is difficult for
patients to take them. If they can decrease the quantity of
medicines then it will be easy for patients to take them."

In this study patient who had to travel a distance to get
treatment wanted his treatment to be started at nearest
DOTS Centre. He responded "I am taking medicines what they
are giving me, but I have to travel quite a lot for treatment. No
one comes to take medicine by their choice they come when
they are unwell. If a person is having fever then only he will

rush to doctors. Everyone wants to take treatment from
nearby health facility. I wish they start my treatment from
nearest health facility."

Patients wanted government should take more initiative to
spread awareness about the disease. They reported that they
were not aware about the disease, its mode of spread and
treatment. '"They should give correct and clear information
regarding TB so that patients develop clear understanding
related to disease. Half knowledge is always dangerous. "

The patient responses highlighted the need to address
financial and nutritional support for those who can't afford
diet and were unemployed due to disease condition. They
appreciated that govt. is doing good by providing free
medicines but also emphasized the need for balanced diet
with medicines. "If govt. can provide financial support then,
we will be able to buy good diet. Government is doing good by
providing free medicines as TB treatment and tests are
expensive, but diet is also important with medicines."

Conclusion:

This study has demonstrated many factors responsible for
loss to follow up, treatment failure and relapse in TB
patients. Although medicines are provided free of cost but
side effects of medicines and pills burden can be a disabling
factor in completion of treatment. Lack of adequate food,
side-effects, pill burden of the drugs, stigma and
discrimination were factors that contributed to poor TB
treatment adherence in the study area. In addition to this
low socio-economic status, family liabilities, awareness
issues and burden of losing income from work contributes to
non-compliance. Addictions, imbalanced diet, primary
resistance, secondary infection and non compliance to
treatment contribute treatment failure and relapse of
disease. Patients were knowledge deficit related to spread
and treatment of tuberculosis. They need education on TB
and importance of DOTS.
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