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ABSTRACT:

Tuberculosis remains a problem in Lukhanji Local Service Area (LSA) where the number of
patients notified to authorities is reportedly increasing. This study, undertaken at various clinics
in Lukhanji LSA, shows that non-adherence to TB treatment remains a challenge. The aim of this
study was to identify the main factors contributing to this situation and to make

recommendations.

Methods: This was an unmatched case-control observational study using the data relating to
patients undergoing treatment. The collection of data took place from December 2010 to June
2011. Two groups were studied: (i) those who did not adhere and (ii) those who did adhere to the
prescribed treatment. The data from these two groups was compared. Prevalence of non-
adherence was determined. In addition, the prevalence of factors studied were estimated and

odds ratios were used to determine factors significantly associated with non-adherence.

Results: Data was obtained from 195 patients, 98(50.26%) of whom were non-adherent and

97(49.74%) adherent. The following factors were significantly associated with non-adherence to
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TB treatment in this community: loss of hope; school or work commitments; patients' marital
status; patients' under arrest; lack of support; involvement in drug abuse; TB denial and tablets
not available from the clinics. For these factors, the odds ratios were more than one indicating
that these factors are more likely to contribute to non-adherence in the non-adherent group

Conclusion: The prevalence of factors contributing to non-adherence to TB treatment in this
community is high. This was despite the fact that there is no charge TB drug. There is an urgent
need for health authorities in this community to take strong action to improve patients' adherence

to TB treatment.

INTRODUCTION

Background:

The greatest problem facing tuberculosis control programmes all over the world is how to ensure
that patients complete the prescribed course of treatment’. The world Health Organization
(WHO) declared tuberculosis (TB) a global public health emergency in 1993 and since then has
intensified its efforts to control the disease worldwide. The African region has the highest TB
prevalence rate in the world (363/100 000 population) and, within the region, South Africa has
the highest rate (998/100 000 population)®. Many studies have shown that adherence to the
treatment prescribed for tuberculosis cannot be predicted or assumed®.

From the researcher’s clinical experience in Lukhanji LSA, information received from the TB
programme, shows that non-adherence to TB treatment is common. However, factors responsible
of this have not been yet identified for this community. Knowing the factors that contribute to
poor adherence to TB treatment, and knowing their prevalence, will help health workers to offer
interventions that might improve adherence and this would lead to higher cure rate of patients
with TB. The high rate of default is a crucial factor that prevents the national TB programmes
from reaching the desired 85% cure rate *,

The term "adherence’ has been preferred to ‘compliance’ as the latter term has the connotation that

the patient is docile and subservient to the provider >

Some authors have defined 'default' as missing at least one month of treatment® while others use

them to refer to treatment that has been interrupted for at least two months % 7111926,



A working definition for adherence in South Africa is linked to the number of drug doses taken
as a proportion of the total number of doses prescribed: acceptable adherence applies where 75%
or more of prescribed doses have been administered, as shown in patient treatment records (TB
Control Programme,2000). Various methodologies have been used in different studies but the
most important were case control 1 # & 9 10.15.19.20.26.27,29. qascrintive analyses *°; randomised

> 1L -hefore- after design * ;explanatory studies °* 1% 16:2228.30.. retrgspective

1530 Squalitative studies **°; and observational design

controlled trials

studies * 1418212 prospective studies

2 Data was collected by examining the clinical records of all the studies reviewed. Some studies

provided interviews or questionnaires used with patients * %73

Different statistical methods were used to transfer data from one study to another. The size of the

sample often varied, ranging from 10 patients (the smallest sample) ** to 4208 (the biggest

sample) "

The following factors have been identified in different parts of the world as contributing to non-

adherence to TB treatment:

(i) # Patient related factors (cultural beliefs regarding TB °*2; ethnicity #*°; marital status "%;

29,19, 20, 21, 22, 23, 29, age 2,9,19,20, 1 alcohol 4,14, 16, 19; Smoking 4,9,16,19, 22 : involvement in

criminal justice system 2*?!. school/work commitment® ; stigma*® % 2  involvement in drug

7,9,16,18,24,26,2

gender

dealing**°:; mental disorder??; history of TB®% : poor understanding " lack of

education * % 3 18.22: yse of traditional healers ),

(i) # Health care team/health system factors ( poorly developed health services 2 1% 1113 17. 24,

27.28 + inadequate relationship health care workers and patients > **** 2: untrained health care

2,6,12, 19) .

workers, overwork , unsupervised workers

(iii) # factors related to the patient's subjective condition (loss of hope?’; feeling better *' 2% %"

28 denial ?; doctor's advice *’; complex treatment regimen > 3 24 2. side effects of medication

2,11, 19, 26, 28).

and toxicity

(iv) # socio-economic factors (lack of social support® 21242528 - distance to clinic # * 126 2

poverty b 7 18:20.25.28.30. [iing condition 2* ?"; unemployment # * 2°; migration % % %: high cost



of medicine %12 high cost of transport.* & 11 20:22.23. 26,30

The prevalence of these factors vary from one study to another, depending on the size of the
sample and other variables. In one study, 38.6% on non-adherent patients were feeling better
before interrupting treatment, while 11.4% did not have food.?” In another study, 37% of non-
adherent patients interrupted treatment due to lack of income (80% of patients were

unemployed.?
Setting
This study was conducted in clinics in Lukhanji Local Service Area (Queenstown).

Queenstown is a medium sized town in the Eastern Cape Province, 177 km from East London (to
the southeast) and almost 400 km from Bloemfontein (to the west).

The population served by the sub district is largely rural and is estimated to be 223 875. There
are 33 fixed clinics, seven mobile clinics, two Community Health Centres, one privately owned

hospital and two provincially aided hospitals.

TB control has been one of the priorities of the sub-district.

AIM AND OBJECTIVES

The aim of this study is to identify the factors contributing to non adherence of patients to TB
treatment and to its prevalence in the LUKHANJI LSA (Queenstown) and to make appropriate

recommendations for improved adherence to TB treatment in this community.

The following are the objectives of this study:

-To identify factors reported by patients as factors contributing to their non-adherence to TB

treatment.



-To determine the prevalence of these factors among adherent and non-adherent patients.

- To determine risk factors which are significantly associated with non-adherence by comparing
the Odds of reported factors among the non-adherent with those of patients’ adherent on TB

treatment.

METHODOLOGY:

Study design:
The study design was an unmatched case-control.

Target population:
The main focus here were patients on treatment for pulmonary TB (non-adherent to tuberculosis
(TB) treatment in LUKHANJI LSA as well as those adherent so that comparisons could be

done.)

Samples and Sampling methods:

A patient who missed seven doses in a month was considered to be non-adherent to the
tuberculosis treatment®,

-For non-adherent group: convenience sampling technique was applied here, where, all the
patients who could be accessible and meeting the criteria were put on the list due to the lack of a
known objective rate of non-adherence to TB treatment.

-For adherent group: patients were chosen randomly from the same clinics where non-adherent
ones were found.

- The criteria used for inclusion were:

# patient under treatment for TB;

# patient recorded in the register;

# patient receives drugs and directly observed therapy is applied;

# the patient has a TB treatment card,

# the patient has an identifiable address;

# the patient is at the address at the time of study;

5



# In the case of a minor: the parent must fulfil the above criteria;

# the patient must be able to read at least isiXhosa

The criteria for exclusion were:

# Patients who may have been regarded as compliant (by themselves or by staff at the clinic) but
who had missed doses over weekends (because the clinic was closed) were excluded from non-
adherent and adherent group.

It was difficult to accurately determine the sample size prior to the collection of data. It was due
to the lack of objective and official rate of non-adherence to TB treatment in the area, which help
me calculating the sample size and | contacted The Statistician. To ensure representivity, at least
188 patients (number suggested by the Centre of Statistics, Stellenbosch University) needed to be

interviewed.

Data collection and measuring tool:

Data was collected between December 2010 and June 2011 starting with the non-adherent
patients first.

Designed questionnaire was used for data collection for adherent and non-adherent group
respectively (in fact it was the same questionnaire with the statements written in a negative for
adherent patient), developed based on factors from review of literature and using “Likert Scale
It was pre-tested on few patients at the clinics.

Patients (everyone on the list that was drawn up) were met face to face at their respective clinics
or located (usually by my co investigator, the social worker at Frontier Hospital) at their houses
for interview.

Each questionnaire was filled in anonymously but a code enabled one to identify the hidden
name of the patient if the need arose. The reasons for the study were explained to patients and
they were given an opportunity to ask questions before reading and signing a consent form in
Xhosa or English.

For sixteen factors (lack of job, no accommodation, lack of food, poor salary, drinking alcohol,
smoking, conflict in my family, clinic too far, “I moved from where | was living”, “too much
time to spend at the clinic”, too much pills to drink, treatment taking too long, injections too
painful, drugs reactions to treatment, ashamed of stigma, use of traditional medicine), patients

were asked to answer true or false patients responding true were considered have a positive



relation to that factor.

For twelve factors (I don't find tablet at the clinic, workers bad attitudes at the clinic, not
explained duration of treatment, lack of money for transport, insecurity on the way to clinics,
fees requested at the clinic, clinic not well organized, | denied TB, involved in drug abuse, lack
of support, arrested, use of traditional medicines ) , the following scale was used when patients
were asked how often they had missed(for each factor) tuberculosis treatment:1=never;2=not
often;3=sometimes;4=very often;5=Always. Patients responding with scale from 2 to 5 were

considered have a positive relation to that factor.

The term “arrested” was used to refer to patients who were arrested by the Police during

treatment period.

For the remaining factors (beliefs in use of traditional medicines, feeling better, cultural beliefs,
my marital status, education too low, involved in drugs abuse, history of previous TB treatment,
felt better, school or work commitment, mental disorder, loss of hope, nurses too busy to attend
to us), the following scale was used when patients were asked why they were not adhering to
tuberculosis treatment:1=Disagree strongly; 2=Disagree; Neither agree nor disagree; 4=Agree;

5=Agree strongly. Patients with responses 4 or 5 were regarded as positive for factor.

Questions about some factors (such as use of traditional medicines, involved in drug abuses,
feeling or felt better) were repeated during the interviews to make sure patients understood what
they were asked to answer(see attachments below).

Of 33 clinics of the sub district (all with TB programmes), 24 were visited .Nine clinics could
not be visited by researcher for data collection because of the condition of the roads and/or the
inaccessibility of the clinic for a small motorcar.

Seven of 24 clinics visited either had no non-adherent patients or they had one or two who met

the criteria but could not be found for interview.

Analysis:

Descriptive statistics were used to analyse the data compiled on Microsoft Excel spreadsheets
with the help of Centre of Statistics, Stellenbosch University.

The prevalence of factors in non-adherent group and adherent group was calculated together with



odds ratio (OR) for some of the selected factors using the 2x2 table.

Non-adherent Adherent

With factor A B
Without C D
factor

The prevalence of factors (contributing to non-adherence) in non adherent patient was: A/(A+C);
and in adherent patients: B/(B+D).

To measure association, the odd ratio (OR) is calculated, i.e The odds of those with factors in
non-adherent patients (A/C) to the odds of those with factors in adherent patient (B/D)** . The
ratio being calculated as A/C divided by B/D. Thus an odds ratio of >1 means that the odds were
greater and that the particular factor was present in the non adherent group rather than in the

adherent group.

Ethical considerations:

The Ethical Committee at Stellenbosch University gave the necessary approval to conduct the
research (number:N10/05/151).The ethical committee of the Eastern Cape department of Health,
the Chris Hani District Manager: Health and the Sub district Manager: Health, also gave
permission for the study:.

RESULTS

Of the 195 patients interviewed (121 male and 74 female), 98 were non-adherent (50.25%) and
97(49.75%) adherent. Most of the patients (62.05%) were male, 36.92 % were aged between 36
and 50 years. Seventy-four point thirty-five per cent (74.35 %) considered themselves to be poor
and 159 of the patients (81.53%) were unemployed.

One hundred and forty-nine of 195 patients (76.4%) reported that they were single, while only
4.1 % were divorced. Seventeen patients (8.7%) had not attended school at all, while information
on the educational status of four patients (2.05%) was missing.

Ninety-one of 195 patients (46.66%) had no children while one patient (0.51%) reported that
he/she had seven children. Four patients (2.05%) could not provide information about their

number of children at the time of interview.



Most of patients (93%) were black, the rest were coloured who could speak English or isiXhosa

Table 1 Age and Gender distribution of the study population (n=195)

Age Non Adherence TO Adherent T
group TA @)
(Yrs) L T
A
L
Male Female Male (%) Female
(%) (%) (%)
<20 3(3.06) 2(2.04) 5 6(6.18) 4(4.12) 10
20-35 | 21(21.4) 13(13.26) 34 22(22.68) | 13(13.82) 35
36-50 | 24(24.48) | 14(14.28 38 21(21.65) | 13(13.82) 34
>50 | 13(13.26 | 8(8.16) 21 11(11.34) | 7(7.25) 18
TOTA | 61(62.24) | 37(37.76) 98 60(61.86) | 37(38.14) 97
L

Table 2: Prevalence of factors contributing to non-adherence to TB treatment

Factors Non- Adherent | OR
adherent 97(%)
98(%)
Factors with odds
higher in non-adherent
patients
1 | Involved in drug abuse 13(13.3) * | 1(1.03) 14.68
2 | Tablet not available at 17(17.3) 2(2.06) 9.969
the clinic
3 | Lack of support 26(26.5) 6(6.18) 5477
4 | School or work 13(13.4) 4(4.12) 3.555
commitments &




5 | Arrested(by police) 6(6.1) 3(3.09) 1.625
6 | My marital status 11(11.2) 7(7.22) 1.626
7 | Loss of hope 10(10.2) 6(6.18) 1.723
8 | Denial of TB 10(10.2) 8(8.24) | 1.264
Factors with odds not
higher in either group
9 | Fees requested at clinic® | 1(1) 1(1) 0.990
10 | Clinic not well 13(13.3) 13(13.40) | 0.988
organised”
11 | Drinking alcohol@ 41 (41.8) 44(45.36) | 0.866
12 | Not explained duration 13(13.4) 21(21.64) | 0.603
of treatment”
13 | Lack of food& 51(52) 63(64.95) | 0.586
Factors with odds
higher in adherent
group
14 | Use of traditional 9(9.2)* 17(17.52) | 0.48
medicines”
15 | Smoking@ 31(31.6) 50(51.54) | 0.435
16 | No accommodation& 19(19.4) 36(37.11) | 0.407
17 | Ashamed of stigma@ 21(21.4) 43(44.33) | 0.342
18 | Lack of money for 26(26.5) 50(51.54) | 0.339
transport&
19 | I moved from where | 25(25.5) 62(63.92) | 0.193
was living(Change of
abode) &
20 | Beliefs in use of 1(1.0) 3(30.92) |0.323
traditional medicines@
21 | History of previous TB 11(11.2) 63(64.94) | 0.068

treatment”
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22 | Clinic too far® 27(27.6) 62(63.92) | 0.214

23 | Too much time to spend | 25(25.5) 61(62.88) | 0.202
at the clinic®

24 | Too much pills to drink™ | 37(37.8) 75(77.32) | 0.178

25 | Conflict in my family@ | 13(13.3) 50(51.55) | 0.144

26 | Treatment taking too 45(45.9) 83(85.56) | 0.143
long”

27 | Use of traditional 1(2) 6(6.18) 0.156
medicine(cross-checked
with other statement) @

28 | Reactions to medication” | 14(14.3) 61(62.89) | 0.098

29 | Insecurity on the way to | 3(3.1) 25(25.77) | 0.093
clinics&

30 | Poor salary& 48(49) 89(91.75) | 0.086

31 | Involved in drug abuse@ | 13(13.3) * | 58(59.79) | 0.10

32 | Cultural beliefs@ 2(2) 30(30.93) | 0.046

33 | Nurses too busy to attend | 4(4.1) 37(38.14) | 0.070
to us®

34 | Felt better@ 17(17.3)* 78(80.41) | 0.051

35 | Feeling better@ 13(13.3)* 79(81.44) | 0.035

36 | Lack of job& 49(50) 94(96.91) | 0.032

37 | Mental disorder@ 4(4.1) 65(67.00) | 0.021

38 | Education too low@ 6(6.1) 77(79.38) | 0.017

39 | Clinic workers' bad 2(0.02) 22(22.68) | 0.071
attitudes”

40 | Injections too painful® 33(33.7) 87(89.69)/ | 0.058

@: Patient related factors: behavioural factors including subjective conditions.
&: Socio- economic factors

A: Factors related to health system (including treatment related factors)

95% Confidence Interval: g"OR*(196)SE)
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S.E.= Standard Error=V(1/a +1/b +1/c +1/d)
OR =0Odds ratio = ad/bc

1.96 = Constant

Ln =Natural logarithm

*For the same factor, tested with different statements, different answers were received.

Other factors were cited by the patients, who were asked at the end of their interviews to if there
are other reasons (not mentioned in the questionnaire) which contributed to non-adherence to TB
treatment. The reasons given were:

- Forgetfulness: found in 1 over 98 non-adherent patients (1.02%)

- Laziness: found in 1 over 98 non-adherent patients (1.02%)

- Attendance at funeral ceremonies in the family: found in 1 over 98 non-adherent patients

(1.02%)

- No reasons given: for all others

DISCUSSION:

This study shows that there is a high prevalence of factor s contributing to non-adherence to TB
treatment in Lukhanji LSA, with “lack of food “being the leading one. But, comparing the two
groups of patients, eight keys factors were found to be more significant in contributing to non-
adherence to TB treatment . These are:

- Involvement in drug abuse: with a prevalence of 13,3 % in non-adherent group, compared to
1.03% in adherent group (OR:14.68;95 % CI:4.88-44.00) .This is similar to other study done
elsewhere'® where drug users are prone to non-adherence. The factor is likely to be found in non-
adherent than adherent group but the confidence interval is quite wide that there is uncertainty.
This may be due to a smaller sample. The implication of this high prevalence will definitely be
the occurrence of resistant strains of mycobacterium tuberculosis, which will be another burden
for the community.

- Tablets not available at the clinic, this was seen in 17.3 % of non-adherent patients compared
to 2.06 % in adherent group with OR: 9.969(95 % C1=2.238 to 44.4023).This is not the case in
Vietnam*® but in Zambia, where there is a decentralized budget for drug procurement *°.
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Again, the Confidence Interval here is too wide be certain of the implication of this factor. The
possible reasons of non-availability of drugs at the clinics are: poor coordination of activities and
budgeting in the health system.

Lack of support is revealed to be a problem for patients in Lukhanji LSA.

26.5 % of non-adherent compared to only 6.18 % of adherent patients with OR of 5.477(95 %
Cl=2.202 to 13.6167).The Confidence Interval is narrowed than it was for the two factors above,
giving some indications of precise estimates.

The same problem was also found in the Western Cape®* where patients needed social and
emotional support. Families, Social workers, community health workers have an important role
to play.

School or work commitment: 13.4 % of non-adherent compared to 4.12 % of adherent patients
was found to have this problem. The OR=3.55 ( Cl= 1.115 to 11.325).

The Cl is narrowing, but one might increase the sample size for a similar study to be more
certain.

This remains also a problem in Western Cape 2. People are putting work and school activities
first, forgetting to show up the clinics for collecting drugs.

Arrested by the Police: 6.1 percent in non-adherent compared to 3.09 percent in adherent group
reported the problem, OR= 1.625 (195 % Cl= 1.658- 4.375) . This is quite narrow confidence
interval to rely on. Probably, the system is not well maintained at the SAPS to allow prisoners to
have access to their drugs while in custody.

In the Netherlands, very high rates of non-compliance were observed among prisonners?".
Marital status: 11.2 percent of non-adherent compared to 7.22 percent of adherent patients
could not comply because of their marital status .OR = 1.626(95 % CI =1.658-4.4.383).

However, in a study done in Nepal®

, the rate in the non-adherent group was almost the same as
that in adherent group.

Although one could be confident with these results, more should be done as to go in detail to find
out why and how the marital status affects the compliance of patient to TB treatment. There was
no sufficient time to put more questions to the patients and that could need another study.

Loss hope: 10.2 % of patients in non-adherent group gave this reason to justify why they could
not comply with TB treatment, compared to 6.18 % of patients in opposite group with

OR=1.73(95 % C1=1.664 to 4.940). The prevalence here is less than what is reported in a study
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in Zambia®’. Lack of support, anxiety and depressive disorders might have contributed to this
factor.

Denial of TB: 10.2 percent of non-adherent and 8.24 percent of adherent patients reported
having denial to TB, with in turn poor compliance to TB treatment .The OR=1.264(95 %
CI=2.096 to 3.34).This in fact one of the narrowest confidence intervals in this study and it is
more likely that the factor is found in non-adherent patients.

The prevalence is almost twice the rate reported in a similar study in Zambia.?” Health workers

are currently powerless to overcome denial in the patients.

LIMITATIONS OF THE STUDY:

- I was not given an official and objective documentation from the local TB programme showing
the rate on non-adherence to TB treatment so that attempt could be done to calculate the sample
of study.

- Questionnaire for each group of patients was designed using “Likert Scale”. Patients might
have avoided using extreme response, agreed with statements as presented, or tried to portray
them in a more favourable light.

- The study did not explore the clinical and radiological factors or whether the type of TB is new
strain of TB, re-treatment TB or Extra-pulmonary TB, to determine whether this influenced
patient adherence to treatment.

- The involvement of health professionals (nurses) in the interviewing of study participants might
have influenced some of the responses obtained and these may therefore not present a true
reflection of a particular factor. For example, the response to the question about the attitude of
healthcare workers could have been affected by the fact that it was the health care worker who
was asking this question.

- Due to the limitation of both time and resources it was impossible to interview patients in the

most inaccessible clinics | cannot extrapolate the results to these clinics.

CONCLUSION:
This study established that there was a high prevalence of factors contributing to non-adherence
to TB treatment in this community. This study identified the factors that were most important in

influencing TB patients who were non-adherent to treatment, the most common factor being:
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lack of food .The most important factors were: Involvement in drug abuse; unavailability of
tablets at the clinic; lack of support; school or work commitments; arrested by the police; marital
status; loss of hope; and denial of TB and this cannot be overlooked as it is a serious threat for

our community and the nation generally.

RECOMMENDATION:
To improve adherence to TB treatment, the following steps should be taken:
-Local and provincial authorities need to implement interventions to prevent and treat drug
abuse in the community.
- TB drugs should be readily available at clinics whenever patients keep their appointments.
-Social and community health workers should intensify home visits to TB patients to
improve support and if possible implement a tracing system of those suspected or known to
be non-adherent to treatment.
- A clear defined policy should be put in place together with South African Police Service to
assist TB clients who are under arrest.
-Support should be given to these patients so that they can receive regularly food parcels
from South African Social Security Agency while they are under TB treatment.
- Sessions should be organised with patients to improve communication and to help them
regain hope, and to focus on the present and on specific goals rather than offering vague
promises about the future.
- Health-care workers should use a gentle, empathic and non-judgemental approach during
the consultation with patients diagnosed with or suspected of having tuberculosis; this will
help to reduce the number of patients who are in TB denial.
The Department of Health in this Province should appoint family physicians who are able to

mentor and instruct health workers in the clinics.
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ADDENDUM

NON-ADHERENCE TO TB TREATMENT QUESTIONNAIRE Respondent code

We are studying the factors contributing to non-adherence to tuberculosis treatment and we
would be grateful for your help.

All your answer will be treated in the strictest confidence. Thanking you in advance for your
help.

Please start giving us the following information about yourself:

Age:

Gender:

Social class:

Job:

Single, Married or divorced:

Level of education:

Family:

Race/ethnicity:

Please tick in the appropriate box, true or false:
The following factors could contribute that you become non-adherent to tuberculosis treatment
you were taking:

Factors true | false

Lack of job

No accommodation

Lack of food

Poor salary

Drinking alcohol

Smoking

Conflict in my family

O NOOTA|IWIN| -

Clinic too far

9 | I moved from where | was living

10 | Too much time to spend at the clinic

11 | Too much pills to drink

12 | Treatment taking too long

13 | Injections too painful

14 | Drugs reactions during treatment

15 | Ashamed of stigma

16 | Use of traditional medicines

Below are numbers of statements regarding reasons of not adhering to tuberculosis treatment, for
each statement, tick one box corresponding to a number 1= Never; 2= Not often; 3= Sometimes;
4=Very often; 5= Always

1(2(3 (4|5

17 | I don’t find tablets at the clinic

18 | Workers bad attitude at the clinic
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19 | Not explained the duration of treatment

20 | Lack of money for transport

21 | Insecurity on the way to the clinic

22 | Fees requested at the clinic

23 | Clinic not well organized

24 | | denied TB

25 | Involved in drug abuse

26 | Lack of support

27 | Arrested

28 | Use of traditional medicines

Below are numbers of statements regarding reasons of not adhering to tuberculosis treatment, for
each statement, tick one box corresponding to a number 1= Disagree strongly; 2= Disagree; 3=
Neither agree nor disagree; 4= Agree; 5= Strongly agree.

1123 |4 |5

29 | Belief in use of traditional medicine for tuberculosis

30 | Feeling better

31 | Cultural beliefs

32 | My marital status

33 | Education tool low

34 | Involved in drug abuse

35 | History of previous TB treatment

36 | Felt better

37 | School or work commitment

38 | Mental disorder

39 | Loss of hope

40 | Nurses too busy to attend to us

41 | Other: which one?

Explanations have been given on pages 7 and 8 above.
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ADHERENCE TO TB TREATMENT QUESTIONNAIRE Respondent code

We are studying the factors contributing to non-adherence to tuberculosis treatment and we
would be grateful for your help.

All your answers will be treated in the strictest confidence. Thanking you in advance for your
help. Please start giving us the following information about yourself.

Age:

Gender:

Social class:

Job:

Single, Married or divorced:

Level of education:

Family:

Race/ethnicity:

Please tick in the appropriate box, true or false:
The following factors could contribute that you are successfully taking your tuberculosis
treatment:

Factors true
1  Having job
2 Having accommodation
3 Having enough food
4 Sufficient salary
5  Notdrinking alcohol
6  Not smoking
7 No conflict in my family #
8  Clinic not too far
9  Ididn't move from where I was living
10 Not too much time to spend at the clinic
11 Not too much pill to drink
12  Treatment taking short enough(time)
13 Injections not too painful
14 No drug reactions during treatment
15 Not ashamed of stigma

16  No use of traditional medicines

false

Below are number of statements regarding reasons of adhering to tuberculosis treatment, for each
statement, tick one box corresponding to a number 1=Never; 2=Not often; 3=Sometimes; 4=Very
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often; 5=Always

17 |1 find tablets at the clinic

18 Workers good attitude at the clinic
19 Explained the duration of the treatment
20 Having of money for transport

21 Safe to go to the clinic

22 Fees not requested at the clinic

23 Clinic well organized

24 1didn'tdeny TB

25 Not involved in drug abuse

26 Adequate support

27 Not arrested

28 Not using of traditional medicines

Below are number of statements regarding reasons of adhering to tuberculosis treatment, for each
statement, tick one box corresponding to a number 1=Disagree strongly; 2=Disagree;3=Neither

agree nor disagree; 4=Agree; 5=Strongly agree

29 Belief in use of traditional medicine for tuberculosis

30 Not feeling better

31 Cultural beliefs

32 My marital status

33 Well educated

34 Not involved in drug abuse

35 History of previous TB treatment
36 Didn’t feel better

37 School or work commitment

38 No mental disorder

39 Having of hope

40 Nurses not too busy to attend to us
41 Other: which one?

1 2 3 4 5

PRINCIPAL INVESTIGATOR: DR CK KAYEMBE



For the following 16 factors: patients responding false were considered have a positive relation
to the corresponding opposite factor (listed in non-adherence questionnaire).They are:

e having job,

e having accommodation,

e having enough food,

e sufficient salary,

¢ not drinking alcohol,

e not smoking,

e no conflict in my family,

e clinic not too far,

e I didn’t move from where I was living,

e not too much time to spend at the clinic,

e not too much pills to drink,

e treatment taking short enough(time),

e injections not too painful,

e no drug reactions during treatment,

e not ashamed of stigma, no use of traditional medicines;
For the 12 factors: patients responding never were considered have a positive relation to the
corresponding opposite factor (listed in non-adherence questionnaire), they are:

e | find tablets at the clinic,

e workers’ good attitude at the clinic,

e explained the duration of treatment,

e having money for transport,

e safe to go to the clinic,

o fees not requested at the clinic,

e clinic well organized,

e Ididn’tdeny TB,

e notinvolved in drug abuse,

e adequate support,

e not arrested,
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e not using traditional medicine;
For other factors, patients with responses disagree or strongly disagree were regarded as have
positive relation to the same factor as listed in non-adherence questionnaire. They are:

e Delief in use of traditional medicine for tuberculosis,

culture beliefs,

my marital status,

history of previous TB treatment,

e School or work commitment.
For the remaining factors, patients with responses disagree or strongly disagree were responded
as positive for factor as listed in non-adherence questionnaire. These are:

¢ not feeling better,

o well educated,

e not involved in drug abuse,

e did not better,

e no mental, having hope,

e Nurses not too busy to attend to us.
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