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Abstract 

Background: One of the important factors in con-

trol of tuberculosis is non-compliance has role in 

multi-drug resistant tuberculosis, poor treatment 

outcome and cause increased morbidity and mor-

tality of tuberculosis.  

Objective: This study explores the contribution of 

non-pharmacological factors in non-compliance of 

directly observed treatment short course among 

tuberculosis patients.  

Methodology: The Cross sectional prospective 

study was interviewed by using set of question-

naire with enrolled patients of TB at DOTS centre 

of LRS Institute of Tuberculosis and Respiratory 

disease New Delhi, India. The Patients who discon-

tinue and interrupted treatment for more than 2 

months were categorized as noncompliance cases.  

Results: Five hundred sixty six patients TB pa-

tients enrolled during the study out of which forty 

non-compliance cases we observed. various factors 

and their contribution in noncompliance, the nuc-

lear family have contribution 40 %, living life style 

of three member family in one room set contribute 

42.5% role in non-compliance and types of patients 

who was new found 35% contribution in non-

compliance. Beside these 10% of non-compliance 

TB patient have positive influence to tuberculosis 

treatment, as family and social factors have 70 % 

negative influence in non-compliance as well as 

psychological and their positive influence to non-

compliance in tuberculosis treatment were only 

40%.  

Conclusion: Various factors contribute in non-

compliance of tuberculosis treatment therefore 

more attention should be paid to psychological 

aspect in order to behavioral and life style modifi-

cation during tuberculosis treatments. 
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INTRODUCTION 

Tuberculosis (TB) is a multi systemic disease with 

countless presentations and manifestations is the 

most common cause of infectious disease–related 

to worldwide mortality.1-2 The World Health Or-

ganization (WHO) has estimated that 2 billion 

people have latent TB globally in 2009 and it killed 

1.7 million people. 3-4  

Globally, TB is most common in more common in 

developing countries including  , India, Bangla-

desh, Pakistan, Indonesia, Philippines, Vietnam, 

Korea, China, Tibet, Hong Kong, Egypt, most sub-

Saharan African countries, Brazil, Mexico, Bolivia, 

Peru, Colombia, Dominican Republic, Haiti, Hon-

duras, and areas undergoing civil war. These coun-
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tries are plagued with factors that contribute to the 

spread of TB, including the presence of limited 

resources, HIV infection, and multidrug-resistant 

(MDR) TB. Consequently, although international 

public health efforts have put a huge curb on the 

rate of increase in TB, these regions account for the 

continued increase in global TB.5-6 Hopes of totally 

controlling the disease have been dramatically 

dampened because of a number of factors, includ-

ing the difficulty of developing an effective vac-

cine, the expensive and time-consuming diagnostic 

process, the necessity of many months of treat-

ment, the increase in HIV-associated tuberculosis, 

and the emergence of drug-resistant cases. 7-9  

The most common cause of treatment failure is 

people's failure to comply with the medical regi-

men. 10 This may lead to the emergence of drug-

resistant organisms. You must take your medica-

tions as directed, even if you are feeling better. 11  

Drug resistance is a major public health problem 

that threatens progress made in TB care and con-

trol worldwide. Drug resistance arises due to im-

proper use of antibiotics in chemotherapy of drug-

susceptible TB patients. This improper use is a re-

sult of a number of actions including, administra-

tion of improper treatment regimens and failure to 

ensure that patients complete the whole course of 

treatment. Essentially, drug resistance arises in 

areas with weak TB control programs. A patient 

who develops active disease with a drug-resistant 

TB strain can transmit this form of TB to other in-

dividuals.12   

Engaging all relevant health care providers in TB 

care and control through public-private mix ap-

proaches is an essential component of the World 

Health Organization's (WHO's) Stop TB Strategy. 

Public-Private Mix (PPM) for TB Care and Control 

represents a comprehensive approach for syste-

matic involvement of all relevant health care pro-

viders in TB control to promote the use of Interna-

tional Standards for TB Care and achieve national 

and global TB control targets. 13  

Patient noncompliance can take many forms; the 

advice given to patients by their healthcare profes-

sionals to cure or control disease is too often mi-

sunderstood, carried out incorrectly, forgotten, or 

even completely ignored. 

Non-compliance compromises patient outcomes in 

many different ways but is most obvious when 

patients fail to take medications that likely would 

cure or at least effectively manage their illnesses.14 

Some people start feeling well early on during 

treatment and they stop taking medication before 

all the TB germs are dead. Other patients forget to 

take their treatment or delay going back to the clin-

ic or hospital. It is important to ask your health 

care provider about your treatment. If any Patients 

forget or skip treatment do not be afraid should to 

go back to the clinic and continue their medication 

because they are not cured.15-16  

With the development of effective treatment strat-

egies, the focus of TB management also required 

shift from the prevention of mortality to the avoid-

ance of morbidity17. There are numerous aspects of 

active TB that may lead to a reduction in Quality of 

life in Treatment of active TB. As it requires pro-

longed therapy (at least 6 months) with multiple, 

potentially toxic drugs that can lead to adverse 

reactions in a significant number of patients Also, 

considerable social stigma associated with active 

TB leaving the individual feeling shunned and iso-

lated from their friends and families. Finally, lack 

of knowledge regarding the disease process and its 

treatment which may contribute to feelings of hel-

plessness, anxiety and contribute in non-

compliance of TB treatment. 18-19  

 

MATERIAL AND METHODS 

Study was conducted to find out the contribution 

of psychological factors in non-compliance of 

DOTS amongst tuberculosis patient registered un-

der RNTCP for DOTS. These patients were going 

to treatment under LRS-RNTCP defined area of 

south Delhi, India 

Total patients enrolled in LRS-RNTCP defined area 

for treatment were 566 out of which 80 were 

enrolled in our study. 40 patients contributes as 

control (i.e. group I) & 40 patients as cases (i.e. 

group II). The group I received chemotherapy as 

per RNTCP guidelines and was categorized as 

compliance under DOTS. The group II received 

same medication as per RNTCP guidelines but due 

to some reason/factors interrupt the short course 

chemotherapy and patient fall under non-

compliance. the criteria for non-compliance was "a 

patient who interrupted treatment for more than 2 

months consecutively at any time during the 

treatment periods". 
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Study Design 

GROUPS DRUG TREATMENT 

Group I (Con-

trol n = 40) 

Anti-tuberculosis therapy was 

given and patient to com-

pliance. 

Group II (Con-

trol n = 40) 

Patients were interrupted Anti-

tuberculosis therapy and fall 

under criteria of non-

compliance. 

Where 'n' is the number of patient per group. 

 

Enrollment Procedure  

The patients of LRS, RNTCP defined area enrolled 

under DOTS therapy was included in the study, 

divided into equal number of control (group-I) and 

case (group-II) and each patient gone a set of Ques-

tionnaires when ever non- compliance issue found. 

Investigator visited to non compliance patient res-

idence and on the basis of interview to the patient 

observed the factors responsible for non-

compliance of TB treatment. All the observations 

were recorded in a simple pre-designed and pre-

tested semi structured standard monitoring for-

mats. All the possible factors were recorded and 

analyzed in three forms i.e. Negative influence 

(considered as no influence) Intermediate influence 

(very minimal influence) and positive influence.  

Data Collection 

Patient’s demographic profile (age, gender, ad-

dress, etc). Information on family, social and so-

cioeconomic status etc. Sources of Data  

Patient’s treatment card. 

Patient’s I. Card. 

Individual interview from patients. 

 

Statistical Analysis 

The factors contributing to non-compliance of 

DOTS amongst tuberculosis patient in cases i.e. 

Group II, was compared with that of control i.e. 

Group I. T-test was used for comparing the means 

of the two groups. The number and proportions 

were compared with P- value. 

 

RESULTS 

The Non-compliance in TB patients was more in 

nuclear family (60 percent) as compared to joint 

family (40percent).  

 

Distribution of patients according to crowding 

The distribution of the non-compliance in TB Pa-

tients according to crowding. Majority of TB pa-

tients belongs to socioeconomic strata. Living in 

one room set among them a considerable number 

of patients are migratory therefore they are living 

in one room set on rent. In present study non-

compliance were observed highest in the patients 

living 3 persons in 1 room (42.5 percent). 

 

Table 1: Distribution of the TB Patients according 

to Types of family 

Types of family 

 

No. of Pa-

tients 
% of Patients 

Nuclear 

 

24 60 

Joint 

 

16 40 

Total 40 

 

100 

 

 
Fig. 1: Number and Percentage of non-compliance 

in TB patients according to Type of family. 

 

Distribution of Non-compliance in TB patients 

according to types of patients 

Table VII depicts the distribution of TB patients 

according to types of patients. The  patients were 

more in newer types of patients (35 percent) then 

in treatment after default type of patients (20 per-

cent) and Relapse patients (20 percent). 

Personal Factors 

The distribution of the non-compliance in TB Pa-

tients according to Personal Factors. Positive influ-

ence to non-compliance is 10 percent which the 

patients told never in response to individual per-

sonality attributes. 

 

Family and Social factors 

The non-compliance in TB Patients according to 

Family and Social factors. Positive influence to 

non-compliance is 2.5 percent, intermediate influ-

ence to non-compliance is 27.5 percent and nega-

Type of family vs non-compliance

nuclear, 24, 

60%

joint, 16, 

40%
nuclear

joint
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tive influence to non-compliance is 70 percent. 

 

Psychological Factors 

the non-compliance in cases according to Psycho-

logical Factors. Positive influence to non-

compliance is 40 percent. Which is considerably 

higher as compared to study done by Jaggarajam-

ma et al., (2007) who found 24 percent positive 

influence in non-compliance. This higher percen-

tage is because cosmopolitan city where the people 

remain under stress as compared to small city due 

to various reasons. 

 

 

 

 

Table 2:  Patients according to crowding 

groups 

2 persons in 1 

rooms 

3 persons in 1 

room 

4 persons in 2 

rooms 
7 persons in 3 rooms 

10 persons in 4 

rooms 

No of 

patient 
% 

No of 

patients 
% 

No of 

patients 
% 

No of 

patients 
% 

No of 

patients 
% 

group 

I 
10 25% 12 30% 15 37.5% 2 5% 1 2.5% 

group 

II 
4 10% 17 42.5% 16 40% 2 5% 1 2.5% 

P< 0.O5, statistically significant 

 
Fig. 2: Bar graph crowding vs. non-compliance 

 
Table 3: Distribution of the TB Patients according to Types of patients 

Types of patients No of  patients 
% of non-compliant patients 

 

new 14 35 

Transfer 0 0 

TT after default 8 20 

Relapse 6 15 

Failure 8 20 

Other 4 10 
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Fig. 3: Number and Percentage of non-compliance in TB patients according to Type of Patients Enrolled un-

der DOTS treatment. 

 

Table 4:  patients according to Personnel Factors 

Groups 

Always Often Sometimes Never 

No. of 

patients 
% 

No. of pa-

tients 
% 

No. of pa-

tients 
% 

No. of pa-

tients 
% 

Group I 5 12.5% 10 25% 25 62.5% 1 2.5% 

Group II 5 12.5% 9 22.5% 22 55% 4 10% 

P< 0.O5, statistically significant 

 
Fig. 4: Bar Graph Personal factors vs. non-compliance 
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Table 5:  patients according to Family and social Factors 

Groups 

 

Negative influence Intermediate influence Positive influence 

No. of pa-

tients 
% No. of patients % No. of patients % 

Group I 27 67.5% 13 32.5% 0 0% 

Group II 28 70% 11 27.5% 1 2.5% 

P> 0.O5, statistically non significant 

 
Fig. 5: Bar Graph Family and social factors vs. non-compliance 

 

 

Table 6:  Patients according to Psychological Factors 

Groups 

Negative influence Intermediate influence Positive influence 

No. of pa-

tients 
% No. of patients % 

No. of pa-

tients 
% 

 

 

Group I 

3 7.5% 24 60% 13 32.5% 

Group II 5 12.5% 19 47.5% 16 40% 

P> 0.O5, statistically non significant 
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Fig. 6: Bar Graph Psychological factors vs. non-compliance 

 

DISCUSSION 

The study explore that the Psychological and fami-

ly-Social factors were had association with com-

pliance of treatment in tuberculosis. It was found 

that the Non-compliance was more in nuclear 

family as compared to joint family.20  

Crowding and a family of three members living in 

one room set contribute maximum role in non-

compliance of tuberculosis treatments21 and types 

of patients who was newer contribute maximum in 

non-compliance than Transfer patients, defaulter 

patients and relapse case patients.22   

The non-compliance in TB Patients according to 

Personal Factors found that 10 % of study popula-

tion has Positive influence towards non-

compliance in treatments they said that never in 

response to individual personality attributes and 

the distribution of the non-compliance in TB Pa-

tients according to Family and Social factors were 

70 % that’s have negative influence to treatments 

non-compliance as well as distribution of the non-

compliance in cases according to Psychological 

Factors were 40 % have  Positive influence to non-

compliance which was considerably higher as 

compared to previous study.23  

 

CONCLUSION 

The Treatment of TB under DOTS-RNTCP pro-

gram was good and that’s why compliance rate of 

south Delhi region, India was similar to India sce-

nario. Although various factors contribute in non-

compliance of tuberculosis treatment therefore 

more attention should be paid to psychological 

aspect in order to behavioral and life style modifi-

cation during tuberculosis treatments. 
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