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Introduction

Tuberculosis (TB) remains one of  the world’s deadliest 
communicable diseases. In 2013, an estimated nine million people 
had developed TB, out of  whom, India alone accounted for 2.1 
million. Prevalence of  TB in India is 211 per 100,000 in a population.[1] 
The Directly Observed Treatment, Short‑Course (DOTS) strategy 
has been rolled out throughout India under the Revised National 
Tuberculosis Control Programme (RNTCP) since March 2006. 
This program is implemented by public health authorities within 
each district through a network of  peripheral health institutes. 
Medical officers (MOs), health supervisors, senior treatment 
supervisors (STSs), laboratory technicians, multipurpose 
workers, and accredited social health activists (ASHAs) are the 
key stakeholders of  the program.[2] DOTS is a core strategy 
and therefore, a DOTS provider is a key person in TB case 
management.

Studies have documented various delays in seeking DOTS for the 
treatment of  TB; it can be either “patient level delay” or “health 
system‑related delay.” At the time of  diagnosis, patient level delays 
are mainly due to disbelief  in the diagnosis, change of  behavior of  
the community, and shame of  disclosing the disease.[3‑8] Most of  the 
time, this TB‑related stigma has a strong influence on the patient’s 
choice of  seeking treatment from traditional healers, i.e., public 
or private providers (PP).[6] PPs Barriers for not completing the 
treatment are early improvement of  symptoms and dissatisfaction 
with the DOTS provider. It was also found that most of  the patients 
defaulted on the intensive phase rather than the continuation phase.[7]

Health system‑related delays are mainly due to not informing 
the patient about suspicion of  TB at the time of  diagnosis, 
improper/no pretreatment, default counseling, and a poor 
tracking system of  the patients.[7]

In this report, we have presented trajectories for care seeking 
of  two TB cases from a primary health center (PHC) of  Raisen 
district, Madhya Pradesh, India.
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Case Report

Case report 1
A 36‑year‑old female came to the PHC with complaints of  
productive cough, weakness, and loss of  appetite for 20 days. 
Her sputum was found to be positive for TB. The patient was 
registered for Category 1 DOTS and the ASHA of  that village 
was designated as the DOTS provider. It took 2 weeks for the 
patient to start the treatment as the ASHA gave the treatment 
box to an Anganwadi worker (AWW), who in turn gave it to the 
patient. Afraid of  the social stigma, the patient did not reveal 
the status of  the disease to her family and started taking the 
medicines on her own. Eventually her husband, who had cough 
for an unknown duration, also started taking medicines from 
the same box with the belief  that his cough would be taken 
care of  by those medicines. This led to the exhaustion of  the 
intensive phase medicines within 1 month. During an incidental 
meeting with the patient, the ASHA came to know about this 
and contacted the MO who visited the patient at her house, took 
proper history, made the panchnama of  the remaining drugs, 
and returned the box to the TB unit. Thereafter, the patient was 
started afresh on Category 1 DOTS after proper counseling. 
Her family members were screened and came negative for TB. 
Aware of  the correct regimen and side effects, the patient then 
committed to complete her treatment.

Case report 2
A 50‑year‑old male diagnosed with pulmonary TB at a primary 
health ceter (PHC) center was put on Category 1 DOTS in April 
2014 with an ASHA being the DOTS provider. The patient was 
neither counseled nor was any default home visit made by the 
STS. Here also, the treatment box was given to the patient by an 
ASHA. Despite a disbelief  in the diagnosis, fear of  social stigma, 
and unawareness about the dosage schedule, the patient took the 
medicines for 4 months during which he was never subjected to 
any sputum examination. Eventually, he discontinued treatment 
due to persistence of  the symptoms. No attempt was made 
by the STS to track the patient following discontinuation of  
treatment. Later, the patient visited two PPs but neither was his 
sputum examination done and nor his previous history elicited 
by them. He consumed various antibiotics but his symptoms 
still persisted.

In April 2015, he visited a district hospital where his sputum was 
found to be positive for TB. The patient collected his reports 
after 15 days; during this time period, nobody contacted him 
despite him being positive for TB. The past history of  the 
patient was not elicited and therefore, he was incorrectly put on 
Category 1 DOTS. The patient experienced a worsening of  the 
symptoms due to which he visited a PHC. There, his history was 
taken and he was counseled regarding the drug regimen and side 
effects and his stigma alleviated. His family members were also 
screened and fortunately none were found positive for TB. The 
tubeculosis unit (TU) was contacted to correct the treatment 
category; simultaneously, the patient’s sputum was examined for 

multidrug‑resistant TB (MDR‑TB) that was found to be sensitive 
to rifampicin. The patient, then fully aware about the disease 
status, committed to complete the treatment regimen.

Discussion

Health care seeking trajectories of  these two patients highlight 
the importance of  a DOTS provider’s key role and resilience 
among various stakeholders for RNTCP implementation at the 
field level.

Similar to our findings, “patient level delays” have been 
mentioned in many studies and these occur mainly due to 
disbelief  in the diagnosis, shame of  disclosing the disease, and 
social stigma, e.g., misperceptions regarding the causes of  TB 
and change of  behavior of  the community.[3‑8]

“Health system‑related delays” for the diagnosis and initiation of  
treatment have been reported by Dandona et al.; they reported 
that these occurred as the patients had “not been counseled by 
any health personnel regarding treatment regimen, side effects, 
duration of  treatment and social stigma,” and due to the patients’ 
“dissatisfaction with the DOTS provider.”[7]

During the course of  treatment, ensuring smooth “transfer 
in” and “transfer out” through proper referral slip and by 
contacting the key person are crucial for those who need it. 
However, in our study we found that the referral slip was 
given to patients and then the onus was on the patient to 
pursue treatment. In the long term it should be mutual but 
in the program, active tracking of  the patient is expected 
through a web‑enabled and case‑based monitoring application 
“Nikshay.”[9,10]

Pathways of  default in TB treatment with the background of  
social stigma starts from disbelief  in the diagnosis that leads to 
delay in seeking treatment and subsequently default.[8]

Conclusion

We reemphasize the implementation of  RNTCP core strategy 
in general with special emphasis on 1. counseling of  the patient, 
especially at the time of  start of  DOTS treatment to address 
the stigma, 2. regular assessment of  training should be done 
to ensure quality training of  human resources under RNTCP, 
3. effective tracking of  the patients should be ensured through 
web‑enabled and case‑based monitoring application “Nikshay” 
to reduce the number of  dropouts, and 4. strengthening the 
involvement of  private practitioners is essential for the proper 
implementation of  RNTCP.

Finally, adherence to DOTS in RNTCP ensures proper and 
complete treatment with appropriate drugs in appropriate doses 
at an appropriate time, thereby playing an indispensable role in 
improving the outcome of  the disease and the quality of  life in 
patients.
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