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Abstract

It is interesting to recognize about the tuberculosis it's far due to the fact that it's miles the
maximum spreading sickness in everywhere in the international especially in growing countries like
Pakistan. Pakistan has 8th rank among the countries the ones are stricken by tuberculosis ¥4 of the
populace is infected or at risk of this sickness. It has been studied that the Tuberculosis infects the
billions of human beings each 12 months. Distinct organizations are working to get rid of the
ailment from its root because the death fee because of this disease is growing daily. To overcome
such dying and contamination ratio WHO proposed a convenient manner to remove the disease.
They introduced software this is known as DOTS [directed observing treatment support programy].
This program is running now in all over Pakistan at coaching clinic degree (district and tehsil
level). Our purpose is to test the efficacy of DOTS software. To recognize about the patient
compliance closer to the remedy and additionally to check the affected person behavior closer to the
health facilitator for the duration of the term of remedy of TB and additionally to test the knowledge
of the ailment and DOTS application. We conduct the survey in Govt kot Khwaja Saeed coaching
health facility Lahore Pakistan and collect the records via questioner and get the effects through
SPSS.

The general public do now not realize about DOTS and un-compliance. The humans were found
from negative and joint circle of relatives structures. The sufferers are unremoted from healthful
folks or family member and not the usage of the precautionary measures to neglect the sickness
problem. It changed into concluded that the patient must be knowledgeable for TB and DOTS
application. Eradication can be finished through enhancing their hygienic and dwelling condition.
The contamination can counterfeit by way of improving the non-public area get admission to for the
patient of complete network and also by means of lowering the time of treatment.
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Introduction

Tuberculosis is the burning trouble all around the world especially in developing countries like
Pakistan. The Pakistan is a rustic this is tormented by tuberculosis from a century [1]. According to
country wide health studies of Pakistan tuberculosis has eighth rank most of the maximum burning
diseases. It has 44% of total instances load in east Mediterranean location (EMR) and it's far
envisioned that 3000000 cases are pronounced newly every year and Punjab have 167799 cases of
all kinds of TB. 75092 instances are nice and Punjab is the region that produces %2 of the overall
burning illnesses to affected person compliance and prevention of reoccurrence of disease. Pakistan
starts off evolved this system DOTS referred to as direct looking at remedy help application advised
by way of WHO [2].

The tuberculosis manipulate approach recommended via who's primarily based upon directly
observed treatment (DOT), i.e. supervises swallowing of drugs on the health center or at domestic.
It's far suspected that this requirement of supervision is insensitive to large corporations of
population, specifically women in low-earnings nations. In a current randomized controlled trial of
hospital based totally DOT verses self-supervised TB treatment in South Africa, 11 the 2 methods
showed comparable proportions of a success remedy for men(61% with DOT and 55% with self-
supervision).

Poor compliance with TB treatment has repeatedly been mentioned as one of the predominant
barriers in TB control. Compliance or adherence, 12 is a complex idea. thirteen,14 remedy failure is
not simplest attributed to patients failure(e.g. retaining appointments, taking medicines, executing
lifestyles fashion changings) but additionally to the failure of physicians to conform with the agreed
therapy, 15,16 socio-financial factors and political dedication that is the national [3].

Gender and Tuberculosis in Vietnam compliance 863 obligations, concerning affected person
conduct (patient compliance), treating medical doctors as well as selection makers and society.
Improvements in compliance can be sought on all three ranges. Negative compliance complements
the development of chronic TB cases with resistance and multi resistance to TB drugs. Gender
differences in compliance with TB treatment have hardly ever being studied. However it's been
stated from assessment of existing articles that in standard ladies are more likely to adhere to TB
than men. As a way to improve TB control it's far essential to analyze greater approximately
existing gender differences in treatment compliance. The purpose of this qualitative have a look at
becomes to explore perceptions, expertise and attitudes about compliance with TB treatment
amongst men and women in Vietnam [4]

Hygienic and sanitation are also predicted the affected person conducts and dwelling machine is
likewise remembered in spreading of TB. The most of the households assumed as joint own family
device. The TB patient isn't completely from healthful people in dwelling and operating location the
antique studies through WHO tells us that the people of developing nations laid low with such
problems [2.3a]. The international journal of Tuberculosis and Lung disorder in the manufacturing
facility. One may suppose that social isolation in combination with a severe disorder such as TB
have to be seen as a normal and true reaction from the potential of both the sick character and
others. But, this manner of searching at the organic potential did now not be triumphant. Non-
Compliance because of stigma became defined as greater common among ladies, who have been
also said to suffer greater from the consequences of stigma than guys. A lady defined how she saw
the reason for women reacting with stigmatizing behavior. “When women get sick, it has more of
an impact on their psyche. They often fear and worry that other people will turn away from them.
The TB situation is similar to that in many low-income. It can only be used as an example to
illustrate the tuberculosis situation in the country. These categories are closely related to patient
compliance, and compliance is highly dependent on factors related to the patient himself doing.
Individual costs may also be related to system compliance. For example, policies regarding service
fees are subject to and subject to change by national policy decisions, which can significantly
reduce costs for individuals. Another category, staff recruitment, is closely related to
physician/healthcare worker compliance and system compliance. B. Poor interaction with staff and
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prejudice in society. Therefore, it seems essential to implement interventions that impact
compliance at all three levels in order to improve compliance in men and women equally [5].

DOTS improve compliance with tuberculosis treatment. A recent randomized controlled trial of
hospital-based DOTS versus two methods of self-monitored tuberculosis treatment showed similar
rates of successful treatment across age and gender types. Self-monitoring can lead to poor
adherence to TB treatment and has been repeatedly cited as one of the major barriers to TB control.
Compliance or adherence is a complex concept. Treatment failure is attributed not only to patient
failure (e.g., making appointments, taking medications, lifestyle changes), but also physician non-
adherence to treatment, socioeconomic factors, and political commitments. Increase compliance
should therefore be viewed as a set of responsibilities involving patient behavior (patient
compliance), treating physicians (physician/healthcare worker compliance), and policy makers and
society (state or system compliance) [6].

It is now strongly assumed that carriers of tuberculosis infection are exceeding available capacity
and resources. According to WHO's global surveillance, all 22 high exposure countries should
adopt a short direct observational course of treatment (DOTS) strategies and health systems
research are being explored as fundamental strategies to achieve goals and achieve full control of
TB. Health system research and control programs that can ameliorate the impact of TB, like
infectious disease control in Pakistan, require sudden attention in appropriate interventions and have
not yet been addressed by Pakistan's health system. The National Tuberculosis Control Program's
approach was arbitrary and ignorant of potential programmatic, organizational, and administrative
shortcomings. Operational and collaborative research needs to be conducted to thoroughly study
and identify the problem before tuberculosis can be brought into line with WHO [7].

Apart from his two historical surveys in 1961 and his 1978, regular tuberculosis surveillance was
rarely carried out in Pakistan. Pakistan's tuberculosis control began in 1965, but the program was
flawed. Lack of financial resources and lack of political support pose serious challenges to the
unsustainability of TB control efforts. The National Tuberculosis Control Program was finally
exhausted in 1985, leaving the country without a tuberculosis program for about ten years.
Recognizing the seriousness of the situation, Pakistan revised its National Tuberculosis Control
Program in 1994. A widening research gap became apparent in 1999 as limitations in implementing
DOTS emerged. The research gap widened over time, and the inclusion of medical research in
Pakistan's Sixth Five-Year Plan from 1983 to 1988 was critical. The National Institute of Clinical
Research was established to conduct research on public health issues and provide guidelines for
improving primary care programs. Establishing research centers as educational institutions, building
a cadre of medical researchers within appropriate career structures, and health services research,
including planning and implementation organization and science, were of great importance.
Unfortunately, the research initiatives in the next 6th, 7th, 8th and 5th year plan did not lead to
satisfactory results [8].

Pakistan has few research-oriented institutions. The Pakistan Medical Research Council, the
National Institutes of Health in Islamabad and the Aga Khan University of Health Sciences in
Karachi were the first private sector institutions. A research-oriented initiative established in 1856,
the Pakistan Medical Research Council was intended to initiate, promote and strengthen medical
research and to coordinate the research activities of other institutions. However, these institutions
were severely hampered by the sudden budget cuts of the National Scientific Research and
Development Board [9].

Research studies show the true ratio of infection to mortality from tuberculosis, with an estimated
8.8 million people contracting tuberculosis and 1.6 million deaths from tuberculosis in 2005. The
majority of those infected i.e. 7.4 million (84%) belonged to Asia and sub-Saharan Africa. Pakistan
ranked 6th among 22 countries with the highest exposure. It contributes to about 44% of the
tuberculosis burden in the eastern Mediterranean. About 1.5 million people in Pakistan are infected
with tuberculosis, and about 280,000 people are newly infected with tuberculosis each year. 1, 3
According to WHO, the estimated incidence of sputum swab-positive (SS+ve) tuberculosis cases in
Pakistan was 80/100,000 and all types of tuberculosis cases were 177/100,000 per vyear.
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Tuberculosis accounts for 5.1% of the national disease burden. In Pakistan, nearly two-thirds of the
population initially relies on private health care providers for their illness. A survey conducted in
1996 showed that about 80% of tuberculosis patients first seek treatment from private doctors in
Pakistan's Sindh province. A similar survey conducted in India also found that 86% of his
tuberculosis patients first consulted a private doctor [10].

As reported in studies conducted in India 6-9 and Pakistan, the diagnostic and therapeutic skills of
general practitioners appeared to be inadequate for the care of tuberculosis patients. Diagnosis of
tuberculosis was ineffective, had poor treatment compliance, and had unsatisfactory cure rates. 6-9
this status of the PPs includes the development of knowledge, attitudes and practices (KAP) related
to TB-DOTS to identify knowledge gaps and training necessary for effective implementation of
DOTS programs in the private sector. | needed an evaluation. The aim of the current survey was to
determine general practitioner knowledge, attitudes, and practices [11].

The ultimate goal is to eliminate tuberculosis from the population by reducing transmission of
tuberculosis infection and ultimately leading to elimination of the disease. The key to fighting
tuberculosis is rapid detection and cure a case of infection by a tuberculosis control program. This
relies on timely diagnosis for treatment of patients with smear-positive pulmonary tuberculosis.
Since curing such patients is currently the only form of primary disease prevention, diagnosis and
treatment are now the cornerstones of preventive activities for this disease. In addition, Calmette
Guerlain (BCG), along with Bacillus, complements tuberculosis control efforts in particularly high-
burden countries, primarily by reducing disability and mortality among young children. However,
her BCG has limited protective effect against pulmonary tuberculosis in adults and may have
minimal impact on tuberculosis infection. A DOT is an effective way to control this disease.
Previous studies indicate that there is a global consensus that the DOTS strategy is key to successful
tuberculosis control. Central to this strategy is the early detection and effective treatment of sputum
swab-positive (that is, highly contagious) pulmonary tuberculosis cases with short courses of
supervised chemotherapy. This is because the pool of infectious tuberculosis in the population is
reduced, fewer people become infected, and the epidemic gradually disappears. Epidemiological
modeling has demonstrated that obtaining the targets of 85% cure rate and 70% case detections
showing a significant reduction in the incidence of tuberculosis. Achieving these patient detection
and treatment goals is expected to reduce the annual incidence of tuberculosis by 1-12% per year
[12].

State Tuberculosis Centers and Tuberculosis Units are responsible for implementing state/district
tuberculosis programs. State Tuberculosis Coordinators advise closely to districts and oversee
training, data collection, and drug distribution and appropriate use. The Tuberculosis District Office
is responsible for confirming microscopic diagnoses, initiating outpatient treatment in the
community closer to home, and monitoring the implementation of her NTP in the community. At
the municipal level, general staff are responsible for communicable diseases, including tuberculosis.
Health workers are responsible for community and rural health care, including for tuberculosis. At
the community and village level, people with suspected tuberculosis are identified and referred to
districts to provide outpatient tuberculosis treatment. [2010], adherence to treatment plays an
important role in treatment success. Compliance is defined as the extent to which patient behavior
matches medical advice. Noncompliance with multidrug self-administration tuberculosis treatment
regimens are widely used and are the most important cause of initial treatment failure and relapse.
Non-compliance can also lead to the acquisition of drug resistance, which requires longer and more
expensive treatments that are less likely to be successful than treatment of drug-sensitive
tuberculosis. Directly Observed Treatment Short Courses (DOTS) is based primarily on Indian
research, it is a comprehensive strategy for tuberculosis control that is now recognized worldwide.
DOTS are the only strategy that has proven effective in the fight against tuberculosis on a large
scale. A DOT ensures that patients are taking their medications regularly as directed. On 15 August
2002, the DOTS-based Revised National Tuberculosis Control Program (RNTCP) was launched in
Raipur. This study was conducted to examine the degree of adherence to DOTS therapy and suggest
appropriate measures if necessary [12].
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There are some decades in Progress and Failure of Tasks e.g. many patients consult untrained
practitioners in informal health care units, delaying diagnosis. Suboptimal case detection and
treatment means program goals are not being met. This special supplement from the President of the
Pakistan Medical Association collates multiple reviewed articles originally published elsewhere 2-
27 to provide an update on key issues in the tuberculosis situation in Pakistan. In addition, this issue
contains three 28-30 original articles to stimulate discussion on how to activate tuberculosis control
and prevention in Pakistan [12].

Appropriate anti-tuberculosis drug administration is an essential component of a successful TB-
DOTS strategy. Frequent stock shortages of tuberculosis drugs and diagnostic supplies in first aid
facilities are a major obstacle to the detection and treatment of tuberculosis cases and facilitate the
emergence of MDR-TB.38

Weak stockpile management systems at the central and district levels make the distribution of TB
medicines less reliable than that of most private sector products (gasoline for cars and trucks, soft
drinks, commodities, etc.). Effective drug delivery systems, inventory control, drug quality
assurance procedures, and appropriate use of anti-tuberculosis drugs by physicians are essential.
Targeted programs should include prisons, detention centers, HIV/STD programs, high-risk illicit
drug users in certain occupations, and homeless people. Connections to social services are essential
for individuals leaving the camps.

Material and Methodology

The study will be conducted at Govt kot Khawaja Saeed Teaching Hospital, Lahore.

1. Purpose

The purpose of our study was to analyze how effective the DOT program is in helping patients who
fight against tuberculosis.

2. Research Tool:
Questionnaire The survey was questionnaire-based and produced a qualitative analysis to examine
how the DOT program improves patient compliance.

3. Participants:
We enrolled 200 patients. This includes 52 positive TB cases and her 2 recurrent TB cases.

4. Measures:

General Information Questionnaire; these were designed to determine the number of people who
perceive tuberculosis as a disease.

Patient personal data, these are designed to help patients know how well they are taking care of
themselves.

Efficacy of DOT in Treatment; these questions are aimed at knowing how DOT is working for the
community to overcome the disease.

Patient Compliance; these questions were asked to find out how DOT helps manage tuberculosis in
patient [13].

Procedure:
These questionnaires were distributed to the patients.
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Results:

TB program file of 2011 to 2013 most effective.

YEAR NEW RELAPSE | TREATMENT | NEW EXTRA ALL
SS+ FALIURE SS- PULMONARY | TYPES
DEFAULT
2011 61751 2953 1345 71822 22207 162534
2012 64066 3007 1270 77289 24416 172791
Q1,2013 | 16537 818 287 20590 6357 45704
Q2,2013 | 17908 847 286 23969 7552 51412
Q3,2013 | 16520 808 278 20745 6389 45299
Total 466471 | 19117 16378 632826 | 160320 1394798

This report tells us the parent of sufferers stated in different TB facilities of Pakistan.Our research
results are as follows. We asked many questions about the visibility of the DOT program and its
activities in Pakistan. Will this program help to treat tuberculosis?

Binomial Test

Category | N Observed prop | Test prop. | Asymp. Sig(2-tailed)
Q17 Groupl | Yes 81 | .41 .50 .009
Group 2 | No 119 | .60
Total 200 | 1.00

Looking at the table, only 81 out of 200 people know the DOT program. Another question asked is
about the DOT program running in Pakistan?

Binomial test:
Category | N Observed prop | Test prop | Asymp. Sig. (2-tailed)
Q18 Groupl | Yes 45 |.23 .50 .000
Group2 | NO 155 | .78
Total 200 | 1.00

According to the data above, only 45 out of 200 people know about the DOT program running in
Pakistan.
Only 40% know of the DOT program and only 22% know it is effective in Pakistan [14].

Discussion:

In Pakistan, the private sector is actively involved in public health care in both urban and rural areas
of the country. Effective national TB control must involve the private sector in addition to national
TB programmes. His current KAP study was conducted in a rural area of Sindh to pilot a public-
private partnership (PPM) in tuberculosis control through the WHO-recommended DOTS policy.
Our limitation was to recruit a small number of PPs for a pilot study to ascertain trends in case
detection rate (CDR) improvement and management by the PPM model. This PPM model has been
successfully used in other countries that are still developing [15].

This survey showed that two-thirds of PPs considered a cough lasting more than 3 weeks as the
main symptom of suspected pulmonary tuberculosis. Comparing this result to his 2003 survey in
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Lahore/Rawalpindi, Pakistan, he found that only 1 (0.45%) public-private (PP) out of 245 people
knew the main symptoms of tuberculosis. rice field. A possible reason for this is that the DOTS
program had not yet been implemented in the private sector at that time. As of 2007, DOTS covers
the whole country, so most public and private PPs had a basic concept of a DOTS program [16].
Most PPs did not have a clear idea of which regimen to prescribe and for how long for both DTS
categories. Most people rely on chest x-rays and clinical improvement to assess treatment outcome.
All PPs preferred to self-treat tuberculosis patients and referred tuberculosis cases to specialized
tuberculosis clinics only when treatment failed [17].

There is no mechanism to retrieve the default case once the patient discontinues treatment.
Therefore, dropout rates in PP clinics are very high, ultimately increasing the burden of TB
retreatment. Repeated intermittent tuberculosis treatment practices by PPs without skillful
management of lack of counseling and record-keeping increase treatment failure and rates of MDR-
TB in the country [18].

A key finding was that it was not necessary to involve all private practitioners in public-private
partnerships. Many patients went directly to a DOTS center for diagnosis after learning about
available services from sources other than their practitioner. It greatly reduces the complexity and
cost of implementing and maintaining public-private partnerships by not having to involve all
private practitioners. Further work is underway to determine the costs of developing and
maintaining public-private partnerships and their cost-effectiveness [19].

Although pharmacists appear to be familiar with drugs in stock and their turnover rates, memory
distortions may also have occurred in pharmacy questionnaires. Regarding laboratory
investigations, the introduction of public-private partnerships may have shifted the preferred
diagnostic technique from chest x-ray to sputum examination, thus potentially skewing this measure
of change in GP utilization [20].

We are currently working to replicate the public-private partnership in other urban areas of Pakistan
and hope that similar efforts will be possible elsewhere in Asia. Replication is not difficult as the
inputs required are limited. The process is flexible, has no special requirements and is based on
local strengths [21].

If the country's National Tuberculosis Program is incorrect, the public sector must take overall
responsibility for public health over the long term, work to ensure standards of care are met, and
respond quickly when problems arise. A recent analysis of tuberculosis data from 134 countries
found that the contribution of tuberculosis control programs was considered important in preventing
tuberculosis-related deaths, but their role in reducing tuberculosis incidence was unclear. It wasn't.
In these countries, factors such as high income, high health care costs, and low infant mortality
were found to be more important predictors of TB incidence than TB control program interventions
(Dye, Jaramillo, Williams, & Raviglione, 2009). Improvements in general population health and
health services have reduced TB incidence (Oxlade et al., 2009)

Both high- and low-income countries are now slowly declining TB incidence (WHO, 2009a).
Pakistan is no exception. Despite the introduction of DOTS, the decline in TB notifications has
slowed over the past 15 years. The target of 3 in 100,000 has not been met, and by 2015 he may not
achieve the target of 1 in 100,000 (he was previously set in 2010). This slow decline cannot be
explained by MDR-TB or HIV-TB co-infection, which is increasing the number of tuberculosis
cases worldwide (WHO, 2009a), but currently in Pakistan, 2% of Recurrences have been reported.
Another explanation for the slow decline is the concentration of tuberculosis patients in high-risk
populations. People at high risk of active TB in low-incidence countries like Pakistan may include
the elderly, the poor, and migrants from high-prevalence countries [22].

The most problematic finding was the lack of knowledge about tuberculosis infection. Most of our
study participants agreed that TB can be transmitted through sexual relations. We agreed not to.
Levels of these misconceptions were higher among male study participants and among participants
with lower levels of education and monthly income. Consistent with our results, other studies have
reported that education level is an important factor in knowledge of tuberculosis infection (Portero
et al. 2002). Other studies from Zambia (Koena et al. 2004), Pakistan (Mushtaq et al. 2011), and
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Malaysia (Liam et al. 1999) also reported low knowledge of TB infection among study participants.
. Our findings indicate that the public has significant misconceptions about tuberculosis infection.
Now is the time for health care providers to step up their health education efforts, especially among
younger generations and those with lower education and income. Our results showed that there is
little knowledge of risk factors for tuberculosis among study participants, especially low-educated
non-Libyans. Consistent with our results, the several studies (Mfinanga et al. 2003; Mangesho et al.
2007) also report respondents' misperceptions of tuberculosis risk factors [23].

This study demonstrates an inadequate knowledge of tuberculosis in the general population. We
also determined the number of gaps in tuberculosis transmission, risk factors, diagnosis and
prevention. Moreover, these gaps were more prevalent among Paktuns and Afghans, and among
those with less education and lower monthly incomes. Therefore, it is proposed to develop special
educational programs for community members with these characteristics. Our survey participants
said electronic media was the most common source of information. Therefore, every step should be
taken to remove barriers to the educational message conveyed by these media. To further promote
tuberculosis awareness in the Libyan community, DOTS managers should develop health
promotion plans in print media. Recent findings indicate that print media is one of the most
neglected sources of TB information [24].Tuberculosis can infect anyone, but it is the poor who
bear the greatest burden of the disease. The Director of the WHO Global Tuberculosis Program
said: “Epidemic is now not on emergency most effective foe people who care approximately health,
but for people who care approximately justice.” [25]

Tuberculosis maintains to effect the bad disadvantaged groups and despite accelerated coverage of
DOTS the disorder maintain to keep to increase in more youthful women and men in their effective
a while. DOTS insurance need to reach the TB patients at home as time and journey cost are
essential deterrents to compliance [26].

From our examination, it appears not going that clinical advances alone can manage tuberculosis.
Because the effective tools for the treatment and prevention which can be currently available have
made a touch effect, so any new approach would have a touch impact unless there is global political
willingness to cope with gross inequalities of wealth and health care in society.

In our studies into changed into also seen that most people of the patient have been from decrease
socioeconomic groups. Overcrowding in small enclosed spaces with close and prolonged contact
with different own family contributors provide a possibility of spread of contamination to unfold
from one person to the other through droplets or coughing [27].

This study found that more than one-third of her tuberculosis patients were non-adherent to
treatment using community-based DOTS strategies. Community volunteer carelessness fills the
treatment and is also trained in record keeping and reporting. Importantly, good information about
side effects and their management can help improve compliance rates. Consistent with other
studies, younger age groups have higher compliance rates. The higher literacy rate and health
awareness of the age group may be the reason for the increased compliance [23].

In this study, knowledge of tuberculosis and its treatment was associated with patient treatment
compliance. Similar to other studies showing associations between patient compliance behavior and
knowledge of specific aspects of disease. In contrast, one study (WHO, 2002)

Training of health care workers found that communication skills training for health workers and
community volunteers can be relevant and motivating. Studies have shown that distance and
inconvenient work hours impede patient adherence to treatment. This study also showed that
compliance was associated with longer patient travel times. Improving the accessibility of services
therefore also reduces non-compliance and helps patients receive full and regular care.

To maintain good relationships with providers regarding tuberculosis. Compliance rates were higher
in tuberculosis patients who had a positive attitude towards their disease and treatment. Patients
who had an open attitude towards tuberculosis were more compliant.

Health workers and volunteers work with patients and communities to minimize social stigma and
help tuberculosis patients receive support to complete treatment. Community volunteers should be
properly trained and strengthened to provide close and direct support to tuberculosis patients and to
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frequently remind tuberculosis patients of their regular treatment. Improving tuberculosis care
requires more attention to easily accessible and available services [28].

Efforts to improve patient outcomes require a better understanding of the barriers to adherence to
tuberculosis treatment. Treatment outcome reporting is important for monitoring the quality of case
management and the progress of tuberculosis control programs. A study conducted in China found
that many factors associated with non-compliance include healthcare system, socio-economic, and
patient-related factors [29].

Because all of these patients are HIVV-negative, resistance may be an important factor for these
patients. These cases should be offered susceptibility testing and secondary TB drugs in the early
stages of treatment. Many sputum-positive patients failed during treatment. It is surprising that
sputum positivity increases the rate of infection. In addition, poverty, lack of awareness and delays
in diagnosis has exacerbated the disease and the rate of good outcomes has fallen below the targets
set by World Health Organization. However, because dropout cases are reducing the number of
satisfactory treatment outcomes, ways to improve tuberculosis case management should be explored
to reduce the likelihood of dropout, relapse, and treatment failure. These data indicate 16 patient
deaths. The actual number may be higher as many patients defaulted during follow-up.

Between 1 January 2017 and 28 February 2017, approximately 200 cases were reported. Sixty-five
patients were reported to be positive for her AFB, and four relapsed with varying degrees of
infection (data from Kotkawaja Said Hospital, Lahore) [30]. Our study children are worried. Little
is known about the true burden of disease on children worldwide, but they may represent a large
pool of exposed, undiagnosed, untreated active and potentially infectious diseases [31].

In a systematic review and meta-analysis by Shah et al. ranged from 0% in South Africa to 26% in
South Africa. The estimated pool yield for active tuberculosis was 7.8% (95% CI, 5.6%—-10.0%),
putting our estimate at the lower end of the range. However, in the meta-analysis, approximately
half of the cases matched those of the first case. Most newly diagnosed tuberculosis cases were
found to have rifampicin-resistant tuberculosis consistent with index cases [32]. Despite these
limitations, our study provides substantial evidence regarding the importance of conducting simple
household contact screening of drug-resistant tuberculosis index cases during routine visits to
Pakistan. We provide proof. Adults and children living with people with all forms of tuberculosis
are at increased risk of developing tuberculosis, and their assessment and management is a top
priority in efforts to eradicate tuberculosis [33].

Lack of training, lack of availability of isolation areas, perceived non-cooperation by patients, and
overwhelmed staff were the main reasons for non-compliance with IC measures in our hospital.
More than half of the health professionals surveyed say they have never been trained in a hospital.
In contrast to the TBIC guideline recommendations, the cascade of continuous face-to-face training
was not replicated by the responsible contact persons at the sites studied due to intra-hospital staff
mobility. . Our study also showed very low adherence to sputum collection practices in certain areas
(30%). This is similar to other setting 13 as the collection areas are far apart and patient non-
compliant [34].

In terms of environmental measures, UVGI use was poorly compliant at 26%, similar to his TBIC
audit of facilities by class set. The main reasons identified in our research were lack of knowledge
and training, and unstable power supply. Moreover, in contrast to the study by Tina et al. Our study
showed higher adherence to mechanical ventilation, as natural ventilation was commonly used due
to issues of privacy, patient-related discomfort, and climatic conditions.

Conclusion:

Through this research, we have found that Pakistan's DOT program is not working effectively.
People don't know what DOT is. Campaigns are recommended to raise awareness of the DOTS
program and help tuberculosis patients fight the disease more effectively. It was also noted that
patient compliance was not manifested across study origins. People who suffer from this disease
usually belong to poor families and cannot personally pay for it. It is also proposed to educate
people about diseases and treatments in sectors where hygiene and lifestyles are poor. They need to
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have a thorough knowledge of this disease and its treatment so that we can eradicate this disease in
Pakistan in a good way.
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