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Summary: We studied the proportion and fate of tuberculosis patients who were not initiated on treatment (initial
defaulters) in Tiruvallur district of Tamilnadu, where DOTS strategy was implemented. These patients were visited to
find out the reason for default. Treatment was not initiated in  57 (23.5%) of the 243 sputum positive cases diagnosed
in a community survey and 156 (14.9%) of 1049 patients diagnosed in health facility. Men were more likely not to have
treatment initiated.  The common reasons stated for initial default were unwillingness, symptoms being mild, personal
reasons and dissatisfaction. There is an urgent need to improve the patient’s perception of treatment and strengthen the
health systems’ capabilities to reduce initial default.
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INTRODUCTION

The Revised National Tuberculosis Control
Programme (RNTCP)  using the Directly Observed
Treatment- short course (DOTS) strategy started in
India in 1993 in a phased manner. The goal of the
programme is to cure at least 85% new smear positive
patients and to detect at least 70% of the cases of
new smear positive cases in the community1.  All
cases diagnosed  are required to be registered for
treatment.   Several studies2,3 have examined the
problem of default  by patients after initiation of
treatment and the risk factors for default.   However,
the issue of failure of initiation of treatment after
diagnosis of tuberculosis has been studied to a limited
extent only.  An earlier study4 by this Centre, on
gender disparities in tuberculosis from the same area
reported an initial default rate of 29% among patients
in a community survey as compared to 15% among
those attending government health facilities. A study5

conducted in Vietnam reported an initial default rate
of 8.3% among 4208 smear positive cases detected
at all district tuberculosis units. The negative
perceptions of patients regarding the working
procedures and treatment strategy in the National
Tuberculosis Programme (NTP) were cited as the
main cause for initial default. The present study
compares the extent of initial default among TB

patients detected in a community survey or attending
a health facility and the reasons for the same.

MATERIAL  AND  METHODS

Study population

The study area covers a rural population of
580,000 in Tiruvallur district, where DOTS strategy
is in place since May, 1999.  Under the programme,
patients who reported voluntarily at one of the 17
peripheral health institutions (PHIs) with symptoms
of tuberculosis were diagnosed and treated for TB
as per the RNTCP guidelines1. Diagnosis and
treatment facilities were available free of cost for all
patients. In the intensive phase of treatment, every
dose of treatment was given thrice weekly under
supervision  and at least the first of the three doses
during the continuation phase were supervised. A
community survey6 is in progress in this area to
measure the trend of the disease and demonstrate
the epidemiological impact of DOTS strategy
implemented in the area. In this survey, designed to
measure the prevalence and incidence of
tuberculosis, subjects identified as chest
symptomatics and/or suspected of having
tuberculosis on chest radiography were subjected
to sputum examination. Patients who were identified
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with bacteriological evidence of the disease were
referred to the nearest health facility, where they
received treatment under the programme, if they
satisfied the RNTCP guidelines. All patients were
treated on an ambulatory basis and patients were
hospitalized when required.

Data collection and analysis

An experienced male field investigator, who
knew the study area very well, visited the homes of
patients who were not initiated on treatment, even
after two months of diagnosis had been established.
He collected information on the current status and
reasons for default using a semi-structured
questionnaire.   We analyzed the proportion of initial
defaulters by the two methods of diagnosis
according to the sex and age.  The difference in
proportions was tested for statistical significance
using chi-square.  A P value of <0.05 was considered
to be statistically significant.

RESULTS

Community survey

Subjects included in the analysis were all
those individuals aged 15 years or more diagnosed
in the community survey.  Among 243 smear positive
patients during June, 2001 – December 2003, 57

(23.5%) patients were not registered for treatment.
There were no deaths in this group leaving all 57
patients available for the interviews (Five deaths were
reported later during the next survey after two-and-
a half years). The initial default among males and
females were 24.4% and 17.6% respectively (Table)
and the difference was not statistically significant
(P=0.5). The initial default rates were also similar in
the two age groups i.e. 15-44 and 45 years or more
(22.8% vs 23.5%). The reasons given by the 57
patients for initial default included (i) unwillingness
(refusal or not  interested) for initiation of treatment;
(ii) symptoms too mild to warrant treatment  followed
by (iii) too sick/old; and (iv) work related problems.
More men than women were unwilling for the
initiation of treatment.

Health facility

One thousand one hundred and sixty three
patients were diagnosed  during the period January
2002 to October, 2003.  One hundred and fifty six
of the 1049 (14.9%) patients were not initiated on
treatment.  The default rates among males and
females were 17.0% and 8.4% respectively (Table)
and the difference was statistically significant (P <
0.01).  The corresponding rates in the two age-
groups studied were 12.1% and 18.3% respectively
(statistically significant; P < 0.01).  Thirty eight
patients could not be visited due to operational

Table: Initial default among cases diagnosed in the community survey and at the health facilities
 

Male Female 
Age (in years) 

Diag.  ID. Diag. ID. 
Community Survey 
15-44 79 18 (22.8) 17 4 (23.5) 

>45 130 33 (25.4) 17 2 (11.8) 

Total 209 51 (24.4) 34 6(17.6) 

Health Facility 
15-44 396  57(14.4) 189 14(7.4) 

>45 392  77(19.6) 72 8(11.1) 

Total 788 134(17.0) 261 22(8.4) 
Diag. = Diagnosed 
ID=Initial defaulters 
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inconvenience.  There were 23 (19%) deaths among
the remaining 118 patients while another 8 (7%)
migrated.  Thirteen patients (11%) were taking
treatment from other hospitals while 41 (35%) were
not traceable  at the   addresses given by them. Of
the 23 patients who died, more than 70% deaths
among old patients aged >45 years old.

The reasons (multiple) for default given by
the remaining 33 who were interviewed (27 males
and 6 females)  were (i) personal problems like loss
of wages, social engagements, etc; (ii) dissatisfaction
with health services; and (iii) disease related problems
like felt better or too sick.  Reasons reported by
males were mostly personal and health service
problems.

CONCLUSION

The proportion of initial defaulters was
significantly higher among patients diagnosed in the
community survey compared to those at health
facilities (P<0.01). An earlier report7 found that cases
diagnosed in the community survey have less
extensive tuberculosis and mild symptoms compared

to those who report voluntarily at health facilities.
We have found the same reasons in the present study
also. Men were more likely to be unwilling for
initiation of treatment because of the problems
associated with loss of wages. The difference in the
proportion of initial defaulters between male and
female was not statistically significant. Similarly, there
was no significant difference in the two age-groups.
In the health facility, a sizeable proportion (35%) of
initial defaulters was not traceable due to incorrect
address provided by them.  This could be due either
to their inability to give accurate addresses8 or a
deliberate attempt to mislead for fear of stigma and
discrimination. This finding once again emphasizes
the need for strengthening efforts to collect accurate
address from patients when they report to the health
facilities for diagnosis .The default rate among cases
diagnosed at health facility was significantly higher
among males compared to that among females. The
difference in the default rates in the two age groups
was statistically significant. The non-significant
difference in the initial default rate among males and
female patients and that among patients in different
age-groups diagnosed in community survey may be
a reflection of the small numbers. In community

Fig.:  Failure to initiate treatment among smear positive cases identified at the health facility
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survey, there were no deaths reported during the
intervening period. These were the early cases
diagnosed unlike in health facility. A significant
proportion of patients diagnosed at health facility
died during the intervening period after diagnosis
probably due to the severity of the disease and
old age.

 In summary, initial default was a major
problem and was higher among patients
identified in a community survey than in patients
attending health facilities. We need to motivate
and improve patient’s perception of disease and
the need for DOTS and convince them of the
need for initiating and completing treatment. The
findings of the study indicate the need for an in-
depth qualitative study involving patients and focus
group discussion. The study also highlights the need
to improve the health system’s abilities to motivate
and ensure initiation of treatment immediately and
thereby to reduce deaths among those who have been
diagnosed at health facility. Patients, who attend
government health facilities by voluntarily opting to
seek health care at these centres, obviously repose
their faith in the health system. The health system
needs to positively respond to this health seeking
behaviour and provide for treatment of such patients.
Adequate emphasis of this important aspect of
programme delivery should be made in the training
of all health personnel manning the programme at
different levels and a constant monitoring of initial
default as an important indicator of the success of
the programme should be advocated.

ACKNOWLEDGEMENTS

The authors thank Mr. S. Radhakrishnan
(Senior Treatment Supervisor) and Mr. E.
Prabhakaran (Senior Treatment Laboratory
Supervisor) for maintaining patients Tuberculosis and
Laboratory registers. The authors are grateful for
the assistance and cooperation of the Joint Deputy
Director of Health Services of Tiruvallur district,
Tamil Nadu State and all the medical and paramedical
staff including treatment observers who participated
in this work. The assistance rendered by the staff of
the Statistics division of Epidemiology unit in
checking data and arranging for computerization is

highly appreciated. The staff of EDP division is
gratefully acknowledged for data entry and data
management. Lastly, the authors are grateful to all
the patients for their cooperation.

This work was funded in part by a grant
from the United States Agency for International
Development provided through the World Health
Organization, SEARO, and New Delhi.

REFERENCES

1. Khatri GR, Frieden TR. The status and prospects of
tuberculosis control in India. Int J Tuberc Lung Dis 2000;
4: 193-200.

2. Santha T, Garg R, Frieden TR, Chandrasekaran V,
Subramani R, Gopi PG, Selvakumar N, Ganapathy S,
Charles N, Rajamma J, Narayanan PR. Risk factors
associated with default, failure and death among
tuberculosis patients treated in a DOTS programme in
Tiruvallur District, South India, 2000. Int J Tuberc Lung
Dis 2002; 6(9): 780-788.

3. Sophia Vijay, Balasangameswara VH, Jagannatha PS,
Saroja VN, Kumar P. Defaults among tuberculosis patients
treated under DOTS in Bangalore city: A search for
solution. Indian J Tuberc 2003; 50: 185-195.

4. Balasubramanian R, Garg R, Santha T, Gopi PG,
Subramani R,Chandrasekaran V, Thomas A, Rajeswari R,
Anandakrishnan S, Perumal M, Niruparani C, Sudha G,
Jaggarajamma K, Frieden TR, Narayanan PR. Gender
disparities in tuberculosis: report from a rural DOTS
programme in South India. Int J Tuberc Lung Dis 2004;
8(3): 323-332.

5. Buu TN, Lonnroth K, Quy HT. Initial defaulting in the
National Tuberculosis    Programme in Ho Chi Minh
City, Vietnam: a survey of extent, reasons and alternative
actions taken following default. Int J Tuberc Lung Dis
2003; 7(8): 735-741.

6. Gopi PG, Subramani R, Radhakrishna S,Kolappan C,
Satacharam K, Santha Devi T, Frieden TR, Narayanan
PR.  A base line survey of the prevalence of tuberculosis
in a community in south India at the commencement of
a DOTS programme. Int J Tuberc Lung Dis 2003; 7(12):
1154-1162

7. Santha T, Garg Renu, Frieden TR, Subramani R, Gopi PG,
Chandrasekaran V, Selvakumar N, Thomas A, Rajeswari
R, Balasubramanian R, Kolappan C, Narayanan PR .Are
community surveys to detect tuberculosis in high
prevalence areas useful? Results of a comparative study
from Tiruvallur District, South India. Int J Tuberc Lung
Dis 2003; 7(3): 258-265.

8. Radhakrishna S, Satagopan MC, Krishnaswami KV,
Tripathy SP and Wallace Fox.: Efficiency of address
cards, experienced health visitors and  motivated registry
clerks in obtaining the home address of urban patients  in
south India; Tubercle 1979; 60: 151.

INITIAL  DEFAULTERS  AMONG  TUBERCULOSIS  CASES


