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ABSTRACT 

BACKGROUND:   

Community pharmacist’s role becomes more significant for patients of chronic 

diseases like TB. Community pharmacists are the important healthcare professionals 

to refer TB patients to NTEP, to follow Tuberculosis patients who are seeking 

treatment in the private sector and to build coordination between the private sector 

and government sector to eradicate TB from India. By collaborating between 

Community pharmacists and Clinical pharmacist to deliver the best TB control and 

care. 

OBJECTIVES: 

Primary objective: 

1. Evaluation of standard practice of the availability of Anti-tuberculosis 

drugs used for DOTS in tuberculosis patients and their compliance. 

2. To engage community pharmacists to partner NTEP objectives. 

Secondary objectives:    

1. To train and certify community pharmacists as a treatment supporter of 

NTEP. 

2. To increase the compliance towards anti-tuberculosis drugs- to improve 

the quality of life. 

MATERIALS AND METHODS:   

The studies was conducted in Belagavi City. The survey was conducted to 

assess the standard practice of Anti-TB drugs in Community pharmacises. The 

training was conducted to upgrade knowledge, Attitude, and Practice. Randomization 



xxv 

 

was done to those community pharmacists (30) interested to become treatment 

supporter NTEP. To check the compliance of tuberculosis patients using Modified 

Kuppuswamy’s Socioeconomic Status (SES) Scale 2019, MMAS-8, FACIT - SWiP, 

SF-12. 

RESULTS:  

Surveyed 350 community pharmacies, identified 312 community pharmacies 

according to inclusion and exclusion criteria and interviewed 228 community 

pharmacists. We observed that 37.8% of the Community pharmacies dispensing anti-

TB drugs. The half-day training was conducted in association with the District 

Tuberculosis Center, Belagavi, and Regional office of the Deputy Drugs controller, 

Belagavi. A total of 60 community pharmacists participated in the training. The KAP 

upgraded from Baseline to 3rd month, and 6th month. Those interested to become 

treatment supporter of NTEP, Randomization of community pharmacists (30) was 

done into two groups. In the control group (15 community pharmacists), the only 

checklist was provided to know the number of tuberculosis patients receiving Anti-TB 

drugs and referred tuberculosis patients(30) to NTEP was recorded. In the 

Intervention group (15 Community Pharmacists with clinical pharmacist) screened 59 

patients and recruited 50 Pulmonary TB patients and all the patients are referred to 

NTEP. It was observed that in 6th-month, medication adherence improved to 100%. 

FACTI-SWiP mean score increased from 25.24 ± 0.74 in the first month to 

27.44±0.91 in the 3rd month with a difference in mean being 2.20 ± 1.23. 5 out of the 

50 patients (10%) study participants were illiterate. General health where mean scores 

were 13.56 ± 0.81 after 6th month and 11.54± 0.5 at 1st month, signifying 17.50% 

overall effect of the intervention on General health. 



xxvi 
 

CONCLUSION:   

Continuing pharmacy education related to tuberculosis shows significant 

outcomes to upgrade in the field of Knowledge, Attitude, and Practice of community 

pharmacists. The collaborative research between clinical pharmacists and community 

pharmacists shows the best outcome to control and care of Pulmonary tuberculosis 

patients. 

Keywords: Community Pharmacists, Clinical Pharmacist, Community Pharmacies, 

Pulmonary TB patients. 
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1. INTRODUCTION 

1.1  Background: TB, Global burden, and India. 

TB is an infectious disease caused by the bacillus Mycobacterium 

tuberculosis. It typically affects the lungs (pulmonary TB) but can affect other sites as 

well (extra pulmonary TB). TB is the top infectious killer worldwide. TB is also the 

leading cause of deaths among people with HIV and a major cause of antimicrobial 

resistance related deaths [1]. 

Fig 1: Countries wise Burden by WHO for the period 2016–2020, and their areas 

of overlap. 

 

 Eight countries accounted for two-thirds of the global TB cases: India (27%), 

China (9%), Indonesia (8%), the Philippines (6%), Pakistan (6%), Nigeria (4%), 

Bangladesh (4%) and South Africa (3%) [2]. 
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Fig 2: Global Burden in 2018 

 

Fig 3: India Burden in 2018 
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Public-Private Mix (PPM)  

Expanding access to diagnosis and treatment through community TB care, and 

public-private mix (PPM) approaches aimed at engaging all care providers in DOTS 

implementation [3]. WHO and FIP have jointly drawn up the basis for action-oriented 

collaboration between national TB programs and national pharmacy associations in 

the fight against TB and MDR-TB [4]. A WHO survey of PPM mediations found that 

TB case detections were increased in the range between 10% and 36% with the 

achieved treatment of 90% Pulmonary TB cases [5]. PPM DOTS is now known as 

‘PPM for TB Care and Control’ and is a core component of the WHO STOP TB 

Strategy, entitled ‘Engage All Care Providers’ [6]. 

RNTCP, DOTS, NSP (2017-2025) 

Renamed Revised National TB Control Programme (RNTCP) to National 

Tuberculosis Elimination Program (NTEP) [7]. The National Strategic plan (NSP) for 

TB elimination 2017–25 is a framework to guide the activities of all stakeholders 

including the national and state governments, development partners, civil society 

organizations, international agencies, research institutions, private sector, and many 

others whose work is relevant to TB elimination in India [8]. Directly observed 

treatment short-courses (DOTS) are both practical and effective for the diagnosis, 

treatment, and monitoring of TB. Each of the five components of DOTS—political 

and administrative commitment; case detection, primarily by microscopic 

examination of sputum of patients presenting to health facilities; standardized short-

course chemotherapy given under direct observation; an adequate supply of good 

quality drugs; and systematic monitoring and accountability for every patient 

diagnosed—is integral to success [9]. 
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Table 1: Treatment pattern of fixed-dose combination (FDC) with Daily 

Regimen [10]. 
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Community Pharmacists role in Tuberculosis control and care 

Pharmacies have also been reported as the first point of contact for most TB 

patients, especially those in urban settings. For example in Delhi, pharmacy workers 

were the first point of contact and clinical advice for 2/3 of TB patients [11]. 

India has an estimated 850,000 retail drug outlets. Through a public-private 

partnership with various entities, approximately 9% of the outlets (n = 75,000) in 12 

selected districts across four states of India were engaged over four years and 

accounted for nearly one-third of India’s 1.2 billion people and one-third of its smear-

positive TB cases, This partnership reported that approximately 10 to 15% of 

suspected cases referred by 7,000 pharmacists over two years were found to be 

positive and placed on treatment [12]. Therefore Community pharmacists are the 

important healthcare professionals to refer TB patients to NTEP, to follow 

Tuberculosis patients who are seeking treatment in the private sector and to build 

coordination between the private sector and government sector to eradicate TB from 

India. By collaborating between Community pharmacists and Clinical pharmacist to 

deliver the best TB control and care. 
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1.2  Justification of the Study 

The WHO directed the role of drug retail outlets converted into schematic 

policies, approaches, and mediation in middle and low-income countries [12]. NTEP 

training module mainly concentrated on investigating the role of community 

pharmacists to deliver the best TB treatment and care. The role of community 

Pharmacists in TB control and care had been neglected. Indian Govt. considers private 

providers as assets to achieve National strategic plan for TB elimination 2017-2025. 

The Govt. has not fully tapped the Potential of community Pharmacies to Fight TB. 

Community Pharmacists shop close to patients' homes so that they do not miss a 

single dose. Providing DOTS as per patient convenience through community 

treatment supporter of NTEP with periodic monitoring may reduce the treatment 

Default. 
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1.3 Research Hypothesis 

Null Hypothesis (H0): There is no statistical significant difference between trained 

community pharmacists and untrained community pharmacists among control and 

interventional group. 

Alternative Hypothesis: There is a statistical significant difference between trained 

community pharmacists and untrained community pharmacists among control and 

interventional group. 
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1.4  Objectives 

Primary objective: 

1. Evaluation of standard practice of the availability of Anti-tuberculosis drugs 

used for DOTS in tuberculosis patients and their compliance. 

2. To engage community pharmacists to partner NTEP objectives. 

Secondary Objectives:    

1. To train and certify community pharmacists as treatment supporter of NTEP. 

2. To increase the compliance towards anti-tuberculosis drugs- to improve the 

quality of life. 
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2. REVIEW OF LITERATURE  

2.1 Survey of Community Pharmacies Related to Anti-tuberculosis 

Estimated 13 high TB burden countries related to community pharmacies with 

the population in which Indonesia was high [12]. 

Fig 4: 13 high TB burden countries related to community pharmacies with the 

population. 

 

This study was documented a small market for TB drug sales in private 

pharmacies and suggested that the private sector contributes little to managing TB in 

Bolivia. The proportion of pharmacies selling TB drugs in Cochabamba was 25% (of 

100) [13]. 
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Table 2: Availability and cost of Anti-Tuberculosis drugs 

 

A cross-sectional study was conducted, surveyed investigation information, 

work on, preparing, and accessibility of medications in drug stores. The pharmacist 

had determined 95% of cough is one of the symptoms of TB and referred health care 

centers, 1% finished coaching, and dispensing 8% of first-line drugs which are 

lawfully restricted [14]. 

Table 3: Availability of Anti-tuberculosis drugs 
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A prospective study was conducted. Compliance with the pharmacists was 

upgraded by Continues follow up from field investigator. After six months 46% of 

community pharmacies were sensitized referring TB patients [15]. 

Fig 5: Project time and Sensitization of community pharmacies 
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2.2 Knowledge, Attitude and Practice of Community Pharmacist 

A survey conducted in which 75% of 24 community pharmacy employees 

were unauthorized professionals and most of them very less knowledge of Antibiotics. 

Interestingly, they are practicing to dispense antibiotics in the absence of a 

prescription [16]. 

 A cross-sectional study was conducted using smart phones of 45 randomly 

selected pharmacies. Most participants expressed interest in learning more about TB 

and expanding their involvement in the fight against TB in their community. 

Pharmacy workers have adequate knowledge about TB. However, we identified gaps 

in knowledge with respect to the prevention of TB transmission [17]. 

Table 4: Pharmacists knowledge (Total = 45) 

 

 A cross sectional survey shows, 80% of community pharmacists are 

referring presumptive TB patients to chest physicians and 83% are interested to take 

TB related training [18]. 
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Table 5: Knowledge assessment of Community pharmacists 

 

2.3 Pharmacist as treatment supporter/ DOTS Provider of Tuberculosis 

Reviewed upgrading the functions of TB by community pharmacists [19]. 

Fig 6: Cycle showing function of community pharmacists 

 

  



Review of Literature 

 

 Page 14 
 

 81 % of community pharmacists are actively participated in TB related public-

private mix (PPM) program [20]. 

A prospective study was conducted to know the treatment-seeking pathway 

under RNTCP. 64.5% are seeking TB treatment from private physicians and 19.1% 

by community pharmacists [21]. 

Investigated feasibly to analyze pharmacies as DOTS providers. To make 

community DOTS by pharmacies, 60% requires “knowledge and information” and 

50% “requires manpower in pharmacy” [22]. 

According to cross sectional survey 90% of community pharmacies could play 

treatment supporter of DOTS [23]. 

Table 6: Pharmacist's perceptions of TB control and care. 
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2.4 Roll of Community Pharmacist and Clinical pharmacist on tuberculosis 

After the evaluation, 94% completed LTBI treatment run by clinical 

pharmacists [24]. 

83.6% of DRPs identified and 91.6 % were solved by collaborative 

interventions between hospital pharmacists and community pharmacists during home 

visit of discharged patients [25]. 

Fig 7: DRP (Drug Related Problem) 

 

TB patients are satisfied by pharmacists on administration of  Mantoux 

tuberculin skin test (TST) [26]. 
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2.5 Medication adherence and Quality of life of Tuberculosis Patients 

HRQoL shows, 23% of TB patients were at the risk of depression at the end of 

their TB treatment [27].  

Counseling with leaflets had better impact on medication adherence of TB 

patients [28]  
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3. MATERIALS AND METHODS 

3.1 Study site: The studies were conducted in Belagavi City.  

3.2 Study population: Community Pharmacists was the target population for this 

study. 

3.3 Study design: This was a randomized controlled study where the participants 

were randomized into two groups i.e. interventional or study group and control group.  

3.4 Sample Size: As per the Regional office of the Deputy Drugs controller, Belagavi 

about 350 Community pharmacies are available in Belagavi City. 

3.4.1 Statistical test: Statistical methods like Cochran’s Q Test, Dependent t-test, 

Karl Pearson’s correlation coefficient, One-way ANOVA, Wilcoxon matched-pairs 

test were used to analyze the data generated from the study.  

3.5 Participant selection and recruitment: Information regarding the target 

population was community pharmacists. Those who satisfy the eligibility criteria were 

recruited. 

3.6 Eligibility Criteria:  

3.6.1 Inclusion criteria –  

• Registered pharmacist. 

• Consenting to be part of NTEP-DOTS. 

• Pulmonary tuberculosis patients (≥ 18 years). 
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3.6.2  Exclusion criteria –  

• Drug distributors/wholesale shop 

• In-house hospital pharmacist 

• No availability of community pharmacists 

• Those community pharmacists were not willing to participate. 

3.7 Informed consent process: Informed consent form (ICF)/ Participant information 

sheet (PIS) in English or other patient preferred local languages like Kannada and 

Marathi were provided for the eligible community pharmacists and patients. Brief 

information about the study, its purpose, benefits, and risks involved in the 

participation of the study, study duration, randomization, monitoring, confidentiality, 

rights of the participants to withdraw from the study were informed to the community 

pharmacists and patients. The Community Pharmacist and Patient understanding of 

the study were cross-verified. Concerns and queries regarding the study were 

addressed. Once the community pharmacists and patients agreed to participate in the 

study, two copies of ICF were signed by the community pharmacist and patient, out of 

which one was given to the community pharmacist and patient reference and one was 

taken by the investigator for documentation [Annexure I].  

3.8 Program context: The interventions were conducted in Belagavi City, India. 

Along with Partnership of KLE Pharmacy of Pharmacy, District TB Control Centre, 

Regional office of the Deputy Drug Controller. 
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3.9 Study procedure, Study instruments and Questionnaires design [as per flow 

chart .1] 

3.9.1 Survey: Surveyed 350 community pharmacies and identified 312 

community pharmacies according to inclusion and exclusion of our study. 

Community Pharmacists information leaflet [Annexure II]: 

Community Information leaflet was developed and validated in 

English and Kannada language. The information includes the 

objectives of our study and the role of community pharmacists in TB 

prevention and care. At the time of the Survey, Community 

Pharmacist information leaflet was provided to every community 

pharmacist. 

Survey questionnaires design [Annexure III]: The detail of survey 

questionnaires developed and validated which includes:  

i. Details of community Pharmacies/ Community Pharmacists. 

ii.  Interested to take part in Continuing Pharmacy Education. 

iii.  Knowledge of Tuberculosis disease. 

iv. Storing of Anti-TB drugs. 

v. Interested to take part in NTEP objectives. 

vi. Dispensing pattern of Anti-TB drugs.  
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3.9.2 Training: The half-day training was conducted in association with the 

District Tuberculosis Center, Belagavi, and Regional office of the Deputy Drugs 

controller, Belagavi. After the survey, 60 Community pharmacists from various areas 

of Belagavi city consented to attend the training program.  

Training Module: Training was conducted as per official NTEP 

training module for community pharmacist.  

3.9.3 Assessment of Knowledge, Attitude and Practice (KAP): The total 60 

community pharmacists participated in the training. Before the beginning of training, 

we administered KAP questionnaires to the community pharmacists to assess the 

baseline knowledge, attitude and practice level. To assess the post-training impact, the 

same KAP questionnaires were used after 3rd month and 6th month of the study. 

 Knowledge, Attitude, and Practice Questionnaires [Annexure IV 

& V] : The questionnaire was developed and validated to test the 

knowledge, attitude, and practice of community pharmacists. The 

Questionnaires consisted of four sections.  

i. First section: Consisted of Demographic details of community 

pharmacists (Name, Gender, Age, Education, Experience and 

Address).  

ii.  Second section: Consisted ('True' or 'false') of Knowledge of 

community pharmacists related to TB infection and control 

awareness of TB transmission, TB symptoms. 
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iii.  Third section: Consisted ('Yes or No') of 'Attitude and Practice 

of community pharmacists' (Patient therapy, Public-Private 

mix, TB care, and Mobile Application use).  

iv. Fourth section: Consisted (Tick right Answer) of 'Attitude and 

Practice of community pharmacists towards National Strategic 

plan (2017-25). 

 3.9.4 Randomization: After the training, the 30 community pharmacists were 

interested to become a treatment supporter of NTEP. Once community pharmacists 

satisfy the eligibility criteria and consent was taken, Randomized 30 community 

pharmacists into two equal groups. 15 community pharmacists in the control group 

and 15 community pharmacists in the Intervention group.  

 SNOSE method: Computer-generated simple randomization was employed, 

while the SNOSE method was used to randomly allow participants to control 

group or intervention group. Envelopes are opened sequentially only after 

participant details are written on the envelope.  

The control group (without Clinical Pharmacist): In the control group (15 

community pharmacists), the only checklist was provided to know the 

number of tuberculosis patients receiving Anti-TB drugs and referred 

tuberculosis patients to NTEP was recorded. All the patients who are referred 

to NTEP by community pharmacists were followed TB notification reporting 

format [Annexure X]. 

The Intervention Group (With Clinical Pharmacist): In the Intervention 

group (15 Community Pharmacists) recruited Pulmonary TB patients to 
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check the compliance of tuberculosis patients using Modified Kuppuswamy’s 

Socioeconomic Status (SES) Scale 2019, MMAS-8, FACIT - SWiP, SF-12. 

Referred TB patients was recorded. All the patients who are referred to 

NTEP by community pharmacists were followed TB notification reporting 

format [Annexure X]. 

3.9.5 Intervention by clinical pharmacist 

Recruitment of Pulmonary TB patients: Screened 59 pulmonary 

Tuberculosis patients and recruited 50 patients who are receiving Anti-TB 

drugs from community pharmacies. 

Supervision and monitoring: Clinical pharmacists visited community 

pharmacies for post-training (3rd and 6th month) to assess the implementation 

of Community pharmacists Knowledge, Attitude, and Practice to deliver the 

best TB services. 

Modified Kuppuswamy’s Socioeconomic Status (SES) Scale 2019 

[Annexure VI]: Assessment of family income per month. The score 3-29 

which includes education and occupation of the head of the family and it 

arranges community into 5 groups i.e “Lower”, “Upper lower”, “Lower 

middle”,“upper-middle”, “Upper” [29]. 

Morisky Medication Adherence Scale (MMAS-8) [Annexure VII]: One of 

the best self-reporting measures for assessing medication enforcement. The 

MMAS-8's reliability and validity were or have already been evaluated in 

many languages through diverse cultures, environments, and diseases [30]. 
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FACIT- Satisfaction With Pharmacist (SWiP) [Annexure VIII]: The seven 

elements on the Pharmacist Satisfaction (SWiP) scale was graded on a Likert 

scale of five points (0 = not at all to 4 = very much) [31]. TB patients 

feedback towards community pharmacists was recorded. 

Health-related QoL (SF-12) [Annexure IX]: The questions were grouped, 

graded, and weighted to establish two measures that offer insight into mental 

and physical activity and general quality of life relevant to health [32]. 

Compliance: Clinical pharmacist and Community pharmacist’s collaborative 

interventions had proved a better outcome of TB control and care. 

3.10 Data Collection: 

• Surveyed in Belagavi city by using Survey questionnaire. 

• The training was conducted according to the NTEP training module for 

community pharmacists. 

• Community pharmacists' consent was taken to partner NTEP objectives. 

• Those interested community pharmacists to become treatment supporter of 

NTEP-DOTS were randomized. 

• Assessed KAP of community pharmacists (Baseline, 3rd month and 6th month) 

• In the control group, a checklist was provided to assess the number of patients 

taking Anti-TB drugs from community pharmacies. Referred of TB patients to 

NTEP were recorded. 

• In the Intervention group, Clinical pharmacist and Community pharmacist’s 

collaborative interventions for better outcome of TB control and care was 
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assessed by using Modified Kuppuswamy’s Socioeconomic Status (SES) 

Scale 2019, MMAS-8, FACIT - SWiP, SF-12. 

3.11 Study Materials: 

1. Informed Consent Form (ICF). 

2. Community Pharmacist Information Leaflet. 

3. Survey Questionnaire for Community Pharmacist. 

4. NTEP: Training Module for the Community Pharmacist. 

5. KAP Questionnaire for community Pharmacist. 

6. Modified Kuppuswamy’s Socioeconomic Status (SES) Scale 2019. 

7. FACIT-SWiP – Functional Assessment of Chronic Illness Therapy - 

Satisfaction with Pharmacist (Version 4). 

8. Morisky Medication Adherence Scale (MMAS-8). 

9. Health-self-assessment-SF-12. 

3.12 Study outcomes measures 

• Primary outcomes:  

1. Evaluation of standard practice of availability of Anti-Tuberculosis 

drugs used for DOTS in Tuberculosis patients in community 

pharmacies.  

2. To strengthen community pharmacists to partner NTEP objectives. 

3. To implement TB notification form Community pharmacies 
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• Secondary outcomes:  

1. Train and certify community pharmacies as a treatment supporter. 

2. Effectiveness of implementing the DOTS through the clinical 

pharmacist. 

3. Assessed the Compliance, Adherence, and Quality of life towards of 

TB patients. 
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3.13 Study procedure of flow chart 
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4. RESULTS 

In India, the availability of community pharmacies (800,000) were more. In 

this aspect, by providing TB drugs in free of cost, the National Tuberculosis 

Elimination Program (NTEP) mandated to include community pharmacies with 

government health services [33]. For most of the patients, community pharmacies 

are the first point of contact [34]. In this study, we evaluate the standard practice of 

dispensing patterns of Anti-TB drugs by community pharmacists and also to 

understand the current trend of privately treated pulmonary tuberculosis patients. By 

this we upgraded the KAP of community pharmacists by training. For better 

outcome of compliance, Clinical pharmacist and Community pharmacists were 

collaborated. 

The study was implemented in Belagavi, Karnataka, India with a population 

of approximately 5 lakh residents. The study population encompassed registered 

pharmacists, with the availability and non-availability of anti-TB drugs and 

consenting to be part of treatment supporter of Anti-tuberculosis drugs. A total of 

350 Community pharmacies are available as per the Regional office of the drugs 

controller, Belagavi. In our study, 312 Community pharmacies were identified. With 

the help of Survey questionnaires and community information leaflets, 228 

community pharmacies were interviewed in the study. After a detailed survey, 60 

Community pharmacists from various areas consented to attend the training 

program. The training program was conducted by the Department of Pharmacy 

Practice, KLE college of Pharmacy, in association with the District TB control 

office, Belagavi, and Regional office of the Deputy Drugs Controller, Belagavi. Data 

on Knowledge, Attitude, and Practice were collected via 43 developed 
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questionnaires at Before training, 3rd month, and 6th month of the study. After the 

training program, 30 community pharmacists expressed their interest to become a 

treatment supporter of Anti-TB drugs. By randomization, the interested community 

pharmacists were divided into two groups viz. control and intervention group. 

In the control group (without Clinical pharmacists). The only checklist was 

provided to know the number of tuberculosis patients receiving Anti-TB drugs. 30 

Patients were enrolled and all the patients to NTEP were recorded. Patients follow-

up was not performed in this group.  

Intervention Group (With Clinical Pharmacist). A total of 59 TB patients 

were screened and recruited 50 patients in community pharmacies and all the patents 

are referred to NTEP. To check the compliance and medication adherence, 

Socioeconomic status and Quality of life was checked using Modified 

Kuppuswamy’s Socioeconomic Status (SES) Scale 2019, MMAS-8 (1st 3rd & 6th 

month), FACIT – SwiP (1st, 3rd & 6th month), SF-12 (1St & 6th month).  

59 patients in the intervention group were screened and 50 of them recruited 

for the study. Socioeconomic status was assessed by Modified Kuppuswamy scale 

2019 and the patients were evaluated for medication adherence, satisfaction towards 

Community pharmacists, and quality of life by SF-12 scales.  The data collected 

were based on previously agreed data points and tabulated using Microsoft Excel. 

Descriptive statistical analysis was performed and results were analyzed as given 

below. 

 

 



Results 

 Page 29 
  

4.1 Survey 

Interviewed 228 selected Community pharmacists on various aspects to 

assess their eligibility and interest for training on NTEP guidelines. Data was 

collected via by distributing community information leaflet, questionnaires, and 

analyzed as follows: 

4.1.1 Survey Photos 
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4.1.1 Survey Photos 
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4.1.2 Availability of Anti-TB drugs on the time of the survey 
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4.1.3 Distribution of community pharmacists by gender and qualification.  

 A total of 228 community pharmacists were interviewed and 90.35% were 

found to be males. The number of female pharmacists was significantly lower 

(9.65%). At the time of the survey, we excluded 65.45% wholesale shops or drug 

distributors accounted for, 5.45% consisted of in-house pharmacies at hospitals, 

29.10% were non-availability of registered pharmacists. Qualification wise, 86.84% 

of the community pharmacists have a Diploma in Pharmacy (D. Pharm.). 6.58% of 

the community pharmacist had D. Pharm with other degrees. 12 community 

pharmacists (5.26 %) had Bachelor of Pharmacy (B. Pharm) degree and only 3 

community pharmacists (1.32%) with Master of Pharmacy (M. Pharm). The data has 

been summarized in Table 7 and Figure 8. 
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Table 7: Distribution of community pharmacists by gender and qualification. 

 No. of pharmacists % 

Gender   

Male 206 90.35 

Female 22 9.65 

Total 228 100 

Others   

Drug Distributors/ Wholesale shop 180 65.45 

The non-availability of Qualified Pharmacist 80 29.10 

In-house hospital Pharmacies 15 5.45 

Total 275 100 

Qualifications   

B.Pharm 12 5.26 

D. Pharm 198 86.84 

D.Pharm with other degree 15 6.58 

M.Pharm 3 1.32 

Total 228 100.00 
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Figure 8: Graph showing the distribution of community pharmacists by gender 

and qualification. 

 

4.1.4 Distribution of pharmacists based on continuing pharmacy education.  

To update community pharmacist’s knowledge, attitude, and practice by 

continuing pharmacy education is important to patient treatment and care. Data on 

this aspect was collected via questionnaire and has been consolidated in Table 8 and 

Figure 9. Of the 228 Community pharmacists interviewed, 61 pharmacists (26.76%) 

agreed to come for the training. 5 of them agreed for on-site training which 

accounted for 2.20%. 15 of the Community pharmacist (6.58%) were chain 

pharmacists and agreed to come for the training. Whereas 38 Community 

pharmacists (16.67%) showed interest in the study and also agreed to come for 

training. 6.14% (14 in number) of the Community pharmacist informed that they 
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need to contact supervisors before giving an opinion. 58 of the 228 Community 

pharmacists were not interested in participating in the study and this accounted for 

25.43% of the total number. 37 of them (16.22%) cited lack of time as the primary 

reason for declining participation. The percentage of pharmacists who were 

interested to take continuing Pharmacy education and being updated on the TB 

programs was 52.21%. 

Table 8: Distribution of pharmacist based on continuing pharmacy education.  

Continuing pharmacy education No. of pharmacists % 

Agreed on-site training 5 2.20 

Agreed to come for training 61 26.76 

Don’t have time 37 16.22 

Chain pharmacists/ Agreed to come 15 6.58 

Interested and Agreed to come for training 38 16.67 

Need to contact Supervisor 14 6.14 

Not interested 58 25.43 

Total 228 100.00 
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Figure 9: Graph showing the distribution of community pharmacists by gender 

and qualification. 

 

4.1.5 Distribution of pharmacists based on approach for storing Anti-TB.  

 A total of 86 community pharmacies (37.7%) dispensing first-line anti-TB 

drugs. 9 community pharmacies (3.94%) reported having dispensed anti-TB drugs 

but stopped because of non-availability of tuberculosis patients and 2 Chain 

pharmacies (0.88%) had stopped dispensing of Anti-TB drugs and the tuberculosis 

patients were notified to NTEP.  
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Table 9: Distribution of pharmacists based on approach for storing anti –TB 

drugs. 

Storing of anti-TB drugs No. of pharmacists % 

Yes 86 37.72 

No 131 57.46 

Earlier dispensing 9 3.94 

Stopped (Chain Pharmacies) 2 0.88 

Total 228 100.00 

 

Figure 10: Graph showing the distribution of pharmacists based on approach 

for storing anti –TB drugs. 
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4.1.6 Number of TB patients expected by community pharmacists to receive 

anti-TB drugs at pharmacies in a month. 

54 community pharmacies were expecting 136 to 181 tuberculosis patients to 

purchase Anti-TB drugs in a month (Table 10 and Figure 11). The majority of the 

community pharmacies (37.04%) were dispensing anti-TB drugs to 2-3 tuberculosis 

patients monthly. It was observed that 7 community pharmacies (12.96%) dispensing 

Anti TB drugs 3-4 patients in a month. 8 of the pharmacies (14.81%) dispensing 

Anti- TB medication to 1-2 patients per month. Following this, 7.41% pharmacies 

dispensing Anti-TB drugs to 4-5 patients, 5.56% pharmacies received 5-10 patients 

and 10-15 patients, and 3.7 % community pharmacies dispensing anti-TB drugs to 3-

5 patients in a month. Of these, it was observed that 7 community pharmacies 

(12.96%) were located in proximity to the government civil hospital, which has been 

estimated to receive 108 to 137 tuberculosis patients seeking Anti-TB drugs 

monthly. 
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Table 10: Number of patients expected by community pharmacists to dispense 

anti-TB drugs in a month. 

Sl. 

No 

Number of 

Tuberculosis 

patients 

Number of Community 

Pharmacies 

% 

1 1-2 Patients 8 14.81 

2 2-3 Patients 20 37.04 

3 3-4 Patients 7 12.96 

4 3-5 Patients 2 3.70 

5 4-5 Patients 4 7.41 

6 5-10 Patients 3 5.56 

7 10-15 Patients 3 5.56 

8 10-20 Patients 1  

9 15-20 Patients 1  

10 20-25 Patients 1  

11 50-55 Patients 1  

12 5-6 Patients 1  

13 6-7 Patients 1  

14 2-4 Patients 1 12.96 

Total 136-181 Patients 54 100.00 
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Figure 11: Graph showing the number of patients expected by community 

pharmacists to dispense anti-TB drugs in a month. 

 

4.1.7 Number of TB patients expected by community pharmacists to avail anti-

TB drugs at pharmacies in a week. 

Data on the number of TB patients receiving Anti-TB drugs at community 

pharmacies per week was collected and consolidated (Table 11). Six community 

pharmacies were expecting 35-57 tuberculosis patients to purchase anti-TB drugs per 

week. Of these 2 community pharmacies dispensing Anti-TB drugs (33.33%) 

received 2 to 3 tuberculosis patients per week (Table 11). Four community 

pharmacies (66.67%) were dispensing anti-TB drugs, each receiving 3-4 patients,    

5-10 patients, 10-20 patients, and 15-20 patients respectively which collectively 

added up to 33 to 54 tuberculosis patients per week. The remaining 26 community 

pharmacists did not provide an estimation of number of tuberculosis patients at the 

time of the interview. 
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Table 11: Number of patients expected by community pharmacists to dispense 

anti-TB drugs in a week.  

Sl. 
No 

Number of 
Tuberculosis 

patients 

Number of Community 
Pharmacies* 

% 

1 2-3 Patients 2 33.33 

2 3-4 Patients 1  

3 5-10 Patients 1  

4 10-20 Patients 1  

5 15-20 Patients 1 66.67 

Total 35-57 Patients 6 100.00 
*Remaining 26 Community pharmacist did not know the estimating (Tuberculosis 
patients) of dispensing anti-TB drugs.  

4.1.8 Distribution of community pharmacies partnered with NTEP, data 

maintaining, patient follow up and interest in being recognized as treatment 

supporter of NTEP. 

In our study, only one pharmacy out of the 228 interviewed (0.44%) was 

partnered NTEP and discontinued because of no monitoring by NTEP health care 

professionals. 3/228 pharmacies (1.32%) maintained data of TB patients while most 

of the Community pharmacies (225/228) did not maintain any kind of data (98.68%).  

Similarly, only 2 community pharmacies follow-up of TB patients was took place 

(226/228; 99.12%) patients receiving anti-TB medications from them. After 

interviewing and explaining the role of community pharmacists to eradicate TB from 

India,84/228 (36.84%) community pharmacies shows interest to be part of treatment 

supporter of NTEP-DOTS but 144 community pharmacies did not show interest 

being part of a recognized as treatment supporter of NTEP (Table 12; Figure 12).  
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Table 12: Distribution of community pharmacies partnered with NTEP, Data 

maintaining, patient follow up and interest in being recognized as treatment 

supporter of NTEP. 

 Number of pharmacies % 

Partnered NTEP   

No 227 99.56 

Yes 1 0.44 

Data maintaining    

No 225 98.68 

Yes 3 1.32 

Follow-up on patients    

No 226 99.12 

Yes 2 0.88 

Interest as Treatment supporter NTEP    

No 144 63.16 

Yes 84 36.84 

Total 228 100.00 
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Figure 12: Graph showing the distribution of community pharmacies Partnered 

NTEP, data maintaining, patient follow up, and interest as treatment supporter 

of NTEP. 

 

4.1.9 Dispensing pattern of Anti-TB drugs by community pharmacies. 

The pattern of dispensing of the Anti-TB drug was studied in 86 pharmacies 

and an interesting pattern was observed (Table 13 and Figure 13). The majority of 

the community pharmacies (44/86; 51.16%) dispensing Anti-TB drugs according to 

prescriptions issued by Private physicians. 5 community pharmacies (5.81%) 

dispensing Anti-TB drugs based on both prescriptions, either by government 

physicians, private physicians, or self-medication. 8 Community pharmacies (9.30%) 

were dispensing Anti-TB drugs as per prescription from both private and 
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(2.33%) dispensing by Government physician and self-medication also. Only 1 

pharmacy (1.16%) dispensing on self-medication. Remaining 20 community 

pharmacies (23.26%) had no idea of dispensing pattern of Anti-TB drugs (Table 13). 

Table 13: Dispensing pattern of Anti-TB drugs by community pharmacies. 

Prescription No. of pharmacies % 

All (Govt., Private Physician and Self medication) 5 5.81 

Govt. Physician 3 3.49 

Private Physician 44 51.16 

Govt. and private Physician 8 9.30 

Private Physician and self-medication 3 3.49 

Govt. Physician and Self-medication 2 2.33 

Self-medication 1 1.16 

No idea 20 23.26 

Total 86 100.00 
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Figure 13: Graph showing the dispensing pattern of Anti-TB drugs by 

community pharmacies. 

 

4.2 Training 

After the initial survey, 60 community pharmacists from various areas were 

attended the training. As per NTEP Community pharmacist training module are 

focused and assessed Knowledge, Attitude, and Practice of community pharmacists. 

Half-day training program includes followings: 

1. Global and Indian scenario of Tuberculosis. 

2. Basic understanding of Tuberculosis and drug resistance tuberculosis. 
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6. Treatment supporter of NTEP. 

7. Follow up of TB Patients. 

8. Recording and reporting of TB Patients. 

9. Incentives provision for community pharmacists. 

10. National strategic plan 2017-25 to eradicate TB. 

11. Knowledge, Attitude, and Practice of community pharmacists in TB 

control and care. 
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4.2.1 The training program was conducted according to our Secondary 

objectives to train and Certify community pharmacists as a treatment 

supporter of NTEP. 
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4.2.2 Training program details: 

The training program was sponsored by District TB center, Belagavi. 

Department of Pharmacy Practice, KLE College of pharmacy college, Belagavi 

conducted a Training program on “Community Pharmacist as DOTS Provider” in 

Association with District Tuberculosis Center, Belagavi, and Regional office of the 

Deputy Drugs controller, Belagavi. 60 Community pharmacists from Belagavi city 

have participated. As a research scholar, Dr. Uday Kumar R  presented survey data 

in front of the Resource person and attended community pharmacists. Research 

Guide Dr. M S Ganachari, Professor and Head, Department of Pharmacy Practice 

overviewed the Research work. 

Chief Guest Dr. Shailaja Tammannavar, District Tuberculosis officer, 

Belagavi had Addressed the training program. Training of community pharmacists 

includes emphasized on new guidelines for developed for detection and financial 

support from state and central Government. The burden of tuberculosis in India, 

There is a huge role in community pharmacists for eradication TB from India. 

Lectured on Incentives for community pharmacists and can also become treatment 

support from NTEP. Importance of community pharmacists involving in PPM 

(Public-private partnership) to eradicate TB from India.  

Deepak N Gaikwad, Deputy Drug Controller, Regional office of the 

Deputy Drugs Controller, Belagavi. Lectured on Community pharmacists should be 

strengthened to fulfill the vision of NTEP to eradicate TB from India. He assured 

and permitted Community pharmacists for treatment support of NTEP for the 

convenience of tuberculosis patients and to increase the adherence of Anti-

tuberculosis drugs. He also addressed community pharmacists must be united to 
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eradicate TB. He also delivered a lecture on Schedule H and Schedule H1 and the 

documentation process of Anti-TB drugs. 

Raghuram NY, Assistant Drug Controller, Regional office of the Deputy 

Drugs Controller, Belagavi, Addressed that emphasized on MDR-TB and steps to be 

taken to prevent and eradicate TB and also lectured on permission required to 

become treatment supporter of NTEP. 

Dr. Karadiguddi, Retired District TB officer [DTO]  also shared his 

experience on tuberculosis control and care in India. Certificates have been issued to 

community pharmacists and students from KLE College of Pharmacy, Belagavi also 

attended the training Program. 
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4.2.3 Inauguration of training  
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4.2.4 Prof. (Dr.) M S Ganachari, Head, Department of Pharmacy Practice, KLE 

College of Pharmacy, overviewed the training program. 

 

4.2.5 Being a research scholar presented Survey Data in front of Resource persons. 
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4.2.6 Dr. Shailaja Tammannavar, District TB Control officer, Delivered training 

as per Community pharmacist NTEP training module. 

 

4.2.7 Deepak N Gaikwad, Deputy Drug Controller, Delivered training on Schedule 

H and Schedule H1 and documentation process of Anti-TB drugs. 
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4.2.8 Raghuram NY, Assistant Drug controller, delivered a lecture on permission 

required to become treatment supporter of NTEP-DOTS. 

 

4.2.9 Dr. Karadiguddi, Retired District TB control officer, Shred his experience on 

TB prevention and care in India. 
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4.2.10 Participant’s group photo 
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4.2.11 News Pater Cuttings: Prajavani Newspaper and Deccan Herald 

Newspaper.  
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4.2.12 Published in News Bulletin Library: A weekly publication from ICMR-

NIRT Library. Year: 2019, volume:2, Issue No.: 19. 
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4.2.13 Local news channel: Pragathivahini 

https://pragativahini.com/author/pragativahini/  

 

 
Pragativahini News, Belagavi 
 Department of Pharmacy, KLE College of pharmacy college, Belagavi 
conducted a Training program on “Community Pharmacist as DOTS Provider” in 
Association with District Tuberculosis centre, Belagavi and Regional office of the 
Deputy Drugs controller, Belagavi. 
 Community pharmacist, Druggist, Retailer, Chemist from Belagavi city are 
participated. Before training program preliminary survey had  took in community 
pharmacy across Belagavi city for aware of tuberculosis. 
 Chief Guest, District Tuberculosis control officer Dr. Shailaja Tammanavar 
has Given a training to community pharmacist on emphasized on new guidelines for 
developed for detection and financial support from state and central Government. 
Burden of tuberculosis in India, There is a huge role on community pharmacist for 
eradication TB. Incentives for community pharmacist and community pharmacist 
can do the treatment support from RNTCP Drugs. 
 Guest of Honor Deputy Drug controller Deepak N Gaikwad has given a 
speech, Role of community pharmacist should be strengthened to fulfill the vision of 
RNTCP Program to eradicate TB from India. We will give the permission for 
treatment support from RNTCP Drugs to increase the adherence. He also addressed 
community pharmacist must be united to eradicate TB 
 Assistant Drug controller Raghuram NY, Addressed that emphasized on 
MDR-TB and steps to be taken to prevent and eradicate TB. He also addressed 
community pharmacist must be united to eradicate TB. He assured that Drug 
controller Dept. will assure to become community pharmacist as treatment supporter 
of RNTCP Drugs. 
 Program Co-ordinator,  HoD Dept. of Pharmacy Practice Dr. M S Ganachari 
Addressed the survey report of Anti-Tuberculosis drugs across the Belagavi city. 
Efforts should be made to fulfill the gap between private sector and government 
sector. 
 Principal, KLE College of Pharmacy Dr. BM Patil, had given presidential 
remarks. 
 Dr. Karadiguddi, Retired DTO also shared the stage and addressed. 
Around 60 community pharmacist are attended the training program  and students 
KLE college of Pharmacy also  participated in the training. 
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4.2.14 APTI BULLETIN: Vol. 20, Issue 119, May - June 2019 
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4.2.15 Demographic profile of pharmacists enrolled in the training program for 

this study. 

The demographic profile of 60 community pharmacists enrolled in the 

training program for this study has been given in Table 14.  As seen from the table, 

58 of the 60 participants (96.67) were males and only 2 female pharmacists (3.33%) 

enrolled for the study. 95% of the community pharmacists participating in the study 

were D. Pharm holders, with the rest 3 having B. Pharm degree (5%). There were no 

M. Pharm degrees holding Community pharmacists in the training group. The 

majority of the community pharmacists were within the age group of 40-49 years 

(31.67%), followed by the age group of 30-39 years (28.33%). Thus Community 

pharmacists within the age group of 30-50 years made up of almost 60% of the 

training group participants. Community Pharmacists beyond the age of 50, 11 in 

numbers, which is the least number of participants (18.33%). 21.67% of the total 

participating community pharmacists were less than 29 years of age. Data on total 

years of experience was also collected and tabulated in Table 15. The experience of 

most of the community pharmacists (40%) was in the range of 11-20 years. 

Relatively lower experienced pharmacists with 1-10 years of experience made up 

35% of the participant number. Community Pharmacists with an experience of more 

than 21 years (25%) were the lowest in number. 
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Table 14: Demographic profile of pharmacists enrolled in the training program 

for this study. 

Demographic profile No of pharmacists % of pharmacists 

Gender   

Male 58 96.67 

Female 2 3.33 

Education   

B. Pharm. 3 5.00 

D. Pharm. 57 95.00 

Age groups   

<=29yrs 13 21.67 

30-39yrs 17 28.33 

40-49yrs 19 31.67 

>=50yrs 11 18.33 

Experiences   

1-10yrs 21 35.00 

11-20yrs 24 40.00 

>=21yrs 15 25.00 

Total 60 100.00 

 



Results 

 Page 61 
  

4.2.16 Comparison of baseline, 3rd month and 6th month in each item of the 

questionnaire related to knowledge by Cochran's Q Test. 

Cochran’s Q test was employed to analyses the data collected via a developed 

questionnaire about knowledge of the community pharmacists enrolled in the study 

and comparison of the enhancement on knowledge at baseline, 3rd month, and 6th 

month of the training program. The first part of the questionnaire collected data 

regarding demographics and the second part had 25 questions of information 

regarding, the spread of TB infection, TB symptoms, and certain aspects of 

government run Anti TB programs such as NTEP and DOTS. The results were 

estimated from baseline data and analyzed with a p-value between 0.001-0.22.  

At baseline, between 85%-90% of the Community pharmacists had accurate 

knowledge regarding the spread from person to person by coughing. 80-85% of the 

community pharmacists knew about the effectiveness of NTEP, the use of N-95 

masks for control of TB spread, and airborne transmission of TB. Between 70-75% 

of Community pharmacists were knowledgeable about the transmission of TB and 

the correct use of the N-95 mask along with the prevalence of TB in Belagavi 

district. Regarding a family member being a DOTS provider, only 63% of the 

community pharmacists answered correctly. However, only 50%-60% of the 

Community pharmacists provided accurate answers to questions about modes of 

transmission of TB and multi-drug resistant TB. Only 46% of the community 

pharmacists had correct knowledge about sexual transmission of TB, which is 

negative, which indicates that most of the community pharmacists, before training, 

believed that TB is spread by sexual means. Similarly, 33.3% of the participants 

were aware that TB is not spread by talking. Lastly, more than 80% of the 
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community pharmacists had inaccurate knowledge regarding the use of surgical 

masks for TB prevention. 

In the 3rd month of training, it was observed that more than 96% of the 

participants provided correct answers, indicating significant improvement in 

knowledge. 93.3% of the community pharmacists provided an accurate response for 

query regarding use for masks for TB prevention as compared to 70% at baseline. 

Also, significant improvement was marked in case of questions related to TB 

transmission as 91% of participants answered accurately to those questions as 

compared to baseline. Only 5 had acquired knowledge regarding correct usage of N 

95 masks hence not much improvement was seen at the 3rd-month evaluation for that 

particular item in the questionnaire.   

At the 6th month review, more than 98% of the community pharmacists were 

able to provide correct responses to all the questions. The same was reflected in the 

Cochran’s Q test values where a large value was noted for item no. 7 which indicated 

a higher difference between learning at baseline as compared to that at 6 months 

(Table 15). The p-values were most at 0.001 indicating that the data was statistically 

significant. 
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Table 15: Comparison of baseline, 3rd month and 6th month in each item of a 

questionnaire related to knowledge by Cochran's Q Test. 

Questions Correct Knowledge at Cochran's 

Q Test 

P-value 

Baseline % 3 

months 

% 6months % 

Q1 50 83.33 58 96.67 60 100.00 16.8000 <0.001 

Q2 57 95.00 59 98.33 60 100.00 4.6666 0.0969 

Q3 52 86.67 60 100.00 60 100.00 16.0000 <0.001 

Q4 54 90.00 59 98.33 60 100.00 10.3333 0.0057* 

Q5 57 95.00 59 98.33 60 100.00 4.6666 0.0969 

Q6 48 80.00 59 98.33 60 100.00 22.1666 <0.001 

Q7 58 96.67 59 98.33 60 100.00 3.0000 0.2231 

Q8 42 70.00 58 96.67 60 100.00 32.4444 <0.001 

Q9 45 75.00 58 96.67 60 100.00 26.5333 <0.001 

Q10 52 86.67 55 91.67 60 100.00 8.9090 0.0116* 

Q11 38 63.33 58 96.67 59 98.33 38.2727 <0.001 

Q12 28 46.67 55 91.67 60 100.00 53.8787 <0.001 

Q13 46 76.67 60 100.00 60 100.00 28.0000 <0.001 

Q14 31 51.67 55 91.67 59 98.33 40.4705 <0.001 

Q15 52 86.67 59 98.33 60 100.00 12.6666 0.0018* 

Q16 52 86.67 59 98.33 60 100.00 12.6666 0.0018* 
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Q17 30 50.00 55 91.67 59 98.33 53.8787 <0.001 

Q18 35 58.33 59 98.33 60 100.00 8.0800 <0.001 

Q19 20 33.33 59 98.33 60 100.00 78.0500 <0.001 

Q20 49 81.67 58 96.67 60 100.00 17.1667 <0.001 

Q21 7 11.67 55 91.67 59 98.33 96.6154 <0.001 

Q22 42 70.00 47 78.33 59 98.33 22.9000 <0.001 

Q23 45 75.00 56 93.33 59 98.33 23.2857 <0.001 

Q24 42 70.00 58 96.67 60 100.00 32.4444 <0.001 

Q25 33 55.00 58 96.67 60 100.00 32.4444 <0.001 

*p<0.05 

4.2.17 Comparison of baseline, 3rd month and 6th month in each item related to 

a questionnaire related to attitude and practice towards TB infection by 

Cochran's Q Test. 

Community pharmacists participating in the training program were also 

evaluated based on their attitudes and practices towards TB infection and control. 

The topics like patient therapy, public-private combination, TB care, application, and 

use of government mandated like DOTS and NIKSHAY app. Responses to the 14 

questions in the questionnaire were collected at baseline and after the 3rd month and 

6th month of training as described in the previous section. 

Table 16 presents the data on the evaluation of Community pharmacists for 

their attitude and practice towards TB infection and control. At baseline, many of the 

community pharmacists were unable to provide accurate answers to most of the 
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questions, indicating that there were gaps in the attitude and practice of the 

community pharmacist towards TB. 81%-83% Community pharmacists provided 

accurate answers to questions relevant to patient data collection and maintenance of 

records. 55%-73% of participants were aware of initiatives provided by NTEP for 

Community pharmacists referring to TB patients or the provisions NTEP had for 

including Community pharmacies as treatment supporter of NTEP. Only 28 

(46.66%) of the 60 participants were aware of the NIKSHAY app and 22 (36.67%) 

of the 60 were aware of the Public-Private Mix (PPM) for Tuberculosis control and 

care. None of the 60 community pharmacists (0%) had received training from the 

NTEP.  

Significant improvement in attitude and practice was observed after 3rd 

month from baseline. 100% of the Community pharmacists provided accurate 

responses to 8 out of the 14 questions in the list about NTEP initiatives and 

dispensing of TB medications. Further improvement in attitude and practice was 

observed after 6 months of training as 100% of the participants were able to respond 

to 11 out of the 14 questions. The rest of the questions had responses of more than 

98% of the community pharmacists indicating an improvement in attitude and 

practice after training.  

 

 

 



Results 

 Page 66 
  

Table 16: Comparison of baseline, 3rd month and 6th month in each item related 

to a questionnaire related to attitude and practice toward TB infection and 

control by Cochran's Q Test. 

Questions Baseline % 3 

months 

% 6 

months 

% Cochran's 

Q Test 

P-value 

Q1 54 90.00 58 96.67 60 100.00 9.3333 0.0094* 

Q2 50 83.33 59 98.33 60 100.00 8.2000 <0.001 

Q3 54 90.00 60 100.00 60 100.00 12.0000 0.0024* 

Q4 49 81.67 60 100.00 60 100.00 22.0000 <0.001 

Q5 49 81.67 60 100.00 60 100.00 22.0000 <0.001 

Q6 44 73.33 60 100.00 60 100.00 32.0000 <0.001 

Q7 0 0.00 60 100.00 60 100.00 120.0000 <0.001 

Q8 22 36.67 60 100.00 60 100.00 76.0000 <0.001 

Q9 39 65.00 60 100.00 60 100.00 42.0000 <0.001 

Q10 33 55.00 59 98.33 60 100.00 52.0740 <0.001 

Q11 33 55.00 59 98.33 59 98.33 52.0740 <0.001 

Q12 34 56.67 58 96.67 59 98.33 46.2307 <0.001 

Q13 28 46.67 60 100.00 60 100.00 64.0000 <0.001 

Q14 34 56.67 57 95.00 58 96.67 46.2307 <0.001 

*p<0.05 
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4.2.18 Comparison of baseline, 3rd month and 6th month on each item on 

Attitudes and Practice on National Strategic Plan (2017-25) by Cochran's Q 

Test. 

A 4 question questionnaire was used to collect data regarding Attitudes and 

Practice on National Strategic Plan by Cochran's Q test and the results are given in 

Table 17. It was observed that at baseline, of the 60 community pharmacists enrolled 

in training the number of participants who could respond to Q1, Q2, Q3, and Q4 

were 9, 16, 32, and 28 respectively, indicating low awareness about NSP by 

community pharmacists. In all cases, the number of participants responding 

increased to 56, 57, 58, 58 after 3rd month and to 58, 60, 60, 59 after 6th month 

respectively. This increase in scores for attitude and practice is also reflected in 

Cochran's Q Test scores where larger values are noted which indicates greater 

improvements.  

Table 17: Comparison of baseline, 3rd month and 6th month in each item 

Attitudes and Practice on National Strategic Plan (2017-25) by Cochran's Q 

Test. 

Questions Baseline % 3 

months 

% 6 

months 

% Cochran's 

Q Test 

P-

value 

Q1 9 15.00 56 93.33 58 96.67 94.1632 <0.001 

Q2 16 26.67 57 95.00 60 100.00 80.5777 <0.001 

Q3 32 53.33 58 96.67 60 100.00 50.4827 <0.001 

Q4 28 46.67 58 96.67 59 98.33 56.4242 <0.001 

*p<0.05 
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4.2.19 Comparison of baseline, 3rd month and 6th month time points with 

knowledge, attitude and practice scores towards TB infection control by 

dependent t-test. 

The dependent t-test (called the paired-samples t-test in SPSS Statistics) 

compares the means between two related groups on the same continuous, dependent 

variable. In our study, a paired t-test was run on the on knowledge, attitude and 

practice data collected from questionnaires from 60 community pharmacists to 

determine whether there was a statistically significant mean difference between 

baseline data Vs. data obtained at 3rd month and 6th month. Also data obtained at 3rd 

month compared with data obtained at 6th month.  

4.2.20 Comparison of baseline, 3rd month and 6th month time points with 

knowledge scores towards TB infection control by dependent t-test. 

The results for the comparison of knowledge score for various data points 

have been given in Table 18 and Figure 14. Community pharmacists scored better 

after 3 months of training on the knowledge aspect of TB (23.92± 1.28) as opposed 

to the baseline scores (17.75 ± 3.49); a statistically significant increase of -6.17 ± 

2.92, t= 16.3703, p< 0.001. This accounted for 34.74% enhancement of knowledge 

within the group. Between baseline data (17.75± 3.49) and data collected after 6th 

month post training (24.90±0.30) the mean difference was noted to be -7.15 ± 3.47 

which was statistically significant at t=15.9693, p< 0.001. The % enhancement in 

knowledge was calculated to be 40.28%, which is higher as compared to the % 

increase between baseline and 3rd-month scores. There was just marginal 

improvement between scores of 3rd month (23.92± 1.28) and 6th month (24.90±0.30) 

which was calculated to be 4.1% increase at t=-5.9409, p< 0.001. This shows that the 
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maximum effect of training impact on knowledge was seen in the 3rd month of the 

study. 

Table 18: Comparison of baseline, 3rd month and 6th month time points with 

knowledge scores towards TB infection control by dependent t-test. 

Timepoints Mean Std.Dv. Mean Diff. SD Diff. % of change Paired t p-value 

Baseline 17.75 3.49      

3 months 23.92 1.28 -6.17 2.92 -34.74 -16.3703 <0.001 

Baseline 17.75 3.49      

6 months 24.90 0.30 -7.15 3.47 -40.28 -15.9693 <0.001 

3 months 23.92 1.28      

6 months 24.90 0.30 -0.98 1.28 -4.11 -5.9409 <0.001 
 

Figure 14: Comparison of baseline, 3rd month and 6th month time points with 

knowledge scores towards TB infection control by dependent t-test. 
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4.2.21 Comparison of baseline, 3rd month and 6th month time points with 

Attitude and Practice scores towards TB infection control by dependent t-test. 

The results for the comparison of Attitude and Practice score for various data 

points have been given in Table 19 and Figure 15. Community Pharmacists scored 

better after 3rd month of training on the attitude and practice of TB (13.83± 0.49) as 

opposed to the baseline scores (8.72± 3.57); a statistically significant increase of -

5.12 ± 3.48, t= -11.3737, p< 0.001. This accounted for 58.70% enhancement of 

Attitude and Practice within the group. Between baseline data (8.72± 3.57) and data 

collected after 6th month post-training (13.93±0.25) the mean difference was noted to 

be -5.22 ± 3.56 which was statistically significant at t=-11.3634, p< 0.001. The % 

enhancement was calculated to be 59.85%, which is marginally higher as compared 

to the % increase between baseline and 3rd month scores. There was insignificant 

improvement between scores of 3rd month (13.83± 0.49) and 6th month (13.93±0.25) 

which was calculated to be 0.72% increase at t=-2.1872, p< 0.0327, which was 

statistically significant since p<0.05. This shows that the maximum effect of training 

on Attitude and Practice was seen within 3rd month of conducting training and there 

was no further enhancement from 3rd month to 6th month since most of the 

community pharmacists had been equipped with the correct Attitude and Practice 

towards TB infection and control. 
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Table 19: Comparison of baseline, 3rd month and 6th month time points with 

attitude and practice scores towards TB infection control by dependent t-test. 

Timepoints Mean Std.Dv. Mean Diff. SD Diff. % of change Paired t p-value 

Baseline 8.72 3.57      

3 months 13.83 0.49 -5.12 3.48 -58.70 -11.3757 <0.001 

Baseline 8.72 3.57      

6 months 13.93 0.25 -5.22 3.56 -59.85 -11.3624 <0.001 

3 months 13.83 0.49      

6 months 13.93 0.25 -0.10 0.35 -0.72 -2.1872 0.0327* 

*p<0.05 

Figure 15: Comparison of baseline, 3rd month and 6th month time points with 

attitude and practice scores towards TB infection control by dependent t-test 
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4.2.22 Comparison of baseline, 3rd month and 6th month time points with 

Attitude and Practice scores towards a national strategic plan (2017-25) by 

dependent t-test. 

 The mean scores and improvement in Attitude and Practice on national 

strategy plan however saw marked improvement post-training as seen in Table 20 

and Figure 16. Participants scored higher after 3rd month of training on attitude and 

practice on national strategy plan of TB (3.13 ± 0.62) as opposed to the baseline 

scores (1.42± 1.33); a statistically significant increase of -1.72 ± 1.03, t= -12.9524, 

p< 0.001. This accounted for 121.18% enhancement of scores on Attitude and 

Practice on the national strategic plan within the group after training. Between 

baseline data (1.42± 1.33) and data collected after 6th-month post-training 

(3.95±0.22) the mean difference was noted to be -2.53 ± 1.33 which was statistically 

significant at t=-14.7142, p< 0.001. The % enhancement in knowledge was 

calculated to be 178.82%, which is significantly higher as compared to the % 

increase between baseline and 3rd month scores. This indicated that the Community 

Pharmacists took some time to comprehend and adopt mandates outlined in the 

national strategic plans for Attitude and Practice, which is reflected in the data 

between the 3rd month score and 6thmonth score. There was insignificant 

improvement between scores of 3 months (3.13 ± 0.62) and 6 months (3.95±0.22) 

which was calculated to be 26.6% increase at t=-11.1522, p< 0.001, which was 

higher than what was observed for knowledge and “attitude and practice”.  
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Table 20: Comparison of baseline, 3rd month and 6th month time points with 

attitude and practice scores towards a national strategic plan (2017-25) by 

dependent t-test. 

Timepoints Mean Std.Dv. Mean Diff. SD Diff. % of change Paired t p-value 

Baseline 1.42 1.33      

3 months 3.13 0.62 -1.72 1.03 -121.18 -12.9524 <0.001 

Baseline 1.42 1.33      

6 months 3.95 0.22 -2.53 1.33 -178.82 -14.7142 <0.001 

3 months 3.13 0.62      

6 months 3.95 0.22 -0.82 0.57 -26.06 -11.1522 <0.001 

  

Figure 16: Comparison of baseline, 3rd month and 6th month time points with 

attitude and practice scores towards the national strategic plan (2017-25). 

 

0.00

0.50

1.00

1.50

2.00

2.50

3.00

3.50

4.00

4.50

Baseline 3 months 6 months

1.42

3.13

3.95

1.33

0.62
0.22

M
ea

n 
va

lu
e

Mean Std.Dv.



Results 

 Page 74 
  

4.2.23 Correlation between baseline “knowledge”, “attitude and practice scores 

towards TB infection control” and “attitude and pra ctice scores towards a 

national strategic plan” by Karl Pearson’s correlation coefficient. 

In our study, the relationship between “knowledge”, “attitude and practice 

towards TB control” and “attitude and practice scores towards the national strategic 

plan” was evaluated by Karl Pearson’s correlation coefficient to analyze how one 

variable affects the other. The results have been given in Table 21. No correlation 

was found between “knowledge” and “attitude and practice towards control of TB 

infection control” or between “knowledge” and “attitude and practice towards the 

national strategic plan”. Also, the correlation between “attitude and practice towards 

TB infection control ” or between “knowledge” and “attitude and practice towards 

the national strategic plan” was not established by Karl Pearson’s correlation. The 

strongest correlation was observed to be between scores for “knowledge” and scores 

for “attitude and practice towards national strategic plan” (r= 0.1397, p=0.2870), 

followed by the correlation between scores for “knowledge and scores for “attitude 

and practice towards TB control” (r= 0.1195, p=0.3630). In both cases, since the p-

values were > 0.05, statistical significance was not strong and this could be due to 

the low sample size of the study (n=60).  The correlation between scores for “attitude 

and practice towards TB control” and that of “attitude and practice towards the 

national strategic plan” was also established by the Karl Pearson’s correlation 

coefficient analysis, but since the r values were closer to 0, the correlation was not 

seen as strong one (r=0.0502, p=0.7030). 
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Table 21: Correlation between baseline “knowledge”, “attitude and practice 

scores towards TB infection control” and “attitude and practice scores towards 

a national strategic plan (2017-25)”  by Karl Pearson’s correlation coefficient. 

Variables Summary Knowledge Attitude and 

practice towards 

TB control 

Attitude and practice 

scores towards a 

national strategic plan 

Knowledge r-value -   

p-value -   

Attitude and 

practice TB 

r-value 0.1195 -  

p-value 0.3630 -  

Attitude and 

practice scores 

towards the 

national  

strategic plan 

r-value 0.1397 0.0502 - 

p-value 0.2870 0.7030 - 

 

4.2.24 Comparison of levels of “knowledge, attitude and practice scores towards 

TB infection control” and “attitude and practice towards NSP (2017-25)” at 

baseline, 3rd month and 6th month. 

The objectives of undertaking training for the community pharmacists, 

aligned with the core objective of the overall study, to introduce global and Indian 

scenario of TB to the community pharmacist and help them understand the basic 

roles of the community pharmacist in generating community awareness on TB, 

identification, and referral of TB suspects, DOTS provision, recording and reporting 

and rational use of anti TB drugs. The training was also aimed at imparting 

knowledge on the principles and strategy of the NTEP and Directly Observed 

Treatment Short-course (DOTS) to the community pharmacists. 
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To assess the effectiveness of the training program undertaken in our study 

towards fulfilling the objective outlined above, it was necessary to analyze the levels 

of understanding and comprehension of the Community pharmacists on each 

criterion. In our study, scores <=50% were assigned as low level, the average level 

was assigned between (51-76%), and scores >= 76% were designated as high scores. 

The data were analyzed at baseline, after 3rd month and 6th month of training to 

evaluate the number of community pharmacists at each level of comprehension. 

Further, Wilcoxon matched pairs test was employed to establish the statistical 

significance of the data in this case.  

Data on the comparison of levels of knowledge at baseline, 3rd month, and 6th 

month have been presented in Table 22 and Figure 17. At baseline, 10% of the 

Community pharmacists were found to have low levels (<=50%) of knowledge. 33 

of the 60 participants were found to have high levels of knowledge regarding TB, its 

interventions and this constituted 55% of the sample size. Remaining 21 Community 

pharmacists of the 60 (35%) were recorded to have average knowledge regarding 

TB. After 3 months of post-training sessions on various aspects of TB viz. 

transmission, symptoms, interventions, and government-mandated programs, 

significant improvement was observed in the knowledge levels of the participants. 

100% of the community pharmacists (60/60) were analyzed to have high knowledge 

levels (>=76%) after 3rd month of training and this data was replicated in the 6th 

month observation. This indicated that the effectiveness of the training program 

towards enhancing knowledge levels of participating community pharmacists have 

been very profound. Z-values obtained for Wilcoxon matched pairs test run on the 

data regarding knowledge levels were found to be 4.5407 which correlated to a p-
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value < 0.001, which showed that the data was statistically significant in terms of the 

difference between the two paired groups. 

Similar results were obtained when the levels of attitude and practice of 

community pharmacists towards TB infection control were compared and analyzed. 

The results have been presented in Table 23 and Figure 18. As seen from the results, 

at baseline the number of Community pharmacists at the low level (scores <=50%) 

and high levels (scores >= 76%) were almost equal, the number of Community 

pharmacists for low level and high level being at 27 (45%) and 26 (43.3%) 

respectively. 7 out of 60 Community pharmacists registered average on the level 

scale for Attitude and Practice towards TB infection control and this constituted 

11.67% of the total number of Community pharmacists. Similar to knowledge 

scores, after the 3rd month of the training session imparted by our study, 100% of the 

participants belonged to the high level (scores >=76%) category and the trend was 

repeated in the 6th month. In this case, training had been effective in enhancing the 

Attitude and Practice norms of pharmacists. Z-values obtained for Wilcoxon 

matched pairs test run on the data on attitude and practice scores towards TB control 

was found to be 5.0862 which correlated to a p-value < 0.001. This was higher than 

that obtained for knowledge indicating that the difference between baseline, 3rd, and 

6th month was higher in case of levels of Attitude and Practice as compared to the 

difference between baseline, 3rd, and 6th month for knowledge. 

Interesting outcomes were however obtained while comparing the Attitude 

and Practice scores towards national strategic plans (Table 24 and Figure 19). It 

details various aspects of TB in India about pathology, transmission, control, 

planned intervention, government-directed treatment regimes along with the roles of 
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various stakeholders. In our study, we observed that 75% of the Community 

pharmacists (45 out of 60 community pharmacists) were found to be in the low-level 

range (<=50% score) for Attitude and Practice towards NSP. 11 out of 60 

participants (18.3%) were analyzed to be an average level and only 4 out of the 60 

Community pharmacists (6.67%) were at a high level for Attitude and Practice 

towards national strategic plans.  

Unlike “knowledge” and “attitude and practice for TB control”, after 3rd 

month of the training session imparted by our study, only 25%  of the Community 

pharmacists (15 out of 60) belonged to the high level (scores >=76%) category. The 

number of community pharmacists in the low-level category however decreased 

from 45 to 6, amounting to 10% of the total number and the number of Community 

pharmacists at the average level increased from 11(18.3%) to 39 (65%). After the 6th 

month from training, 95% of the Community pharmacists were at a high level and 

there were no Community pharmacists at the low level. The number of Community 

pharmacists scoring average came down from 65% in 3rd month to 5% in the 6th 

month. Z-values obtained for Wilcoxon matched pairs test run on the data on 

Attitude and Practice scores towards a national strategic plan for baseline vs. 3 

months was found to be 5.9175 which correlated to a p-value < 0.001. Z-score for 

Baseline vs. 6 months and that for 3 months vs. 6 months were found to be 6.4515 

and 5.8413 respectively, while p-values for all the cases were noted to be < 0.001, 

indicating statistical significance of all the pairs tested. The higher z score for 

Baseline vs. 6th month reflects the improvement in Attitude and Practice towards 

National strategic plans after training.  
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Table 22: Comparison of levels of knowledge at baseline, 3rd month and 6th 

month. 

Levels Baseline % 3 months % 6 months % 

Low level (<=50%) 6 10.00 0 0.00 0 0.00 

Average level (51-75%) 21 35.00 0 0.00 0 0.00 

High level (>=76%) 33 55.00 60 100.00 60 100.00 

Total 60 100.00 60 100.00 60 100.00 

Wilcoxon matched-pairs test Z-value p-value 

Baseline vs. 3 months 4.5407 <0.001 

Baseline vs. 6 months 4.5407 <0.001 

3 months vs. 6 months -- -- 
 

Figure 17:  Graph showing the comparison of levels of knowledge at baseline, 

3rd month and 6th month. 
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Table 23: Comparison of levels of attitude and practice scores towards TB 

infection control at baseline, 3rd month and 6th month. 

Levels Baseline % 3 months % 6 months % 

Low level (<=50%) 27 45.00 0 0.00 0 0.00 

Average level (51-75%) 7 11.67 0 0.00 0 0.00 

High level (>=76%) 26 43.33 60 100.00 60 100.00 

Total 60 100.00 60 100.00 60 100.00 

Wilcoxon matched-pairs test Z-value p-value 

Baseline vs. 3 months 5.0862 <0.001 

Baseline vs. 6 months 5.0862 <0.001 

3 months vs. 6 months -- -- 
 

Figure 18: Graph showing the comparison of levels of attitude and practice 

towards TB control at baseline, 3rd month and 6th month. 
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Table 24: Comparison of levels of Attitude and practice scores towards national 

strategic plan at baseline, 3rd month and 6th month. 

Levels Baseline % 3 months % 6 months % 

Low level (<=50%) 45 75.00 6 10.00 0 0.00 

Average level (51-75%) 11 18.33 39 65.00 3 5.00 

High level (>=76%) 4 6.67 15 25.00 57 95.00 

Total 60 100.00 60 100.00 60 100.00 

 Z-value p-value 

Baseline vs. 3 months 5.9175 <0.001 

Baseline vs. 6 months 6.4515 <0.001 

3 months vs. 6 months 5.8413 <0.001 
 

Figure 19: Graph showing a comparison of levels of Attitude and practice scores 

towards national strategic plan (2017-25) at baseline, 3rd month and 6th month. 
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4.2.25 Comparison of years of experience of participating pharmacists with 

baseline, 3rd month and 6th month scores on “knowledge”, “attitude and 

practice towards TB infection control” and “attitud e and practice towards a 

national strategic plan (2017-25)” by one way ANOVA. 

Experience plays a great role in determining the overall skill and approach of 

any professional in the workplace. It was therefore of interest to evaluate the effect 

of experience on “knowledge”, “attitude, and practice towards control of TB” and 

“attitude and practice towards national strategic plans”. The participants were 

divided into three groups based on experience (1-10 years, 11-20 years, and >=20 

years of experience in a pharmacy setting) and the scores were analyzed by one way 

ANOVA to establish the effect.  Here experience was designated as the independent 

variable. The results have been given in Table 25-27 and Figure 20-22. 

It was observed that there was not much difference between baseline scores 

and scores at 3rd months and 6th months for knowledge. The difference in mean 

scores was also similar between the three groups of experience at baseline and 

thereafter, indicating that training does not confirm any additional effect on 

knowledge related to experience. A similar trend was noticed for scores for “attitude 

and practice towards TB control” where the effect of experience on improving scores 

was not much effective in the groups of 1-10 years experience and 11-20 years 

experience. However, the group with >=21 years of experience the change in mean 

scores was almost in the range of 50% after training, and it was significant as 

indicated by the p-value.  The difference in mean scores between various groups 

based on experience was more significant in scores on “attitude and practice on 

national strategic plan (2017-25)”. Here the effect of intervention and training was 
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significant. Amongst the three groups, the difference in mean scores was highest for 

experience >=21 years indicating a willingness to upgrade the knowledge and be 

updated. All differences in mean scores were statistically significant as indicated by 

p values (p<0.05). 

Table 25: Comparison of Experiences with baseline, 3rd month and 6th month 

knowledge scores by one way ANOVA. 

Experiences Baseline 3 months 6 months 

Mean SD Mean SD Mean SD 

1-10yrs 17.67 3.64 23.90 1.04 24.86 0.36 

11-20yrs 18.17 3.48 23.75 1.59 24.92 0.28 

>=21yrs 17.20 3.43 24.20 1.01 24.93 0.26 

Total 17.75 3.49 23.92 1.28 24.90 0.30 

F-value 0.3560 0.5639 0.3305 

p-value 0.7020 0.5721 0.7199 

Pairwise comparisons by Tukeys multiple posthoc procedures 

1-10yrs vs. 11-20yrs p=0.8836 p=0.9151 p=0.7927 

1-10yrs vs. >=21yrs p=0.9192 p=0.7776 p=0.7430 

11-20yrs vs. >=21yrs p=0.6843 p=0.5423 p=0.9851 
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Figure 20: Comparison of Experiences with baseline, 3rd month and 6th month 

knowledge scores by one way ANOVA. 
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Table 26: Comparison of Experiences with baseline, 3rd month and 6th month 

attitude and practice scores towards TB infection control by one way ANOVA. 

Experiences Baseline 3 months 6 months 

Mean SD Mean SD Mean SD 

1-10yrs 9.10 3.75 13.81 0.51 13.95 0.22 

11-20yrs 9.38 3.08 13.79 0.59 13.88 0.34 

>=21yrs 7.13 3.80 13.93 0.26 14.00 0.00 

Total 8.72 3.57 13.83 0.49 13.93 0.25 

F-value 2.0736 0.4106 1.2424 

p-value 0.1351 0.6652 0.2964 

Pairwise comparisons by Tukeys multiple posthoc procedures 

1-10yrs vs. 11-20yrs p=0.9616 p=0.9922 p=0.5590 

1-10yrs vs. >=21yrs p=0.2316 p=0.7435 p=0.8407 

11-20yrs vs. >=21yrs p=0.1365 p=0.6648 p=0.2912 
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Figure 21: Graph showing the comparison of Experiences with baseline, 3rd 

month and 6th month scores for attitude and practice towards TB   infection 

control by one way ANOVA. 
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Table 27: Comparison of Experiences with baseline, 3rd month and 6th-month 

Attitude and practice scores towards a national strategic plan (2017-25) by one 

way ANOVA. 

Experiences Baseline 3 months 6 months 

Mean SD Mean SD Mean SD 

1-10yrs 1.67 1.46 3.14 0.57 4.00 0.00 

11-20yrs 0.96 1.12 2.88 0.61 3.88 0.34 

>=21yrs 1.80 1.32 3.53 0.52 4.00 0.00 

Total 1.42 1.33 3.13 0.62 3.95 0.22 

F-value 2.5401 6.0276 2.4429 

p-value 0.0878 0.0042* 0.0960 

Pairwise comparisons by Tukeys multiple posthoc procedures 

1-10yrs vs. 11-20yrs p=0.1703 p=0.2733 p=0.1345 

1-10yrs vs. >=21yrs p=0.9505 p=0.1205 1.0000 

11-20yrs vs. >=21yrs p=0.1290 p=0.0029* p=0.1890 

*p<0.05 
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Figure 22: Graph showing a comparison of Experiences with baseline, 3rd 

month and 6th month scores for attitude and practice towards national strategic 

plan (2017-25) by one way ANOVA. 
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Screened 59 patients and recruited 50 patients and all the patients referred to 

NTEP. 

� Intervention components 

� Recruitment of Pulmonary TB patients: Screened 59 pulmonary 

Tuberculosis patients and recruited 50 patients in community 

pharmacies who are receiving Anti-TB drugs. 

� Supervision and monitoring: Clinical pharmacists visited community 

pharmacies for post-training (3rd and 6th month) to assess the 

implementation of Community pharmacists Knowledge, attitude, and 

practice to deliver the best TB services. 

� Modified Kuppuswamy’s Socioeconomic Status (SES) Scale 2019 

[Annexure VI]: To assess the socioeconomic status of TB Patients . 

� Morisky Medication Adherence Scale (MMAS-8) [Annexure VII]: 

The best self-reporting measures for assessing medication 

enforcement. The MMAS-8's reliability and validity were or have 

already been evaluated in many languages through diverse cultures, 

environments, and diseases. 

� FACIT- Satisfaction With Pharmacist (SWiP) [Annexure VIII]: The 

seven elements on the Pharmacist Satisfaction (SWiP) scale was 

graded on a Likert scale of five points (0 = not at all to 4 = very 

much). TB patients feedback about community pharmacists service 

was recorded. 

� Health-related QoL (SF-12) [Annexure IX]: The questions were 

grouped, graded, and weighted to establish two measures that offer 



Results 

 Page 90 
  

insight into mental and physical activity and general quality of life 

relevant to health. 

� Compliance: Clinical pharmacist and Community pharmacist’s 

collaborative interventions had proved a better outcome of pulmonary 

tuberculosis patient’s treatment and care. 

4.3 Intervention group: Socio-demographic profiles and habits of TB patients 

receiving Anti TB drugs at community pharmacies  

Collaborative intervention between clinical pharmacist and community 

pharmacists were carried out in this group (Flow chart 1). 59 patients were screened 

and recruited 50 patients; all the TB patients were referred to NTEP. Data were 

collected from a total of 50 patients receiving Anti TB medicines from community 

pharmacies. The socio-demographic profiles of patients have been given in Table 28 

and Table 29. 70% of the patients were males and 30% females. The mean age group 

of TB patients was calculated to be 37.9 years with 46% of the patients in the age 

group of <= 30 years. Patients within the age group of 41-50 years taking TB 

medicines from Community pharmacies were least in numbers accounting for 10% 

of the total number of TB patients. The number of TB patients belonging to rural 

settings (58%) was higher as compared to patients from urban areas (42%). The 

average weight of the patients was around 50 kgs with the highest number of patients 

(30%) weighing between 51-60kgs. Patients with weight above 71 kg were 

significantly lower (4%). 70% of the patients were married.  

Modified Kuppuswamy Socioeconomic scale 2019 was used to assess the 

socioeconomic status of patients receiving TB medications from community 

pharmacies. According to this scale, the TB patients were grouped into 4 
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socioeconomic classes based on the monthly income of the family as shown in Table 

29. In this study, 5 out of the 50 patients (10%) TB patients were illiterate and 45 

(90%) were literate. Among the literate participants, the majority had completed 

intermediate or post-high school education (26%) followed by primary school 

education and secondary level education (18% each). 14 out of the 50 TB patients 

(28%) were educated at the university level, which is significant. 62% of the patients 

were employed and 38% were without any job.  Those who were employed most of 

them worked as a semi-skilled workers (28%). According to the modified 

Kuppuswamy scale 2019, 36 % of the patients were earning between Rs. 7,887 to 

13,160 per month (CPI). 28% of the patients earned <= 2640 Rs per month. Hence 

according to this scale, the majority of TB Patients (62%) belonged to the Upper 

Lower class. The middle class (Upper Middle and Lower Middle) together accounted 

for 36% of study participants. Only 2% of the total number of TB patients receiving 

TB medicine belonged to the lower section of the society. 

Habits of the TB patients were also documented and have been presented in 

Table 30. Of the 50 patients Counseled, 32 reported not having any detrimental 

habits (64%). Within the group, 2% of the patients were found to be smokers who 

also consumed tobacco and alcohol. Alcohol with tobacco and smoking with tobacco 

accounted for 2% (each) of the study group. 14% of the patients consumed only 

alcohol and 6% had tobacco as the only habit. There were no exclusive smokers in 

the group of patients studied. 
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Table 28: Socio-demographic profile of patients. 

Socio-demographic profile No. of patients % of patients 

Sex   

Male 35 70.00 

Female 15 30.00 

Age groups   

<=30yrs 23 46.00 

31-40yrs 8 16.00 

41-50yrs 5 10.00 

>=51yrs 14 28.00 

Mean age 37.86  

SD age 16.94  

Location   

Rural 29 58.00 

Urban 21 42.00 

Wight groups   

<=40kg 11 22.00 

41-50kg 13 26.00 

51-60kg 15 30.00 

61-70kg 9 18.00 

>=71kg 2 4.00 

Mean Wight 50.20  

SD Wight 14.20  

Marital Status   

Married 35 70.00 

Unmarried 15 30.00 
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Table 29: Socioeconomic Status of TB Patients (Modified Kuppuswamy scale 

(update for February 2019). 

Educations of the head of the family No. of 

patients 

score % of patients 

Intermediate school or post-high school 

diploma 

13 5 26.00 

No schooling (Illiterate) 5 1 10.00 

Primary school certificate 9 2 18.00 

Secondary level (High school certificate) 9 4 18.00 

University (Graduate or Postgraduate) 14 6 28.00 

Occupations    

Semi-professional 4 6 8.00 

Clerical, shop-owner/farm 2 5 4.00 

Skilled worker 10 4 20.00 

Semi-skilled worker 14 3 28.00 

Unskilled worker 1 2 2.00 

Unemployed 19 1 38.00 

Monthly Income of family (Rupees) 

CPI ( Consumer Price Index) 

   

19,759 to 26,354 2 6 4.00 

13,161 to 19,758 13 4 26.00 

7,887 to 13,160 18 3 36.00 

2,641 to 7,886 03 2 6.00 

≤2,640 14 1 28.00 

Socioeconomic class    

Upper middle 6 16-25 12.00 

Lower middle 12 11-15 24.00 

Upper lower 31 5-10 62.00 

Lower 1 1-4 2.00 

Total 50  100.00 
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Table 30: Habits wise distribution of patients. 

Habits No. of patients % of patients 

Alcohol 7 14.00 

Alcohol, Smoking 3 6.00 

Alcohol, Smoking, Tobacco 1 2.00 

Alcohol, Tobacco 2 4.00 

Smoking, Tobacco 2 4.00 

Tobacco 3 6.00 

No habit 32 64.00 

Total 50 100.00 
 

4.3.1 Assessment of medication adherence of TB patients using MMAS-8 

questionnaire. 

One of the important roles that the community pharmacists play is to ensure 

patients adhere to the dedicated treatment regime by maintaining records or 

providing guidance about medication and dosage. Medication adherence plays a very 

crucial role in infectious diseases like TB, where discontinuing medication can lead 

to MDR-TB. MMAS-8 scale was most reliable to assess medication adherence [3].  

  Comparison of Baseline, 3rd month, and 6th-month time points in each item 

of MMAS scale was carried out by the Cochran Q test and Wilcoxon matched-pairs 

test for all the patients (Table 31). It was observed that adherence to Q5 and Q6 was 

significantly high after one month of training, with 84% and 88% of the patients 

responding positively after one month. 33 of the 50 patients responded positively for 

Q4 and 23 patients responded positively for Q2 and Q3 respectively after one month. 
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In the case of Q7 about easy of taking daily medication, none of the patients 

responded positively. A marked improvement in adherence was observed after 3rd 

months where all 50 of the patients answered positively for Q1, Q2, and Q4. Also, 

for other items in the questionnaire, and an increase in the number of patients 

adhering to the regimen was noted. After the 6th month, 100% of the patients 

responded positively to the questionnaire indication improvement in adherence. The 

data collected was found to be statistically significant for the observed Cochran’s Q 

values and p-values <0.05.  

The mean scores of MMAS-8 for all the time points were analyzed by a 

dependant t-test to establish the significance of the data and understand variation 

(Table 32). The overall mean medical adherence score of patients increased from 

4.49 (±1.69) to 6.51 (±0.76) and 7.92 (±0.27) in the 3rd month and 6th month 

respectively indicating an increase in medication adherence among patients visiting 

Community pharmacies. Also, a significant increase in mean of the scores was 

noticed from 3rd month (6.51 ±0.76) to 6th month (7.92 ±0.27). The maximum effect 

on adherence was noted for the period between one month and 6th month as indicated 

by the t-values. The difference in medication adherence scores between the time 

points was statistically significant (p= 0.0001).  

Medication adherence was also evaluated in three levels-high, medium, and 

low based on MMAS-8 scores, and the results have been given in Table 33. In the 

first month, 100% of the patients were asses to be at a low level for medication 

adherence. After 3rd month, the % of patients in the low range decreases to 38% 

whereas 58% of the patients were found to be in the average category and 4% in the 

high category. This improvement in medication adherence was further enhanced 
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after the 6th month where none of the patients were at the low level, 8% at the 

average level, and 92% of the patients were in the high level of medication 

adherence. The difference between scores amongst the levels was significant for the 

period between 1st month to 6th month (Z=6.1540, p=0.0001) as compared to the 

other data pairs as analyzed by Wilcoxon matched-pairs tests. Z-values for 3rd month 

vs 6th month and 1st month vs 3rd month were noted to be 5.9052 and4.8599 with p= 

0.0001 indicating statistical significance.  

Table 31: Comparison of 1st month, 3rd month and 6th-month time points in each 

item of MMAS scale by Cochran Q test and Wilcoxon matched-pairs test. 

Items 1st month % 3 months % 6 months % Cochran Q p-value 

Q1 18 36.00 50 100.00 50 100.00 64.0000 0.0001* 

Q2 23 46.00 50 100.00 50 100.00 54.0000 0.0001* 

Q3 23 46.00 31 62.00 50 100.00 29.5897 0.0001* 

Q4 33 66.00 50 100.00 50 100.00 34.0000 0.0001* 

Q5 42 84.00 44 88.00 50 100.00 8.0000 0.0183* 

Q6 44 88.00 31 62.00 50 100.00 23.5833 0.0001* 

Q7 0 0.00 21 42.00 46 92.00 6.2916 0.0001* 

 Mean SD Mean SD Mean SD Z-value P-value 

Q8 0.83 0.20 0.97 0.08 1.00 0.00 32.8462 0.0001* 

*p<0.05 
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Table 32: Comparison of 1st month, 3rd months and 6th months time points with 

medication adherence scores by dependent t-test. 

Timepoints Mean Std.Dv. Mean Diff. SD Diff. %of 
effect 

Paired t P-value 

1st month 4.49 1.69      

3 months 6.51 0.76 -2.02 1.92 -44.99 -7.4220 0.0001* 

1st month 4.49 1.69      

6 months 7.92 0.27 -3.43 1.71 -76.39 -14.1848 0.0001* 

3 months 6.51 0.76      

6 months 7.92 0.27 -1.41 0.78 -21.66 -12.7485 0.0001* 

*p<0.05 

Table 33: Comparison of 1st month, 3rd month and 6th-month time points with 

levels of medication adherence.  

Adherence 1st month % 3 months % 6 months % 

Low level 50 100.00 19 38.00 0 0.00 

Medium level 0 0.00 29 58.00 4 8.00 

High level 0 0.00 2 4.00 46 92.00 

Total 50 100.00 50 100.00 50 100.00 

1st month vs. 3 months Wilcoxon matched-pairs, Z=4.8599, p=0.0001* 

1st month vs. 6 months Wilcoxon matched-pairs, Z=6.1540, p=0.0001* 

3 months vs. 6 months Wilcoxon matched-pairs, Z=5.9052, p=0.0001* 

*p<0.05 
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4.3.2 Assessment of patient’s satisfaction with Community pharmacists using 

(functional assessment of chronic illness therapy (FACIT-SWiP) method. 

FACIT – Satisfaction with Pharmacist (Version 4) questionnaire was used to 

determine the overall impression of TB patients towards community pharmacists. 

The seven elements on the Pharmacist Satisfaction (SWiP) scale was graded on a 

Likert scale of five points (0 = not at all to 4 = very much) at 1st month, 3rd month 

and 6th month of training. The mean of the scores obtained therein was analyzed by a 

dependant t-test to understand the effect of the training imparted in this study on 

patient approach. 

Results of scores obtained from the FACIT scale have been tabulating in 

Table 34. The effect was more pronounced in the period between 1st and 6th month 

with the mean scores being 27.72± 0.64 in the 6th month, the difference in mean 

being 2.48±1.09 (t= -16.0521). Between the 3rd and 6th month, the difference in mean 

was calculated to be 0.28±0.64, which is low, as reflected in the t value of -3.0929. 

The % effect was also found to be highest between the 1st and 6th months. The 

difference in mean scores indicates that there was an overall improvement in the 

interaction of community pharmacists with the patients. The improvement calculated 

was statistically significant as indicated by the p-value of 0.0001 (p<0.05).  
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Table 34: Comparison of 1st month, 3rd month and 6th-month time points with 

scores for FACIT scale by dependent t-test. 

Time points 

Mean Std.Dv. Mean Diff. SD Diff. %of 

effect 

Paired t P-value 

1st month 25.24 0.74      

3rd month 27.44 0.91 -2.20 1.23 -8.72 -12.6587 0.0001* 

1st month 25.24 0.74      

6th month 27.72 0.64 -2.48 1.09 -9.83 -16.0521 0.0001* 

3rd month 27.44 0.91      

6th month 27.72 0.64 -0.28 0.64 -1.02 -3.0929 0.0001* 

*p<0.05 

4.3.3 Comparison of 1st month, 3rd month and 6th-month time points with SF-12 

and its component scores by dependent t-test. 

The mean of the scores was calculated for the total questionnaire and also the 

categories to measure physical and emotional well being and the difference was 

estimated by the dependent t-test. Data was collected at two different time points, at 

1st month and 6th month following training. 

Overall, total SF-12 (Table 35) mean scores were lower after the 6th month of 

treatment as compared to 1st month with the difference between means being 34.66 ± 

7.42. Mean scores for other categories related to mental and physical well being 

were also lower after 6 months of treatment as compared to 1st month. The only area 

where improvement was notice was general health where mean scores were 13.56 ±  
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0.81 after 6th month and 11.54± 0.5 at 1st month, signifying 17.50% overall effect of 

the intervention on general health. The maximum difference between mean scores of 

6th month and the 1st month was observed for limitation in activities where the 

difference between mean scores was 8.46±2.49. The least difference in mean scores 

was observed for energy and emotions where the difference was noted to be 

3.96±1.37. This category has lower z values as compared to other categories 

(20.4443). The difference between the mean scores of the two data of each category 

of the SF-12 questionnaire was statistically significant as indicated by the p-value. 

(0.0001). At the end of the study (up to one year), 46 (92%) of the 50 patients are 

cured from the tuberculosis and remaining 4 (8%) were lost to follow-up after the 

completion of six months treatment. The reduction in scores could be attributed to 

several other additional factors such as social isolation and/or side effects of Anti-TB 

medications that negatively affected health. 
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Table 35: Comparison of 1st month, 3 months and 6 months time points with 

SF-12 and its component scores by dependent t-test. 

Variables Time 
points 

Mean Std.Dv. Mean 
Diff. 

SD Diff. %of 
effect 

Z-value P-value 

Total SF-12 1st month 107.68 4.03      

6 months 73.02 6.92 34.66 7.42 32.19 33.0089 0.0001* 

General Health 1st month 11.54 0.50      

6 months 13.56 0.81 -2.02 0.62 -17.50 -22.9502 0.0001* 

Limitations 
Activities 
(Physical 
function) 

1st month 22.92 1.01      

6 months 14.46 2.70 8.46 2.89 36.91 20.6699 0.0001* 

Physical Health 
Problems 

(Physical role) 

1st month 15.92 1.01      

6 months 8.44 2.60 7.48 2.73 46.98 19.3401 0.0001* 

Emotional or 
mental Health 

Problems 

1st month 12.46 0.50      

6 months 4.54 1.33 7.92 1.21 63.56 46.3030 0.0001* 

Social 
Activities 

1st month 8.46 0.50      

6 months 3.02 0.68 5.44 0.58 64.30 66.6533 0.0001* 

Bodily Pain 

 

1st month 8.54 0.50      

6 months 2.20 0.61 6.34 0.82 74.24 54.4468 0.0001* 

Energy, 
Fatigue, and 
Emotions 

1st month 26.92 1.01      

6 months 22.96 0.88 3.96 1.37 14.71 20.4443 0.0001* 

*p<0.05 
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4.3.4 Counseling photos 
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5. DISCUSSION 

5.1 Survey of community pharmacists 

Considering the widespread distribution and reach of community pharmacies 

to TB patients, it is imperative to establish involvement or participation of the 

community pharmacist in shouldering responsibilities in tackling tuberculosis. 

Accordingly, the research was designed to throw some light on the entire perception 

of pharmacists towards rendering pharmaceutical care services towards TB control. 

As per the review of literature, it was pre evident that pharmacists were the primary 

point of contact of all types of patients including tuberculosis. Because of this, several 

research groups started assessing the perception of the community pharmacists. 

 This study was undertaken with the primary objective of evaluating and 

engaging community pharmacists to understand their relevance in fulfilling the NTEP 

objectives. It was also of relevance to know the availability of Anti-TB drugs used for 

DOTS, dispensing patterns, and practices of community pharmacies towards Anti-TB 

drugs. Knowledge of community pharmacies on TB treatment guidelines and their 

attitude towards continuing training programs and being recognized as a treatment 

supporter of NTEP were also assessed in this study. 

 Of the 228 Community pharmacists evaluated in the study, 90.35% were 

males. (Table 7 and Figure 8). Pharmacy is not perceived as a career choice by most 

women due to stringent work policies in the pharmacy sector and other factors such as 

lack of mentoring because of the low ratio of women at middle and top management. 

In India, practicing pharmacists are required to hold a minimum of a diploma degree 

and possess basic clinical and pharmaceutical understanding. In our study, a majority 
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of the community pharmacist possessed a D. Pharm (Diploma in Pharmacy), followed 

by a B. Pharm (Bachelor of Pharmacy) degree and M. Pharm (Master of Pharmacy) 

degree. It has been previously noted that most diploma holders have a minimal 

working clinical knowledge and rarely undergo additional training, as compared to 

degree holders who have longer course duration which is structured to include 

training and dissertations [36].   

In this study, a lack of willingness to be educated was primarily cited due to a 

lack of time during business hours which could also be indirectly due to any positive 

incentives to be trained. Lack of interest 25.43% of the pharmacists disinterests in 

continuing further education.  This indicates that there is a significant need to 

improvise training and knowledge of TB as noted previously [37,38]. Interesting 

observations were made in this study regarding the dispensing pattern of Anti-TB 

drugs (Table 9 and Figure 10). 37.52% of the community pharmacies were dispensing 

anti-TB drugs, that too to a sizable number of patients on a monthly and weekly basis 

(Table 10, Table 11, and Figure 11). Receiving medicines while paying from a 

pocket, particularly for patients in lower socioeconomic groups who constitute a 

sizable fraction of TB patients, reflects on the financial burden that the TB which 

could be a major reason for the discontinuation of treatment midway. For pharmacies, 

this may be either be a profit-driven strategy or poor practice of not asking relevant 

questions to symptomatic patients [33]. 

The number of patients taking anti-TB medications regularly from Community 

pharmacies incidentally is quite high, considering the existence of a free treatment 

regime and medication for TB in the form of DOTS. This could be attributed either to 

the lack of awareness in the patient or Community pharmacists or unwillingness of 
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the pharmacist to refer patients to on-going TB programs. Most of the pharmacies 

reported to be getting a single patient per month (12.6%) or per week (66.6%) but this 

cannot be confirmed due to lack of patient follow up records. We observed that of the 

37.8% community pharmacies that dispensing anti-TB drugs, only one among them as 

recognized as treatment supporter of NTEP and later on discontinued because of lack 

of monitoring by NTEP health professionals. Further, we cannot assess the quality of 

practice as there were no well-documented records of anti-TB drug dispensing 

statistics, follow-up, or patient records. Hence, the possible potential effect of the 

Public-Private Mix (PPM) strategy could not be realized. In a study reported by 

Konduri et al.,[12] the authors reported a detailed analysis indicating that though 

community pharmacies are an important component of the TB health-care program, 

they have not been used, trained, and empowered as a primary point of contact. This 

was reflected in our study, showing that there was only one pharmacy involved with 

NTEP, though a significant interest was shown by many more outlets in being a part 

of NTEP by involving as a treatment supporter of NTEP. 

Although a significant number of Community pharmacies catered to a sizable 

number of TB patients on weekly as well as the monthly basis, 98.6% did not 

maintain any records on the patients and 99.12% did not conduct any kind of follow 

up (Table 12). One of the main reasons for non-maintenance of patient records could 

be related to the limited manpower in community pharmacies or the absence of skilled 

trained Community pharmacists who can accurately record data. Keeping track of TB 

patients is also has legal consideration which most of the Community pharmacists are 

unaware. Our survey also revealed that more than half of the prescriptions for Anti-

TB medications that the community pharmacies dispensed were from private 

physicians (Table 13 and Figure 13), Earlier studies have shown that 50–80% of TB 
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were seeking treatment from private sector [39-41]. The fact that most of the TB 

patients treated either by the government or private doctors sought medication from 

community pharmacies indicated the lack of awareness of government-initiated free 

treatment regimes or disinterest/distrust in the program. Further, 20% of the 

community pharmacies did not have any idea if they dispensing pattern of anti-TB 

drugs. 

5.2 Training of community pharmacists on NTEP-DOTS guidelines 

After evaluating data collected from the survey of community pharmacists 

regarding education and experience of community pharmacists, availability/non-

availability of anti-TB drugs, drug dispensing pattern and interest pattern of 

pharmacists to become treatment supporters of NTEP-DOTS, a training program on 

‘Community pharmacists as DOTS provider’ was conducted by Department of 

Pharmacy Practice, KLE college of Pharmacy, in collaboration with District TB 

control centre and the regional office of the deputy drugs controller.  The training was 

in alignment with the secondary objective of this study to train and certify community 

pharmacists as a treatment supporter of NTEP. Community pharmacists, druggists, 

retailers, and chemists (60 in number) from Belagavi city participated in this training 

program, and sessions were chaired by distinguished officers of District Tuberculosis 

centre and the Regional office of the Deputy Drugs controller.  

In training showed that 95% of the Community pharmacists were D.Pharm 

holders hence did not have the regimented course work or training for sound 

knowledge foundation (Table 14). Also, the majority of the Community pharmacist 

had less than 20 years of experience. Most of the community pharmacists had relevant 

knowledge regarding the prevalence of TB in India and the symptoms as well as 
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diagnostics methods before training (Table 15). Knowledge regarding the spread of 

TB and the use of N95 masks was poor among the pharmacists at baseline. By the end 

of the 6th month from initial training, the knowledge scores on TB were found to be 

more than 98% for all community pharmacists. In a previous study, it has been seen 

and proved that community pharmacies can provide TB care through training with 

collaboration with government sector [42]. 

“Deputy drugs controller: It is one of the essential surveys to combat 

tuberculosis. We are ready to provide financial grants to extend the survey in rural 

areas. We ready to permit community pharmacists to store anti-TB drugs (with 

certain guidelines) as a treatment supporter of NTEP.” 

Answers to most of the queries about government designated TB control 

measures, guidelines of NTEP, and DOTS implementation were not known to most of 

the community pharmacists before training, resulting in lower attitude and practice 

scores. Similar observations had been made in earlier studies about TB and pharmacy 

workers in Peru, where the pharmacists were not aware of mandated TB treatment 

regimens [17]. We also found that most of the community pharmacists were unaware 

of the NIKSHAY app or the Public-Private Mix (PPM) for Tuberculosis control and 

care. Also, none of the community pharmacists had received any training from NTEP 

which indicates a lapse in the implementation of the TB control program, which 

clearly outlines that Community pharmacists are required to undergo training. Once 

training was imparted, a marked increase in scores about attitude and practices, 

statistically rendered significant, were seen within 3rd month and subsequently larger 

effect at 6th-month post-training (Table 19). This confirms that knowledge, attitude, 
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and practice improve after training of community pharmacists in a structured program 

about various aspects of TB.  

The training on NTEP-DOTS also resulted in significant improvement of 

scores on attitude and practice towards the National Strategic Plan for TB eradication 

(NSP). Despite having a large presence, community pharmacists both in public and 

private sector had not been actively included in programs such as NSP [43-45]. Our 

findings regarding the attitude and practice of pharmacists towards national strategic 

plan (2017-25) show that most of the pharmacists were not familiar with the 

guidelines and mandates of NSP (2017-25) before training (Table 17). This is similar 

to findings of a study carried out on pharmacists in retail outlets who dispense anti-TB 

drugs but were not aware of RNTCP [46]. Within the 3rd month of imparting training, 

the mean scores on attitude and practice towards national strategy were greatly 

enhanced (Table 20), indicating the willingness to learn and contribute to TB control. 

75% of the Community pharmacists were found to be at a low level for NSP details, 

followed by average levels, Very few (4/60) scored points to be included in high 

levels. After 3rd month of training, more of the Community pharmacists shifted from a 

low level to average level and few of them shifted from average to high based on 

scores. After 6 months, 3 of the 60 pharmacists were still at the average level which 

indicates perhaps comprehension and adaptation of NSP guidelines were difficult for 

community pharmacists. In contrast, since the education level and experience                

(> 20 years) were high for the participating pharmacists, most participants scored 

100% for knowledge after 3 months.  
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At enrolment, the Community pharmacists were grouped into three groups 

based on their experience (1-10 years, 11-20 years, >=21 years) and the scores were 

analysed for KAP (Tables 25-27). We observed that the change in scores for 

knowledge between baseline and 3 months and 6 months was not significant for all 

the groups, indicating that experience has not much effect on knowledge. However, in 

terms of attitude and practice towards TB infection control, the difference in mean 

scores was significantly higher (50%) for pharmacists with n>=21 years of 

experience. 

“Community pharmacist: We are not aware NTEP training module to 

upgrade the knowledge. We are interested to upgrade the knowledge in other areas 

also by continuing pharmacy education.” 

5.3 Compliance of Tuberculosis patients 

Post-training, 30 of the community pharmacists expressed their interest to 

become treatment supporter of NTEP and by randomization; they were divided into 

control group (15) and intervention group (15). The control group (without Clinical 

Pharmacist), the only checklist was provided to know the number of tuberculosis 

patients receiving Anti-TB drugs and referred 30 tuberculosis patients to NTEP was 

recorded. Intervention Group (With Clinical Pharmacist), screened 59 patients and 

recruited 50 Pulmonary TB patients to check the compliance of tuberculosis patients 

using Modified Kuppuswamy’s Socioeconomic Status (SES) Scale 2019, MMAS-8, 

FACIT - SWiP, SF-12. All the patients referred to NTEP The objective of this 

exercise was to evaluate the effectiveness of the study-mediated training given to 

Community pharmacists in the patient outcome. 
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TB patients themselves form yet another important component of the system. 

Sociodemographic profiles of 50 TB patients recruited from the 59 patients screened 

for the collaborative intervention study were mapped out and information was 

collected on the distribution of habits that are known to predispose patients to TB. 

70% of the patients were males, < 30 years of age, mostly from rural setup, and were 

married. (Table 28). Socioeconomic factors mostly assign the roles of the wage earner 

to younger males in the family, more so in unorganized sectors where chances of 

contracting the infection are much higher [47].  

According to the modified Kuppuswamy modified SES scale 2019 (Table 29), 

most of the patients’ belonged to the upper-lower section of the society with monthly 

income ranging from 8000 Rs- 14000 Rs. Hence it is a financial burden on the family 

to sustain TB treatment that is paid from the pocket. We also observed that 64% of the 

patients did not have any habits. Since most of the patients worked in the unorganized 

sector and possibly had blue-collared jobs as indicated by the Kuppusawamy scale 

2019, the chances of contracting the disease at the workplace are higher. There have 

been several reports indicating a strong relationship between ambient air pollution 

exposures and TB incidences [48] and this cannot be disregarded. In this aspect, 

trained and empowered community pharmacies will play an indispensable role in 

educating TB patients and the general population on various risk factors and disease 

spread.   

The key outcomes of the collaborative intervention between trained 

Community pharmacists and clinical pharmacist were to improve medication 

adherence, enhance satisfaction, and enhancing the quality of life of patients. In 

developing countries such as India, adherence to medical regimes has been estimated 
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to be as low as 40% [49]. At 1st month, scores for medical adherence were not high 

for most of the items listed on the questionnaire, particularly those about taking of 

daily medication and missing daily dosages, etc. (Table 24). With the collaborative 

efforts of the pharmacists, after the 6th month, all the 50 patients were found to be 

100% adherent to medical regimes, which denoted a marked improvement over data 

collected in the 1st month. This shows that with proper training and awareness 

campaigns, the patients can be made more compliance with adhering to recommended 

medications and dosage. Satisfaction with the pharmacist’s service was high as 

indicated by the negligible difference between the first month and 3rd or 6th month of 

FACIT scores. With their large presence in India and other developing countries, 

Community pharmacies play a vital role in patient engagement and patients are 

confident in the advice offered to by the community pharmacists, which is pivotal is 

designated these establishments as treatment supporters on NTEP. 

“District TB officer:  The name ‘community pharmacist’ sounds good. 

Community pharmacists are important to tackle missing cases of tuberculosis and can 

prevent MDR-TB. The survey had a really excellent outcome because we understand 

how many community pharmacies are dispensing Anti TB drugs in the city.” 

The only area where not many significant positive outcomes were obtained in 

this intervention study was the overall quality of life. Except in the area of general 

health, where the improvement was marginal; all other areas of wellbeing and the 

total SF-12 scores were lower at 6th month as compared to 1st month.  The effect was 

more pronounced about activities and physical as well as mental wellbeing of the TB 

patients. Social isolation, pain, limited mobility, and unpleasant side effects of TB 

medications all work against the feeling of wellbeing, thereby reducing the quality of 
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life. Perhaps training modules for pharmacists developed henceforth should focus 

more on the counselling aspects of TB care and patient wellbeing, whereby the 

Community pharmacies are equipped with proper knowledge as to how to help 

patients have a better life. At the end of the study (up to one year), 46 (92%) of the 50 

patients are cured from the tuberculosis and remaining 4 (8%) were lost to follow-up 

after the completion of six months treatment. Thus, we achieved the collaborative 

interventions between clinical pharmacist and community pharmacists in delivering 

better outcome in pulmonary TB patients. 
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6. SUMMARY 

Tuberculosis, a chronic bacterial infection, is a public health concern in 

developing countries. India accounts for almost 25% of all TB cases and deaths 

reported globally. The RNTCP initiated in 1992, based on the policy of Directly 

Observed Therapy Short-Course (DOTS), the WHO- recommended global strategy 

for TB control, to eradicate TB by 2025. NTEP’s key mandate is towards dispensing 

of anti-TB medicines, free of cost for the complete treatment duration. However, 

many TB patients are unaware of the Government’s free treatment and free 

medication programs and rely heavily on private physicians and community 

pharmacies for treatment and procuring anti-TB medicines.  

India has a large number of community pharmacies dispersed all over the 

country which serves as the first and sometimes as the sole point of contact for TB 

cases. Engaging pharmacies has been deemed to be a very effective step towards 

dispersing knowledge, and controlling and eliminating TB in communities, and 

improving the quality and reach of DOTS services effectively. It, therefore, becomes 

imperative to understand the knowledge and practices of community pharmacies 

towards TB and Government initiated plans, particularly in the rural and small-town 

setup. The present study was carried out to evaluate the standard practice of 

availability of anti-tuberculosis drugs used for DOTS in tuberculosis patients and its 

compliance and to engage community pharmacists to partner NTEP objectives. 

Training and certify community pharmacies as a treatment supporter of NTEP and 

increasing compliance towards anti-tuberculosis drugs to improve the quality of life 

of patients were the other key objectives of this study. 
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 The study was carried out in Belagavi, Karnataka, India, and encompassed 

registered pharmacies, with the availability of anti-TB drugs and consenting to be part 

of NTEP. A total of 228 community pharmacies (out of 350 identified pharmacies) 

were interviewed for the study along with TB patients receiving medicines at these 

Community pharmacies. A structured interview form was used to assess knowledge, 

practice, and attitude of community pharmacists towards TB infection and National 

Strategy Program (NSP) along with availability and non-availability of anti-TB drugs, 

dispensing of anti-TB drugs and dispensing pattern of anti-TB drugs by pharmacies 

on a weekly and monthly basis. Data on demographics of community pharmacists as 

well as TB patients were also recorded. Of these 60 community pharmacies were 

selected for imparting training as per NTEP guidelines and on information related to 

TB. Collected data were analyzed statistically to arrive at the findings.  

It was observed that 90% of the community pharmacists were males and 

possessed a D. Pharm (Diploma in Pharmacy) with limited knowledge of TB. There 

was a lack of willingness to be rigorously trained for updating their knowledge, 

although they were interested in being trained for being recognized as a treatment 

supporter of NTEP. We observed that 37.8% of the Community pharmacies dispensed 

anti-TB drugs with only one among them as recognized as a treatment supporter of 

NTEP.  

The training was imparted via workshop and classes and significant 

improvement in knowledge was observed after training where 96% of the pharmacists 

reported accurate answers to most of the questions in the questionnaire. Most of the 

community pharmacists had limited information regarding government designated TB 

control measures, guidelines of NTEP, and DOTS implementation before training 
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which was improved significantly within 3-6 months of training as determined by 

dependent t-tests. The improvement in attitude and practice towards TB infection was 

faster as compared to attitude and practice related to National Strategic Plans (2017-

25), probably owing to the lack of training on NTEP guidelines and no prior exposure. 

In terms of knowledge, most of the participating Community pharmacists (33%) were 

at a high level at baseline, which improved to 100% after 3 months. This could be 

attributed to the education level of experience since most of the pharmacists had > 20 

years of experience as seen from the demographic data. However, at enrollment 75% 

of the Community pharmacists were found to be at a low level for attitude and 

practice towards NSP followed by average levels, and only a few (4/60) were 

included in high levels. After 6 months although participants shifted from low to 

average levels, only a few of them shifted from average to high based on scores. This 

indicated that comprehension and adaptation of NSP (2017-25) guidelines were 

difficult for community pharmacists.  

Collaborative intervention between Clinical pharmacists and Community 

Pharmacists assessed socioeconomic data of 50 patients receiving anti-TB medication 

from pharmacies enrolled for this study showed that most of the patients approaching 

pharmacies for anti-TB drugs were males (70%), <30 years of age, from rural setup, 

and were either uneducated or had education up to school level. Most of the TB 

patients belonged to the upper lower class of socioeconomic strata and were employed 

in the unorganized sectors. Training community pharmacists and enrolling local 

pharmacies as designated treatment supporter of NTEP will not only increase the level 

of TB awareness among people but will also help implement the various TB programs 

floated by the government to a much larger population effectively. To assess the 

effectiveness of TB treatment, the involvement of community pharmacists, and 
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overall quality of life of patients, data was collected via MMAS-8, FACIT-SWiP, and 

SF-12 questionnaire respectively, and analyzed statistically.  It was observed that in 

6th-month, medication adherence improved to 100% with the increase higher between 

3rd month to 6th month, indicating the need for regular intervention and guidance to 

patients to stick to the treatment regime. Most of the patients were satisfied with the 

community pharmacies as seen from FACIT-SWiP data. However, there was no 

improvement in the quality of life of patients which can be attributed to social 

isolation and side effects of Anti-TB medications. Training community pharmacies in 

areas such as counseling and referral to appropriate physicians to look after the 

physical wellbeing of patients will be a big step toward mitigating the above-

mentioned problems. From this study, we identify there is a significant need to 

educate and enable more community pharmacists and enroll them as treatment 

supporter of NTEP which may significantly enhance the TB control programs in the 

country. 
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7. CONCLUSION 

Continuing pharmacy education related to tuberculosis shows significant 

outcomes to upgrade in the field of Knowledge, attitude, and practice of community 

pharmacists. The collaborative research between clinical pharmacists and community 

pharmacists shows the best outcome to control and care for the tuberculosis patients. 
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7.1 LIMITATION OF THE STUDY 

The study was restricted in the urban area of the Belagavi. The recruitment of 

the study only Pulmonary Tuberculosis patients. The standard practice of hospital 

pharmacies were not recorded in this study. The time limit in community pharmacies 

is minimum to counsel patients because patients were not going to stay longer time in 

community pharmacies. There is a existence of social stigma in the Tuberculosis 

patients who are seeking treatment in private sector. The training was done only 60 

community pharmacists who are interested to upgrade in KAP.  
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7.2 FUTURE DIRECTIONS 

It should be evaluated in talukas and the rural areas also because more number 

of community pharmacies is available in those areas. The compulsory continuing 

pharmacy education should be made compulsory to the community pharmacists in the 

field of tuberculosis to upgrade their knowledge and eradicate tuberculosis from India.  
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ANNEXURE – I - INFORMED CONSENT FORM 

Evaluate Standard Practice of Availability of Anti-Tuberculosis Drugs used for 

DOTS in Tuberculosis Patients and its Compliance: A Randomized Controlled 

Study in Community Pharmacies 

Informed consent form/Participant Information Sheet 

Version 1.0 Dated April 2018 

Study Site: The study will be conducted in the Belagavi – 590010 

Investigator’s name: Dr. Uday Kumar R 

                                    Full-Time Ph.D. Research Scholar 

   Department of Pharmacy Practice 

   KLE College of Pharmacy, Belagavi – 590010 

   Mob – 9686873535, email id – uk96868735352@gmail.com 

Introduction: I am Dr. Uday Kumar R, working for the Tuberculosis research. We 

are researching the Role of Community Pharmacist in TB Prevention and Care, which 

is a dangerous epidemic disease, a threat to life is a major public health problem 

accounting for substantial morbidity and mortality in the country. I am going to give 

you the information and invite you to be part of this research. You do not have to 

decide today whether or not you will participate in the research. Before you decide, 

you can talk to anyone you feel comfortable with about the research.  

There may be some words that you do not understand. Please ask me to stop as we go 

through the information and I will take time to explain.  If you have questions later, 

you can ask them to me or, the study supervisor Dr. M  S Ganachari, Head - Dept. of 

Pharmacy Practice, K.L.E. College of Pharmacy, Belagavi – 590010.  
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At least 50% of tuberculosis patients are estimated to seek treatment. WHO 

recommendation on engaging retail drug outlets has been translated into 

programmatic policy, strategy, and intervention in low- and middle-income countries. 

To ensure Proper management in Tuberculosis patients and their contacts and to 

reduce tuberculosis transmission and further to address the problems and spread of 

Drug resistant-Tuberculosis, it is essential to collect complete information for all 

Tuberculosis patients. 

Purpose: Although our objective is to Evaluate the standard practice of availability of 

anti-tuberculosis drugs used for DOTS in tuberculosis patients and its compliance. To 

engage community pharmacists to partner RNTCP objectives. To train and license 

community pharmacies as a DOTS provider. To increase the compliance towards anti-

tuberculosis drugs- To improve the quality of life. Training module for the 

community Pharmacist includes various aspects of tuberculosis and the role of 

pharmacists in Tuberculosis (TB) care and control. The content of the module is 

similar to the RNTCP training module for Multi-Purpose Workers, however, modified 

to adapt for the training of pharmacists. At the end of this modular training, the 

participants will be able to: 

• Get introduced to Global and Indian TB scenario 

• Understand the basics of Tuberculosis (TB ) and Drug-Resistant TB 

• Understand the principles and strategy  of the Revised National Tuberculosis  

Control Program (RNTCP) and Directly Observed Treatment Short-

course(DOTS) 
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• Understand Role of pharmacist in generating community awareness on TB, 

identification, and referral of TB suspects, DOT provision, recording and 

reporting and rational use of anti TB drugs 

Research intervention: This research study involves two groups 1) interventional 

group and 2) standard care group. For interventional group community pharmacist 

will provide community awareness includes Distribution of TB information leaflets to 

TB patients, TB suspects as well as to any other patient who wishes to know/need to 

know more about Tuberculosis, Arrange and conduct group awareness activities, TB 

and DOTS awareness sessions for a community pharmacist. The patient counseling 

includes A patient should be made aware that tuberculosis is a life-threatening disease 

and tuberculosis treatment is only effective if all prescribed drugs are taken regularly 

for the entire prescribed duration. Then community pharmacist has to explain what is 

tuberculosis, and how it spreads, symptoms of tuberculosis, treatment of tuberculosis. 

either from the private or public sector, Information about Directly Observed 

Treatment (DOT), Taking some of the drugs or irregular taking of drugs is dangerous 

and makes the disease incurable, Motivation of the patient concerning treatment 

requirements and expected duration of the treatment. The amount, frequency and 

duration of drugs,  Possible side-effects of drugs, Frequency, and importance of 

sputum examinations, ii sputum positive cases, Inform importance of evaluation of 

symptomatic contacts (e.g. family member with TB symptoms) of sputum positive 

patients, Inform patient regarding the infectiousness of TB to children and hence the 

medical officer should be consulted about the requirement of preventive treatment in 

children and possible infection control measures preventing the domestic 

transmission, Ask patient to use handkerchief/tissue while coughing, Orange/ red 

discoloration of the body fluids especially urine which is commonly encountered due 
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to rifampicin is not an adverse reaction and patient should be made aware of this, If 

on OCPs should be advised to use alternative methods of contraception, Patients who 

smoke should be motivated to make an informed decision to stop smoking. All cases 

should be informed personally about the harmful effects of smoking on health in 

general and the potential for poorer outcomes of anti-TB treatment with continued 

smoking, Give a copy of any TB information leaflet available. Telephonic interview 

and Tuberculosis patient's home visit will be made whenever required.  On the other, 

for the standard care group, only a checklist will be provided several patients' visits in 

a certain period. During which participants of both groups will be monitored for study 

outcomes.   

Participant Selection: Survey of availability of Anti-tuberculosis drugs in 

community pharmacies. Divided into Non-Availability of Anti-Tuberculosis Drugs 

and Availability of Anti-Tuberculosis Drugs. In the nonavailability of anti-

tuberculosis drugs, we will ask consent District RNTCP. Those Pharmacists who are 

Interested to become  DOTS Provider and RNTCP Objectives will be recruited. The 

survey will be conducted community pharmacist shop which is available in Belgaum 

city. 

Voluntary participation: Your participation in this research is entirely voluntary. It 

is your choice whether to participate or not. Whether you choose to participate or not, 

all the services you receive at this and from this hospital will continue and nothing 

will change. You may change your mind later and stop participating even if you 

agreed earlier, even without giving any reason.  

 



Annexures 

 

 Page 131 
 

The standard practice of RNTCP-DOTS: For participants under an interventional 

group, Training for the community pharmacist, which involves Introduced to Global 

and Indian TB scenario, Understand basics of Tuberculosis (TB ) and Drug-Resistant 

TB, Understand the principles and strategy of Revised National Tuberculosis  Control 

Program (RNTCP) and Directly Observed Treatment Short-course(DOTS), 

Understand Role of pharmacist in generating community awareness on TB, 

identification, and referral of TB suspects, DOT provision, recording and reporting 

and rational use of anti TB drugs. While participants under standard care group only 

checklist will be provided to enroll the number of patients visited community 

pharmacy shop in a certain period. 

Study procedure: Your eligibility for this study will be assessed by a survey of anti-

tuberculosis drugs in community pharmacies. If you match the eligibility criteria of 

the study, you will be allotted for one out of the two groups. Sequentially numbered, 

opaque, sealed envelopes (SNOSE) method will be used to allocate you in either of 

the group. By this method, you will be having 50:50 chances in allocating in any of 

the two groups.  

If you are in an interventional group, training will be conducted which includes Get 

introduced to Global and Indian TB scenario, Understand basics of Tuberculosis            

(TB) and Drug-Resistant TB, Understand the principles and strategy  of Revised 

National Tuberculosis  Control Program (RNTCP) and Directly Observed Treatment 

Short-course(DOTS), Understand Role of pharmacist in generating community 

awareness on TB, identification, and referral of TB suspects, DOT provision, 

recording and reporting and rational use of anti TB drugs 
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If you are in the standard care group only a checklist will be provided in which 

number patients to be enrolled in a certain period. 

Duration of the study: The research takes place over one year to two years. During 

that time, it is necessary to enroll and monitor tuberculosis patients. Indian Govt. 

Considers Private Providers as Assets for TB Control and Care to Achieve National 

Strategic Plan for TB Elimination 2017-2025. So, you can continue pharmacy 

education to the patients after our research also. 

 The risk involved participating in the study: By participating in this study, we 

don’t expect that you will come across any dangerous event because of the study. 

Studies don’t have any potential intervention, the study involves community 

pharmacist education sessions and other interventions if any will be made through our 

training modules. 

Benefits involved participating in the study: By the education sessions, you may 

have a good amount of knowledge regarding the DOTS provision at the pharmacy, 

Join hands with National health mission (NHM), To improve the compliance of 

tuberculosis patients. All the services to the community pharmacist in this study will 

not be charged for money and will be for free. 

Incentives: Your participation in this study will not incur any expenditure and it is 

purely academic research, hence you will not be paid any incentive for participation in 

this study. In case of nonavailability from the District RNTCP free of drugs will be 

provided and the incentives will be provided from district RNTCP and some 

conditions will be applied.  
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Confidentiality : It is possible that if others in the community are aware that you are 

participating in this research, they may ask you questions. We will not be sharing the 

identity of those participating in the research with anyone. The information that we 

collect from this research project will be kept confidential. Information about you that 

will be collected during the research will not be identified by name of the community 

pharmacy shop, address of the shop, year of establishment, name of the qualified 

person, qualification of the qualified person, contact number, E-mail address. Only 

the researchers will know what your number is and they will not misuse any of your 

details. It will not be shared with or given to anyone. 

Sharing the Results: The knowledge that we get from doing this research will be 

shared with you if you are interested before it is made widely available to the public. 

Confidential information will not be shared. There will be small meetings in the KLE 

Academy of higher education and research, research committee and these will be 

announced. After these meetings, we will publish the results in scientific journals so 

that other interested people may learn from our research. 

Right to Refuse or Withdraw: You are having rights to withdraw from the study at 

any time. 

Who to Contact: If you have any questions you may ask them now or later, even 

after the study has started. If you wish to ask questions later, you may contact any of 

the following Dr. M.S Ganacahri, Research Supervisor, HOD, Dept. of Pharmacy 

Practice, KLE College of Pharmacy, Belagavi – 590010, Mob – 9448634457, email id 

– msganachari@gmail.com. 
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This proposal has been reviewed and approved by the local institutional ethics 

committee of the Academic Affairs Department, KLE Academy of higher education 

and research, Belagavi – 590010, which is a committee whose task it is to make sure 

that research participants are protected from harm. If you wish to find more about the 

IRB, contact the local institutional ethics committee of the Academic Affairs 

Department, KLE Academy of higher education and research, Nehru Nagar,            

Belagavi – 590010.    

Certificate of consent 

I have read the foregoing information, or it has been read to me. I have had the 

opportunity to ask questions about it and any questions that I have asked have been 

answered to my satisfaction. I consent voluntarily to participate as a participant in this 

research and understand that I have the right to withdraw from the research at any 

time without in any way affecting my medical care. 

Name of Participant__________________  

Signature of Participant ___________________  

Date ___________________________  

(Day/month/year) 
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Impartial Witness (if participant is illiterate)  

I have witnessed the accurate reading of the consent form to the potential participant, 

and the individual has had the opportunity to ask questions. I confirm that the 

individual has given consent freely.  

Name of witness_____________________ and Thumb print of participant -  

Signature of witness _________________ 

Date ________________________  

         (Day/month/year)  

I have accurately read or witnessed the accurate reading of the consent form to the 

potential participant, and the individual has had the opportunity to ask questions. I 

confirm that the individual has given consent freely. 

Print Name of Researcher________________________  

Signature of Researcher _________________________  

Date ___________________________  

         (Day/month/year) 

A copy of this Informed Consent Form has been provided to participant by the 

researcher/assistant)  

 

 



Annexures 

 

 Page 136 
 

 

 



Annexures 

 

 Page 137 
 

 

 



Annexures 

 

 Page 138 
 

 

 

 
 
 
  



Annexures 

 

 Page 139 
 

 

 
 
 
 
 
 
 
 
 
 
 
 



Annexures 

 

 Page 140 
 

 

 
 
 
 



Annexures 

 

 Page 141 
 

 

 

 
 
 
 



Annexures 

 

 Page 142 
 

 
 

 
  



Annexures 

 

 Page 143 
 

 

 

 
  



Annexures 

 

 Page 144 
 

 

 
 
 
 
 



Annexures 

 

 Page 145 
 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



Annexures 

 

 Page 146 
 

ANNEXURE – II - COMMUNITY PHARMACIST  
INFORMATION LEAFLET 
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ANNEXURE – III - SURVEY QUESTIONNAIRES 
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ANNEXURE – IV - KAP QUESTIONNAIRES 

Community Pharmacist Knowledge, Attitude and Practice based 
Questionnaires 

Community Pharmacists name: 
Gender: 
Education: 
Age Experience: 
Address: 
Knowledge of TB infection control 
Please Tick any one (True or False) 

 
1. Is TB transmission is airborne 

A) True  

B) False  

2. Knowledge that TB is frequent in India 

A) True  

B) False 

3. Drug-resistant TB is a serious problem in India? 

A) True  

B) False 

4. TB is almost always a curable disease 

A) True  

B) False 

5. Sputum evaluation is an effective diagnostic test for pulmonary TB 

A) True  

B) False 

6. Most effective TB treatment is given by RNTCP 

A) True  

B) False 

7. Cough is the most common symptom of pulmonary TB 

A) True  

B) False 

8. TB is frequent in Belagavi district? 

A) True  

B) False 

Name and Signature of qualified Pharmacist 
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9. MDR-TB consequences of not completing TB treatment or taking it 

irregularly 

A) True  

B) False 

10. Knowledge that TB is highly contagious 

A) True  

B) False 

11. Family member can be a DOT provider 

A) True  

B) False 

12. TB is often spread from person to person through sex 

A) True  

B) False  

13. TB is often spread from person to person through the air  

A) True  

B) False 

14. TB is often spread from person to person through blood  

A) True  

B) False  

15. Usually, only people with active TB disease in the lungs or throat are 

infectious 

A) True  

B) False 

16. Patients with active TB disease can infect people by coughing  

A) True  

B) False 

17. Patients with active TB disease can infect people by sharing food or 

drinks  

A) True  

B) False 
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18. Patients with active TB disease can infect people by sharing bed linens or 

toilet seats  

A) True  

B) False 

19. Patients with active TB disease can infect people by talking 

A) True 

B) False 

20. N95 masks protect healthcare workers and visitors by stopping TB 

particles from being breathed in  

A) True  

B) False  

21. Surgical masks protect healthcare workers and visitors by stopping TB 

particles from being breathed in  

A) True 

B) False 

22. A wet or dirty N95 can still be used  

A) True  

B) False 

23. Surgical masks keep TB patients from coughing TB particles into the air 

A) True 

B) False 

24. Keeping doors and windows open helps to reduce the spread of TB  

A) True 

B) False 

25. Most MDR-TB and XDR-TB patients catch MDR and XDR disease inside 

the hospital  

A) True 

B) False  

 

 

 

 

 



Annexures 

 

 Page 151 
 

Attitude and Practice of TB infection control 
Please Tick any one (Yes or No) 

 
1. Does pharmacy staff counsel on the importance of other close family 

members being tested/evaluated for TB? 

A) Yes  

B) No 

2. Does a pharmacy staff take medical history from the client? 

A) Yes 

B) No 

3. Does pharmacy staff counsel clients on the correct use/adherence to the 

prescription?  

A) Yes  

B) No 

4. Do you think TB medicines should not be sold as OTC medicines? 

A) Yes 

B) No 

5. Do you think it should be mandatory to keep records of all TB 

prescriptions? 

A) Yes 

B) No 

6. Do you think the involvement of pharmacies contributes to increasing 

case detection and that this is an effective step by the RNTCP? 

A) Yes 

B) No 

7. Have you received training from the RNTCP? 

A) Yes  

B) No 

8. Are you aware of Public Private Mix (PPM) for Tuberculosis control and 

care? 

A) Yes 

B) No 

 

 



Annexures 

 

 Page 152 
 

9. Does RNTCP is providing Fixed dose combination/daily regimen to 

Tuberculosis patients? 

A) Yes 

B) No 

10. Did you know that Incentives will be provided to community pharmacist 

by RNTCP, if community pharmacist are become DOTS provider? 

A) Yes  

B) No 

11. Did you know that Incentives will be provided to community pharmacist 

RNTCP, if community pharmacists notify privately treated tuberculosis 

to RNTCP? 

A) Yes  

B) No 

12. Did you know that Community pharmacist can download NIKSHAY App 

and can directly notify patients to RNTCP? 

A) Yes  

B) No 

13. Did you know that Community pharmacist can use NIKSHAY app for 

TB patient’s management? 

A) Yes  

B) No 

14. Did you know that Provision of Community pharmacist as DOTS 

provider through RNTCP? 

A) Yes  

B) No 
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Attitude and Practice of TB infection control (NSP 2017-25) 
Please Tick the correct Answer (Any one) 

 
1. What is primary objective of RNTCP? 

A) 1. To achieve and maintain a TB treatment success rate of at least 85%  

among new sputum positive (NSP) patients.  

2. To achieve and maintain detection of at least 70% of the estimated  new 

sputum positive people in the community. 

B) 1. To achieve and maintain a TB treatment success rate of at least 100%  

among new sputum positive (NSP) patients.  

2. To achieve and maintain detection of at least 100% of the estimated new 

sputum positive people in the community. 

2. Which anti-TB drug is contraindicated in pregnancy? 

A) Streptomycin, Kanamycin, Amikacin 

B) Isoniazide, Rifampicin, Ethambutol 

3. In RNTCP, ACSM stands for 

A) 1. Adherence, communication and social mobilization 

2. Revised National TB Control Partner 

B) 1. Advocacy, communication and social mobilization 

2. Revised National TB Control Programme 

4. What is Multi-Drug resistant tuberculosis (MDR-TB)? 

A) Resistant to treatment with at least two of the most powerful first-line 

anti-TB medications (drugs), isoniazid and rifampin. 

B) Resistant to treatment with at least two of the most powerful first-line 

anti-TB medications (drugs), ethambutol and pyrazinamide. 
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ANNEXURE – V - KAP ANSWERS  

Community Pharmacist Knowledge, Attitude and Practice based Questionnaires 

Community Pharmacists name: 

Gender: 

Education: 

Age Experience: 

Table 1: Knowledge of TB infection and Control 

Sl. No. Knowledge variables (True or false) 

1.  Is TB transmission is airborne (True) 

2.  Knowledge that TB is frequent in India (True) 

3.  Drug-resistant TB is a serious problem in India? (True) 

4.  TB is almost always a curable disease (True) 

5.  Sputum evaluation is an effective diagnostic test for pulmonary TB (True) 

6.  Most effective TB treatment is given by RNTCP (True) 

7.  Cough is the most common symptom of pulmonary TB (True) 

8.  TB is frequent in Belagavi district? (True) 

9.  MDR-TB consequences of not completing TB treatment or taking it 

irregularly (True) 

10.  Knowledge that TB is highly contagious (True) 

11.  Family member can be a DOT provider (True) 

12.  TB is often spread from person to person through sex (false) 

13.  TB is often spread from person to person through the air (true) 

14.  TB is often spread from person to person through blood (false) 
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15.  Usually, only people with active TB disease in the lungs or throat are 

infectious (true)  

16.  Patients with active TB disease can infect people by coughing (true)  

17.  Patients with active TB disease can infect people by sharing food or drinks 

(false) 

18.  Patients with active TB disease can infect people by sharing bed linens or 

toilet seats (false) 

19.  Patients with active TB disease can infect people by talking (true)  

20.  N95 masks protect healthcare workers and visitors by stopping TB particles 

from being breathed in (true)  

21.  Surgical masks protect healthcare workers and visitors by stopping TB 

particles from being breathed in (false) 

22.  A wet or dirty N95 can still be used (false) 

23.  Surgical masks keep TB patients from coughing TB particles into the air 

(true) 

24.  Keeping doors and windows open helps to reduce the spread of TB (true) 

25.  Most MDR-TB and XDR-TB patients catch MDR and XDR disease inside 

the hospital (true) 

 

 

 

 

 



Annexures 

 

 Page 156 
 

Table 2: Attitude and Practice of TB infection control 

Sl. No. Attitude and Practice Variables (Yes or No) 

1.  Do pharmacy staff counsel on the importance of other close family 
members being tested/evaluated for TB?  

2.  Does pharmacy staff take medical history from the client? 

3.  Does pharmacy staff counsel clients on the correct use/adherence to the 
prescription?  

4.  Do you think TB medicines should not be sold as OTC medicines? 

5.  Do you think it should be mandatory to keep records of all TB 
prescriptions? 

6.  Do you think the involvement of pharmacies contributes to increasing case 
detection and that this is an effective step by the RNTCP? 

7.  Have you received training from the RNTCP? 

8.  Are you aware of Public Private mix (PPM) for Tuberculosis control and 
care? 

9.   Does RNTCP is providing Fixed dose combination/daily regimen to 
Tuberculosis patients? 

10.  Did you know that Incentives will be provided to community pharmacist by 
RNTCP, if community pharmacist are become DOTS provider? 

11.  Did you know that Incentives will be provided to community pharmacist 
RNTCP, if community pharmacists notify privately treated tuberculosis to 
RNTCP? 

12.  Did you know that Community pharmacist can download NIKSHAY App 
and can directly notify patients to RNTCP? 

13.  Did you know that Community pharmacist can use NIKSHAY app for TB 
patients management? 

14.  Did you know that Provision of Community pharmacist as DOTS provider 
through RNTCP? 
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Table. 3: Attitudes and Practice on National Strategic Plan (2017-25) 

1. What is primary objective of RNTCP? 

1. To achieve and maintain a TB treatment success rate of  at least 85% 

among new sputum positive (NSP) patients.  

2. To achieve and maintain detection of at least 70% of the estimated new 

sputum positive people in the community. 

      2.  Which anti-TB drug is contraindicated in pregnancy? 

Streptomycin, Kanamycin, Amikacin 

3. In RNTCP, ACSM stands for 

A) Advocacy, communication and social mobilization  

B) Revised National TB Control Programme 

4. What is Multi-Drug resistant tuberculosis (MDR-TB)? 

Resistant to treatment with at least two of the most powerful first-line 

anti-TB medications (drugs), isoniazid and rifampin. 
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ANNEXURE – VI - MODIFIED KUPPUSWAMY SES SCALE 

(UPDATE FOR FEBRUARY 2019) 
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ANNEXURE – VII – MORISKY 8-ITEM MEDICATION 

ADHERENCE QUESTIONNAIRES 
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ANNEXURE – VIII – FACIT- SATISFACTION WITH 

PHARMACIST (SWiP) 
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ANNEXURE – IX – HEALTH-SELF-ASSESSMENT-SF-12 
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ANNEXURE – X – TB NOTIFICATION REPORTING FORMAT 
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ANNEXURE – XI – ETHICAL CLEARANCE LETTER 
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ANNEXURE – XII –  PUBLICATIONS 
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ANNEXURE – XIII – CERTIFICATES OF ORAL & 

 POSTER PRESENTATION 
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Qualified pharmacist KLE alumni Contunuing pharmacy education Storing of Anti-tb Patients per month Per week years of dispensing Anti-tb Part of RNTCP Data maintaining Follow the patients Interested recognize as DOTS centre Prescription
D.paharm Not interested Yes 3 to 5 5 years No No No No Private, Physician and Selfmedication
D.paharm Not interested Yes No No No
D.paharm Not interested Yes No No No
D.pharm KLE alumni/Nippani Agreed to come for training No No No No
D.paharm Not interested Yes 10 No No No
D.paharm KLE alumni interested Yes 10to 15 No No No No private
D.paharm not interested Yes 50-55 since establish No No No No govt and private
D.paharm interested/ Agreed to come for training Yes 3 to4 2 to 3 years No No No Private Physician
D.Pharm Not interested No No No No
D.pharm KLE Alumni Agreed to come for training Yes 5 to 10 4 No No No
D.paharm Not interested Stopped No No No Private Physician
D.paharm interested/ Agreed to come for training Yes 1 to 2 12 years No No No
B.Pharm interested/ Agreed to come for training Yes 17 No No No All (private,govt, self medication

D.paharm, B.Sc Not interested Yes 3 to 4 15 years No No No Private
D. pharm need to contact /qp not avialable Yes 2 to 3 30 No No No

D. pharm, B.Sc Need to contact No No No No
D.paharm not interested No No No No
D.paharm Not interested No No No No Yes
D. Pharm KLE Alumni agreed to come for training Yes 10 No No No

D.pharm, Degree Not interested stopped the shop No No No Yes
D. Pharm interested/ Agreed to come for training No No No No private physician

D.pharm, Degree Not interested Yes 20 30 years No No No No
B.Pharm Not interested No No yes No Yes private physician
D.pharm KLE alumni Interested Yes 15-20 No No No Yes private physician
B.Pharm KLE alumni interested/ Agreed to come for training Yes 4 to 5 7 No No No Yes private physician and self medication
D. Pharm Not interested Yes 2 to 3 1 No No No Yes

puc agreed to come for training no No No No
D. Pharm agreed to come for training no No No No Yes govt and private
D. Pharm agreed to come for training Yes 5 to 10 30 No No No
D. Pharm Not interested yes No No No
D. Pharm Not interested No No No No Govt and private
D.pharm Not interested Yes rare No No No
D.paharm Not interested No earlier No No No
D. Pharm Not interested No No No No Yes
D. Pharm agreed to come for training Yes 2 to 3 18 No No No Yes
B.Pharm KLE alumni agreed to come for training No No No No Yes Private
D. Pharm agreed to come for training Yes 10 TO 15 2 YEARS No No No Govt
D.pharm agreed to come for training Yes DON’T KNOW 5 TO 6 years No No No govt and private
D. Pharm Not interested Yes 2 to 3 25 No No No Yes Private
D. Pharm agreed to come for training Yes 2 25 No No No All (private,govt, self medication
D. Pharm agreed to come for training Yes 3 to 4 6 No No No
D. Pharm KLE alumni agreed to come for training Earlier despensing No No No
D. Pharm Don’t have time No No No No Yes private
D. Pharm agreed to come for training Yes 3 to 4 6 No No No
D. Pharm Don’t have time No No No No Yes Private
D.pharm Don’t have time Yes 3 to 4 10 No No No Yes
D.pharm KLE Alumni Agreed to come for training No No No No Yes

D.pharm., M.Pharm KLE Employee Don’t have time No No No No Yes
D.Pharm Interested/ Agrred to come for training No No No No Yes Govt and private
D. Pharm KLE alumni agreed to come for training Yes 2 6 No No No All ( Govt., Private, Self medication)
D.pharm KLE Alumni Agreed to come for training No No No No Yes
D.paharm Don’t have time No No No No
D.pharm Don’t have time No No No No
D. Pharm KLE alumni agreed to come for training Yes 5 to 6 15 No No No Private
D. Pharm Not interested Yes 2 7 No No No Private
D. Pharm Not interested Yes 2 to 3 No No No
D. Pharm Not interested No No No No Yes
D. Pharm agreed to come for training Yes 10 25 No No No
D. Pharm Need to contact Yes 2 to 3 37 No No No private and self mediocation
D. Pharm Homeopathy/ Agreed to come Yes 10 to 20 25 No No No all ( Govt., Private, Self medication)
D. Pharm Need to contact qp Yes 6 No No No Private
D. Pharm Need to contact qp Yes 10 35 No No No Yes
B. COM agreed to come for training No No No No Govt and private
D. Pharm Not interested/ Busy Yes 10 to 15 15 No No No
D.paharm Not interested No No No No private
D.Pharm Need to contact qp Yes 1 to 2 12 No No No Private
D.pharm Agreed to come for training Yes 3 to 5 No No No
D.paharm busy/not interested No No No No Yes
D. Pharm KLE alumni agreed to come for training No No No No Yes
D. Pharm agreed to come for training No No No No No
D. Pharm KLE alumni Not interested No No No No Private
D. Pharm KLE alumni/Nippani/His wife agreed to come for training Yes 2 No No No

D. Pharm, B. Tech KLE alumni/his wife agreed to come for training No No No No Yes Private
D. Pharm KLE alumni need to contact one more time Yes 2 to 3 No No No
D. pharm Need to contact qp No No No No
D.paharm Not interested/ qp not available No No No No Private
D.paharm qp not available/busy No No No No
D. pharm Need to contact Yes 3 to 4 No No No Private
D. Pharm Need to contact/qp not available Earlier dispensing No No No Yes
D.pharm Need to contact/qp not available No No No No
D.paharm KLE Alumni Not interested No No No No Yes

D. pharm/ BE interested/ Agreed to come for training/general secretary Earlier dispensing No No No Yes
D. Pharm Interested/ agreed to come for training No No No No
D.paharm not interested No No No No Yes
B. Pharm agreed to come for training No No No No Yes
D. Pharm Not interested No No No No
D. Pharm agreed to come for training/ working in KLE hospital No No No No
D.pharm Not interested Yes rare No No No No
D.paharm Not interested No No No No Private
D.paharm Not interested Yes 2 to 3 2 No No No
D.pharm Not interested Yes 2 No No No Private
D.paharm Not interested No No No No
D.pharm KLE alumni Agreed/ khan pharmacist kle alumni Yes 1 No No No
D.pharm Not interested Yes No No No

MASTER CHART



B.pharm Not interested Yes 2 No No No
D. Pharm Very interested/agrred to come No No No No Yes
D.paharm Not interested No No No No Yes Govt
D.Pharm Not interested Yes rare No No No
D.Pharm Not interested No No No No Yes
D. Pharm Interested/ agreed to come for the training No No No No
D. Pharm KLE Alumni agreed to come for the training No No No No
D. Pharm Need to contact qp No No No No Yes Private
D. Pharm KLE Alumni Agreed to come for training Yes 1 to 2 No No No Yes
D. Pharm KLE Alumni Interested/ agreed to come for the training No No No No
D.paharm Don’t have time No No No No
D.paharm Don’t have time No No No No Private
D. Pharm KLE Alumni Don’t have time Yes 2 to 3 No No No
D. Pharm KLE Alumni Don’t have time Earlier dispensing No No No Govt and private
D. Pharm Agreed to come for training Yes 1 to 2 Since establish Yes (But discontinued) Yes Yes  DOTS (Discontinued by patient)
D. Pharm KLE Alumni Not interested Yes 1 No No No Yes
D. Pharm Agreed to come with qp No No No No
D. Pharm Not interested No No No No Yes All (Private, Govt.,Self medication)
D. Pharm KLE Alumni Interested/ Agrred to come for training Yes 2 to 3 8 No No No
D.paharm Not interested Yes 4 to 5 No No No private
D. Pharm KLE Alumni Agreed to come for training Yes 2 to 3 since establish No No No
D.pharm Not interested No No No No Yes Private
D. Pharm Agreed to come for training Yes 2 since establish No No No
D. Pharm Not interested No No No No
D. Pharm Not interested No No No No Yes
D. Pharm KLE Alumni Interested/agreed to come for traning No No No No
D.Pharm Don’t have time No No No No Yes
D. Pharm Interested/ agreed to come for trainig No No No No
D.paharm Don’t have time No No No No
D. Pharm need to contact qp/ agreed to come for training No No No No Yes
D.Pharm KLE Alumni Interested/ agreed to come for training No No No No Yes
D.pharm Agrred to come for training No No No No Yes
D.paharm Interested No No No No
D.pharm KLE Alumni Need to contact qp No No No No Yes
D. Pharm Don’t have time No No No No Private
D. Pharm KLE A lumni agreed to come for training Yes 4 to 5 4 No No No
D.pharm Don’t have time No No No No Yes
D.pharm Interested/ agreed to come for training No No No No
D.pharm Don’t have time No No No No
D.pharm Don’t have time No No No No private
D.pharm Agreed to come for training Yes 1 26 No No No Yes
D.pharm KLE Alumni Interested/earlier attended meeeting with DHO and DTO No No No No Yes Private
D.pharm Agreed to come for training Yes 1 to 2 No No No Yes

D.pharm., B.Sc Agreed to come for training Earlier dispensing No No No Yes
D.pharm Agreed to come for training No No Yes (only dispensing slips) No Yes private
D.pharm KLE alumni Interested/ Agrred to come for training Yes 5 No No No
D.paharm Not interested No No No No
D.pharm KLE Alumni Agreed to come for training No No No No Yes
D.pharm Not interested No No No No Yes
D.pharm Interested/ Agrred to come for training No No No No Yes
B.Pharm KLE Alumni Interested/ agreed to come for training No No No No
D.paharm Not interested No No No No Yes Private
D. Pharm KLE Alumni Interested/ agreed ri come for training Yes 1 to 3 No No No Yes Private
B.Pharm KLE Alumni Agreed to come for training Yes 1 to 2 No No No Yes Private and self medication
D. pharm KLE Alumni Interested/ agreed to come for training Yes 6 to 7 6 No No No
D.paharm Not interested No No No No Yes
D. Pharm KLE Alumni Agreed to come for training No No No No Yes
D. Pharm KLE Alumni Interested/ agreed to come for training No No No No Yes

D.pharm., B.Sc Interested/onsite training No No No No Private
D. Pharm., B.sc KLE Alumni Not interested Yes rare No No No Yes

D.pahrm Not interested No No No No Yes Private
D.pharm Agrred to come for training Yes 1 to 2 No No No Yes
D. Pharm KLE Alumni Interested/onsite training Earlier despensing No No No Yes
D.pharm KLE Alumni Agrred to became DOTS No No No No Yes Private
D.pharm KLE Alumni Interested/ agreed to come for training Yes 1 to 2 34 No No No Yes
D.paharm Don’t have time No No No No
D.pharm Qp not available No No No No
D.pharm qp not available Yes rare No No No Yes

D.pharm., B.Sc Agreed to come for training No No No No Yes
D.pharm Don’t have time No No No No Yes
D.pharm Agrred to come for training No No No No
D.paharm Don’t have time No No No No
D.paharm Don’t have time No No No No Govt
D.pharm Agreed to come for training Yes 2 No No No Yes
B.pharm KLE Alumni Interested/ Agreed to come for training No No No No Yes
D.pharm KLE Alumni Agreed to come for training No No No No Yes
D.Pharm Don’t have time No No No No
D.pharm Don’t have time No No No No
D.pharm Don’t have time No No No No
D.pharm Don’t have time No No No No
D.paharm Not interested No No No No Yes
D.paharm Not interested No No No No
D.paharm Not interested No No No No Private
D.paharm Not interested No No No No
D. Pharm Don’t have time Yes 2 to 3 No No Mainitaing record at first visit
D.pharm Don’t have time Yes 2 to 3 No No No Yes Private
D.pharm Not interested Yes No No No
D.paharm Don’t have time No No No No
D.pharm Don’t have time Earlier dispensing No No No

D.pharm., B.Sc KLE Alumni Interested/ Agrred to come for training Yes rare No No No Yes Private
D.pharm Interested/agreed to come for traning Yes 2 to 3 No No No Private
B.Pharm KLE Alumni Agreed onsite training Yes 10 to 20 Since beginning No No No govt. and private
D.pharm KLE Alumni Agreed on site training Yes DON’T KNOW No No No no idea
D.pharm Not interested Yes DON’T KNOW No No No Private
B.Pharm KLE Alumni Not interested Yes 15 to 20 Since establish No No No Private
D.pharm Agreed onsite training No No No No Yes
D.pharm KLE Alumni Interested/agreed to come for traning Yes DON’T KNOW No No No Yes



D.pharm Agreed to come for training Yes 3 to 4 No No No Private
B.Pharm Areed to come for training No No No No Yes
D.paharm Not interested No No No No
D.pharm Don’t have time Earlier dispensing No No No self medication
D.paharm Don’t have time No No No No No
D.paharm Interested/agreed toc ome for training No No No No Yes
D.paharm Not interested Yes rare No No No
D.paharm agreed to come for training No No No No Yes
M.pharm KLE Alumni Agrred to come for training/daughter is qp No No No No Yes
D.pharm Not interested No No No No
D.paharm Not interested No No No No
D.paharm Don’t have time No No No No
D. Pharm Interested/agreed to come for traning No No No No Yes
D. Pharm KLE Alumni Interested to come for training No No No No
D.paharm Agreed to come for training No No No No
D. pharm Not interested no No No No

B.Com., D.pham KLE Alumni Agreed to come for training Yes 3 to 4 No No No Private
D.paharm Interested/agreed to come for traning Earlier dispensing No No No
D.pharm KLE Alumni Agreed to come for training Yes 2 to 3 No No No Private/ Self medication
D.paharm Don’t have time No No No No

D.pharm., DMLT KLE Alumni Interested/ agreed to come for training yes 2 to 4 No No No Yes private
D.pharm agreed to come for training No No No No

D.PHARM Interested/ agreed to come for training No No No No
D.Pharm Not interested Yes 4 to 5 No No No
D.pharm Don’t have time No No No No
D.Pharm Interested to come for training Yes but no sale No No No Yes
D.pharm Don’t have time No No No No
D.pharm Agrre to come for training No No No No
D.pharm KLE Alumni Not interested No No No No
D.paharm Not interested No No No No

D.pharm. M.pharm, Maratha mandal lecturer Not interested No No No No
D.pharm KLE Alumni Interested/agreed to come for training No No No No
D. Pharm Agreed to come for training No No No No Yes
D.paharm Agreed to come for training Yes no sale No No No
D.paharm Don’t have time No No No No
D.pharm Don’t have time No No No No
D.pharm KLE Alumni Don’t have time No No No No Yes

Gender 22 Female
206 male

Drug Distributors/ Whole sale shop 180
Non avilability of Qualified Pharmacist 80

In-house hospital Pharmacies 15



(Knowledge 
of TB 

infection and F F F F F F 3 months F F F F F F 6months F F F F F F

No Sex Age Education Experience Q1 Q2 Q3 Q4 Q5 Q6 Q7 Q8 Q9 Q10 Q11 Q12 Q13 Q14 Q15 Q16 Q17 Q18 Q19 Q20 Q21 Q22 Q23 Q24 Q25 Q1 Q2 Q3 Q4 Q5 Q6 Q7 Q8 Q9 Q10 Q11 Q12 Q13 Q14 Q15 Q16 Q17 Q18 Q19 Q20 Q21 Q22 Q23 Q24 Q25 Q1 Q2 Q3 Q4 Q5 Q6 Q7 Q8 Q9 Q10 Q11 Q12 Q13 Q14 Q15 Q16 Q17 Q18 Q19 Q20 Q21 Q22 Q23 Q24 Q25

1 1 60 D.Pharm 30 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 2 2 1 2 3 1 1 1 1 1 1 1 1 1 1 1 2 1 2 1 1 2 2 1 1 2 2 1 1 1 1 1 1 1 1 1 1 1 1 1 1 2 1 2 1 1 2 2 1 1 2 2 1 1 1

2 1 55 D.Pharm 25 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 2 2 1 1 2 1 1 1 1 1 1 1 1 1 1 1 1 1 1 2 1 2 1 1 2 2 1 1 2 2 1 1 1 1 1 1 1 1 1 1 1 1 1 1 2 1 2 1 1 2 2 1 1 2 2 1 1 1

3 1 43 D.Pharm 18 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 2 2 2 1 1 2 1 1 1 1 1 1 1 1 1 1 1 1 1 1 2 1 2 1 1 2 2 1 1 1 2 1 1 1 1 1 1 1 1 1 1 1 1 1 1 2 1 2 1 1 2 2 1 1 2 2 1 1 1

4 1 46 D.Pharm 21 2 1 2 2 1 2 1 2 1 3 2 1 1 2 1 1 2 3 1 1 1 2 2 1 2 1 1 1 1 1 1 1 1 1 1 1 2 1 2 1 1 2 2 1 1 2 2 1 1 1 1 1 1 1 1 1 1 1 1 1 1 2 1 2 1 1 2 2 1 1 2 2 1 1 1

5 1 35 D.Pharm 10 1 1 1 1 1 1 1 1 1 1 2 1 1 3 1 1 1 2 2 1 1 1 1 2 1 1 1 1 1 1 1 1 1 1 1 1 2 1 2 1 1 2 2 1 1 2 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 2 1 2 1 1 2 2 1 1 2 2 1 1 1

6 1 40 D.Pharm 15 1 1 1 1 1 1 1 1 1 1 2 1 1 2 1 1 2 2 2 1 1 2 3 1 3 1 1 1 1 1 1 1 1 1 1 1 2 1 2 1 1 2 2 1 1 2 2 3 1 1 1 1 1 1 1 1 1 1 1 1 1 2 1 2 1 1 2 2 1 1 2 2 1 1 1

7 1 35 D.Pharm 10 1 1 1 1 1 1 1 1 1 1 2 1 1 1 1 1 1 2 2 1 3 2 1 1 1 1 1 1 1 1 1 1 1 1 1 1 2 1 2 1 1 2 2 1 1 2 2 1 1 1 1 1 1 1 1 1 1 1 1 1 1 2 1 2 1 1 2 2 1 1 2 2 1 1 1

8 1 49 D.Pharm 24 1 1 1 1 1 1 1 1 1 1 2 1 1 1 1 1 2 3 1 1 1 1 1 1 2 1 1 1 1 1 1 1 1 1 1 1 2 1 2 1 1 2 1 1 1 2 2 1 1 1 1 1 1 1 1 1 1 1 1 1 1 2 1 2 1 1 2 2 1 1 2 2 1 1 1

9 1 29 D.Pharm 4 1 1 1 1 1 1 1 1 1 1 2 1 2 1 1 1 2 2 3 1 1 2 2 2 1 1 1 1 1 1 1 1 1 1 1 1 2 1 2 1 1 2 2 1 1 2 2 1 1 1 1 1 1 1 1 1 1 1 1 1 1 2 1 2 1 1 2 2 1 1 2 2 1 1 1

10 1 47 D.Pharm 17 1 1 1 1 1 1 1 1 1 1 2 1 1 1 1 1 1 2 2 1 1 2 1 1 1 1 1 1 1 1 1 1 1 1 1 1 2 1 2 1 1 2 2 1 1 2 2 1 1 1 1 1 1 1 1 1 1 1 1 1 1 2 1 2 1 1 2 2 1 1 2 2 1 1 1

11 1 33 B.Pharm 10 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 2 1 1 2 1 2 2 1 1 1 1 1 1 1 1 1 1 1 1 1 1 2 1 2 1 1 2 2 1 2 2 2 1 1 1 1 1 1 1 1 1 1 1 1 1 1 2 1 2 1 1 2 2 1 1 2 2 1 1 1

12 1 28 D.Pharm 6 2 1 2 1 1 2 1 2 3 1 3 1 1 2 2 1 2 2 1 3 1 2 1 1 1 2 1 1 1 1 2 1 1 1 1 1 2 1 2 1 1 2 2 1 1 2 2 1 1 1 1 1 1 1 1 1 1 1 1 1 1 2 1 2 1 1 2 2 1 1 2 2 1 1 1

13 1 25 D.Pharm 2 1 1 1 1 1 1 1 1 1 1 1 2 2 3 1 1 1 2 2 1 1 2 1 1 2 1 1 1 1 1 1 1 1 1 1 1 2 1 2 1 1 2 2 1 1 2 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 2 1 2 1 1 2 2 1 1 2 2 1 1 1

14 1 59 D.Pharm 27 1 1 1 1 1 1 1 1 1 1 1 2 1 2 1 2 1 2 3 1 1 1 2 2 1 1 1 1 1 1 1 1 1 1 1 1 2 1 2 1 1 2 2 1 1 2 2 1 1 1 1 1 1 1 1 1 1 1 1 1 1 2 1 2 1 1 2 2 1 1 2 2 1 1 1

15 1 23 D.Pharm 2 1 1 1 1 1 1 1 1 1 1 1 2 2 2 2 1 2 3 2 1 1 2 1 1 1 1 1 1 1 1 1 1 1 1 1 1 2 1 1 1 1 2 2 1 1 2 2 1 1 1 1 1 1 1 1 1 1 1 1 1 1 2 1 1 1 1 2 2 1 1 2 2 1 1 1

16 1 26 D.Pharm 2 1 1 1 1 1 1 1 1 1 1 1 2 1 1 1 1 2 2 2 3 1 2 1 1 1 1 1 1 1 1 1 1 1 1 1 1 2 1 2 1 1 2 2 1 1 1 2 1 1 1 1 1 1 1 1 1 1 1 1 1 1 2 1 2 1 1 2 2 1 1 2 2 1 1 1

17 1 35 D.Pharm 8 1 1 1 1 1 1 1 1 1 1 1 2 1 2 1 2 1 2 1 1 3 2 1 1 1 1 1 1 1 1 1 1 1 1 1 1 2 1 2 1 1 2 2 1 1 2 2 1 1 1 1 1 1 1 1 1 1 1 1 1 1 2 1 2 1 1 2 2 1 1 2 2 1 1 1

18 1 49 D.Pharm 14 1 1 1 1 1 1 1 1 1 1 1 2 2 1 1 1 2 2 2 1 1 2 1 2 1 1 1 1 1 1 1 1 1 1 1 1 2 1 2 1 1 2 2 1 1 2 2 1 1 1 1 1 1 1 1 1 1 1 1 1 1 2 1 2 1 1 2 2 1 1 2 2 1 1 1

19 1 29 D.Pharm 8 2 1 2 2 1 2 1 2 3 3 3 2 1 1 1 1 1 1 2 1 1 2 2 1 2 1 1 1 1 1 1 1 1 1 1 1 2 1 2 1 1 2 2 1 1 2 2 1 1 1 1 1 1 1 1 1 1 1 1 1 1 2 1 2 1 1 2 2 1 1 2 2 1 1 1

20 1 46 D.Pharm 20 1 1 1 1 1 1 1 1 1 1 1 2 2 1 1 1 2 2 3 1 1 2 1 1 1 1 1 1 1 1 1 1 1 1 1 1 2 1 2 1 1 2 2 1 1 2 2 1 1 1 1 1 1 1 1 1 1 1 1 1 1 2 1 2 1 1 2 2 1 1 2 2 1 1 1

21 1 42 D.Pharm 17 1 1 1 1 1 1 1 1 1 1 1 2 1 1 1 1 1 2 1 1 2 2 2 1 1 1 1 1 1 1 1 1 1 1 1 1 2 1 2 1 1 2 2 1 1 2 2 1 1 1 1 1 1 1 1 1 1 1 1 1 1 2 1 2 1 1 2 2 1 1 2 2 1 1 1

22 1 40 D.Pharm 15 1 1 1 1 1 1 1 1 1 1 1 2 1 2 2 2 3 2 2 1 1 1 1 3 1 1 1 1 1 1 1 1 1 1 1 1 2 1 2 1 1 2 2 1 1 2 2 1 1 1 1 1 1 1 1 1 1 1 1 1 1 2 1 2 1 1 2 2 1 1 2 2 1 1 1

23 1 60 D.Pharm 30 2 2 2 2 1 2 1 2 3 2 2 2 2 3 1 1 1 3 1 3 1 2 1 1 1 1 2 1 1 1 1 1 1 2 1 1 2 1 2 1 1 2 2 1 1 2 2 1 1 1 1 1 1 1 1 1 1 1 1 1 1 2 1 2 1 1 2 2 1 1 2 2 1 1 1

24 1 55 D.Pharm 20 1 1 1 1 1 3 1 2 3 1 2 1 1 2 1 1 2 2 2 1 1 2 1 2 1 1 1 1 1 1 1 1 1 1 1 1 2 1 2 1 1 3 2 1 1 1 2 1 1 1 1 1 1 1 1 1 1 1 1 1 1 2 1 2 1 1 2 2 1 1 1 2 1 1 1

25 1 43 D.Pharm 15 1 1 1 1 1 3 1 3 3 2 2 2 1 1 1 1 2 1 1 1 3 2 2 1 2 1 1 1 1 1 1 1 1 1 1 1 2 1 2 1 1 2 2 1 1 2 2 2 1 1 1 1 1 1 1 1 1 1 1 1 1 2 1 2 1 1 2 2 1 1 2 2 1 1 1

26 2 46 B.Pharm 16 1 1 1 1 1 3 1 2 3 1 2 1 1 1 1 1 1 2 1 1 1 3 1 3 1 1 1 1 1 1 1 1 1 2 1 1 2 1 2 1 1 2 2 1 1 2 3 1 1 1 1 1 1 1 1 1 1 1 1 1 1 2 1 2 1 1 2 2 1 1 2 2 1 1 1

27 1 35 D.Pharm 7 1 1 1 1 1 3 1 2 3 1 2 2 2 1 1 1 2 2 3 3 1 3 1 1 1 1 1 1 1 1 1 1 1 1 1 1 2 1 2 1 1 1 2 1 1 2 2 1 1 1 1 1 1 1 1 1 1 1 1 1 1 2 1 2 1 1 2 2 1 1 2 2 1 1 1

28 1 40 D.Pharm 18 1 1 1 1 1 3 1 2 3 1 3 1 1 1 1 1 1 1 2 1 1 2 3 1 1 1 1 1 1 1 1 1 1 1 1 1 2 1 2 1 1 2 2 1 1 2 2 3 1 1 1 1 1 1 1 1 1 1 1 1 1 2 1 2 1 1 2 2 1 1 2 2 1 1 1

29 1 58 D.Pharm 23 1 1 1 1 1 3 1 2 2 2 2 1 1 1 1 1 1 1 1 1 1 3 2 2 1 1 1 1 1 1 1 1 1 1 1 1 2 1 2 1 1 2 2 1 1 2 3 2 1 1 1 1 1 1 1 1 1 1 1 1 1 2 1 2 1 1 2 2 1 1 2 2 2 1 1

30 1 38 D.Pharm 16 1 1 1 1 1 1 1 1 1 1 1 2 1 2 1 1 3 1 2 3 1 2 1 2 1 1 1 1 1 1 1 1 1 1 1 1 2 1 2 1 2 2 2 1 1 2 2 1 1 1 1 1 1 1 1 1 1 1 1 1 1 2 1 2 1 1 2 2 1 1 2 2 1 1 1

31 1 42 D.Pharm 18 2 3 2 2 2 1 1 2 2 1 1 1 1 2 1 1 2 1 1 1 1 1 3 2 2 1 1 1 2 1 1 1 1 1 1 1 3 1 1 1 1 2 2 1 1 2 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 2 1 2 1 1 2 2 1 1 2 2 1 1 1

32 1 47 D.Pharm 24 1 1 1 1 1 1 1 1 1 1 1 2 2 2 2 2 2 1 1 1 2 2 1 1 1 1 1 1 1 1 1 1 1 1 1 1 2 1 2 1 1 2 2 1 1 2 2 1 1 1 1 1 1 1 1 1 1 1 1 1 1 2 1 2 1 1 2 2 1 1 2 2 1 1 1

33 1 33 D.Pharm 9 1 1 1 1 1 1 1 1 1 1 1 1 1 2 1 1 1 1 2 1 3 2 3 1 3 1 1 1 1 1 1 1 1 1 1 1 2 1 2 1 1 2 2 1 1 2 2 1 1 1 1 1 1 1 1 1 1 1 1 1 1 2 1 2 1 1 2 2 1 1 2 2 1 1 1

34 1 28 D.Pharm 4 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 2 2 1 3 1 3 1 1 3 1 1 1 1 1 1 1 1 1 1 1 2 1 2 1 1 2 2 1 2 2 2 1 1 1 1 1 1 1 1 1 1 1 1 1 1 2 1 2 1 1 2 2 1 1 2 2 1 1 1

35 1 25 D.Pharm 1 2 2 2 2 2 1 1 2 2 1 2 2 1 2 1 1 1 2 2 1 1 2 1 3 1 2 1 1 1 1 1 1 1 1 3 1 2 1 2 1 1 2 2 2 1 2 2 1 1 1 1 1 1 1 1 1 1 1 1 1 1 2 1 2 1 1 2 2 1 1 2 2 1 1 1

36 1 59 D.Pharm 24 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 2 2 1 1 1 2 3 1 2 1 1 1 1 1 1 1 1 1 1 1 2 1 2 1 1 2 2 1 1 2 2 1 1 1 1 1 1 1 1 1 1 1 1 1 1 2 1 2 1 1 2 2 1 1 2 2 1 1 1

37 2 23 D.Pharm 2 2 1 2 2 2 3 2 2 2 1 3 1 1 2 1 1 1 2 2 3 1 3 1 2 1 1 1 1 1 2 1 2 1 1 3 1 1 1 2 1 1 2 2 1 1 2 2 1 1 1 1 1 1 1 1 1 1 1 1 1 2 2 1 2 1 1 2 2 1 1 2 2 1 1 1

38 1 26 D.Pharm 3 1 1 1 1 1 1 1 1 1 1 1 2 1 2 1 1 2 2 2 1 1 3 1 1 3 1 1 1 1 1 1 1 1 1 1 1 2 1 2 1 1 2 2 1 1 2 3 1 1 1 1 1 1 1 1 1 1 1 1 1 1 2 1 2 1 1 2 2 1 1 2 2 1 1 1

39 1 35 D.Pharm 9 1 1 1 1 1 1 1 1 1 1 1 1 1 2 1 1 3 2 1 1 1 2 1 1 3 1 1 1 1 1 1 1 1 1 1 1 2 1 2 1 1 1 2 1 1 2 2 1 1 1 1 1 1 1 1 1 1 1 1 1 1 2 1 2 1 1 2 2 1 1 2 2 1 1 1

40 1 49 D.Pharm 21 1 1 1 1 1 1 1 1 1 1 1 2 2 3 2 2 1 1 2 1 1 2 3 2 2 1 1 1 1 1 1 1 1 1 1 1 2 1 2 1 1 2 2 1 1 2 2 1 1 1 1 1 1 1 1 1 1 1 1 1 1 2 1 2 1 1 2 2 1 1 2 2 1 1 1

41 1 29 D.Pharm 6 1 1 1 1 1 1 1 1 1 1 1 1 1 2 1 1 2 2 2 1 1 1 1 1 2 1 1 1 1 1 1 1 1 1 1 1 2 1 2 2 1 2 2 1 1 2 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 2 1 2 1 1 2 2 1 1 2 2 1 1 1

42 1 46 D.Pharm 21 1 1 1 1 1 1 1 1 1 1 1 2 1 1 1 1 1 2 2 1 1 2 1 1 1 1 1 1 1 1 1 1 1 1 1 1 2 1 2 1 1 2 2 1 1 2 2 1 1 1 1 1 1 1 1 1 1 1 1 1 1 2 1 2 1 1 2 2 1 1 2 2 1 1 1

43 1 42 D.Pharm 20 1 1 1 1 1 1 1 2 2 2 2 1 1 2 1 1 3 1 2 1 1 3 3 1 2 1 1 1 1 1 1 1 1 1 2 1 2 1 2 1 1 2 2 1 1 2 3 1 1 2 1 1 1 1 1 1 1 1 1 1 1 2 1 2 1 1 2 2 1 1 2 2 1 1 1

44 1 40 D.Pharm 16 1 1 1 1 1 1 1 1 1 1 1 2 2 3 1 1 2 2 2 1 2 2 1 1 3 1 1 1 1 1 1 1 1 1 1 1 2 1 2 1 1 2 2 1 1 2 2 1 1 1 1 1 1 1 1 1 1 1 1 1 1 2 1 2 1 1 1 2 1 1 2 2 1 1 1

45 1 60 D.Pharm 28 1 1 1 1 1 1 1 3 1 1 1 1 1 2 3 1 1 2 1 1 3 2 1 1 3 1 1 1 1 1 1 1 1 1 2 1 3 1 2 1 1 2 2 1 1 3 2 1 1 1 1 1 1 1 1 1 1 1 1 1 1 2 1 2 1 1 2 2 1 1 2 2 1 1 1

46 1 55 D.Pharm 16 1 1 1 1 1 1 1 1 1 1 1 1 1 2 1 1 2 1 2 3 3 1 1 2 3 1 1 1 1 1 1 1 1 1 1 1 2 1 1 1 1 2 2 1 1 3 1 1 2 1 1 1 1 1 1 1 1 1 1 1 1 2 1 2 1 1 2 2 1 1 2 2 1 1 1

47 1 43 D.Pharm 14 1 1 1 1 1 1 1 1 1 1 1 2 2 3 1 1 1 2 1 1 2 2 3 1 2 1 1 1 1 1 1 1 1 1 1 1 2 1 2 1 1 2 2 1 1 2 2 1 1 1 1 1 1 1 1 1 1 1 1 1 1 2 1 2 1 1 2 2 1 1 2 2 1 1 1

48 1 46 D.Pharm 19 1 1 1 1 1 1 1 1 1 1 1 2 1 2 1 1 2 2 2 1 1 2 1 1 3 1 1 1 1 1 1 1 1 1 1 1 2 1 2 1 1 2 2 1 1 2 2 1 1 1 1 1 1 1 1 1 1 1 1 1 1 2 1 2 1 1 2 2 1 1 2 2 1 1 1

49 1 35 D.Pharm 14 1 1 1 1 1 1 1 1 1 1 1 2 1 2 1 1 1 2 1 1 1 2 1 1 1 1 1 1 1 1 1 1 1 1 1 1 2 1 2 1 1 2 2 1 1 2 2 1 1 1 1 1 1 1 1 1 1 1 1 1 1 2 1 2 1 1 2 2 1 1 2 2 1 1 1

50 1 40 D.Pharm 12 2 1 2 1 1 3 2 2 2 2 2 2 2 1 1 1 2 2 2 3 1 2 1 1 2 1 1 1 1 1 1 1 2 1 2 2 1 1 2 1 1 1 2 1 1 2 2 1 1 1 1 1 1 1 1 1 1 1 1 1 1 2 1 2 1 1 2 2 1 1 2 2 1 1 1

51 1 58 D.Pharm 22 1 1 1 1 1 1 1 1 1 1 1 1 1 2 3 2 2 2 1 1 1 3 1 2 1 1 1 1 1 1 1 1 1 1 1 1 2 1 2 1 1 2 2 1 1 2 3 1 1 1 1 1 1 1 1 1 1 1 1 1 1 2 1 2 1 1 2 2 1 1 2 2 1 1 1

52 1 38 D.Pharm 15 1 1 1 1 1 1 1 1 1 1 1 1 1 2 1 1 2 2 2 3 1 2 1 1 3 1 1 1 1 1 1 1 1 1 1 1 2 1 2 1 1 2 2 1 1 2 2 1 1 1 1 1 1 1 1 1 1 1 1 1 1 2 1 2 1 1 2 2 1 1 2 2 1 1 1

53 1 42 D.Pharm 18 1 1 1 1 1 1 1 1 1 1 1 2 1 2 1 1 2 1 1 1 1 1 1 1 3 1 1 1 1 1 1 1 1 1 1 1 2 1 2 1 1 2 2 1 1 2 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 2 1 2 1 1 2 2 1 1 2 2 1 1 1

54 1 47 B.Pharm 22 1 1 1 1 1 1 1 1 1 1 1 1 1 2 1 1 1 1 2 3 1 3 1 2 2 1 1 1 1 1 1 1 1 1 1 1 2 1 2 1 1 2 2 1 1 2 3 1 2 1 1 1 1 1 1 1 1 1 1 1 1 2 1 2 1 1 2 2 1 1 2 2 1 1 1

55 1 33 D.Pharm 10 1 1 1 1 1 1 1 1 1 1 1 1 1 2 1 1 2 1 2 1 1 2 1 1 2 1 1 1 1 1 1 1 1 1 1 1 2 1 3 1 1 2 2 1 1 2 2 1 1 1 1 1 1 1 1 1 1 1 1 1 1 2 1 2 1 1 2 2 1 1 2 2 1 1 1

56 1 28 D.Pharm 5 2 1 1 1 1 1 1 2 1 1 2 2 2 1 1 1 1 1 2 1 2 2 1 2 2 1 1 1 1 1 1 1 1 1 1 1 2 1 2 1 1 3 2 1 1 2 2 1 1 2 1 1 1 1 1 1 1 1 1 1 1 2 1 2 1 1 2 2 1 1 2 2 1 1 1

57 1 25 D.Pharm 3 1 1 1 1 1 1 1 1 1 1 1 2 1 2 1 1 2 1 2 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 2 1 2 1 1 2 2 1 1 2 2 1 1 1 1 1 1 1 1 1 1 1 1 1 1 2 1 2 1 1 2 2 1 1 2 1 1 1 1

58 1 58 D.Pharm 23 1 1 1 1 1 1 1 1 1 1 1 1 1 2 3 2 1 1 2 1 1 2 1 1 1 1 1 1 1 1 1 1 1 1 1 1 2 1 2 1 1 2 2 1 1 2 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 2 1 2 1 1 2 2 1 1 2 2 1 1 1

59 1 38 D.Pharm 15 2 1 1 1 1 1 1 2 2 2 2 1 1 2 1 1 2 1 2 1 1 2 1 1 1 1 1 1 1 1 1 1 2 1 1 2 1 1 3 1 1 2 2 1 1 2 2 1 1 1 1 1 1 1 1 1 1 1 1 1 1 2 1 2 1 1 2 2 1 1 2 2 1 1 1

60 1 42 D.Pharm 16 1 1 1 1 1 1 1 1 1 1 1 2 2 2 1 1 2 1 2 1 1 2 1 1 1 1 1 1 1 1 1 1 1 1 1 1 2 1 2 1 1 2 2 1 1 2 2 1 1 1 1 1 1 1 1 1 1 1 1 1 1 2 1 2 1 1 2 2 1 1 2 2 1 1 1



Pretest

Attitude and 
Practice of TB 

infection control 3 months 6months
No Q1 Q2 Q3 Q4 Q5 Q6 Q7 Q8 Q9 Q10 Q11 Q12 Q13 Q14 Q1 Q2 Q3 Q4 Q5 Q6 Q7 Q8 Q9 Q10 Q11 Q12 Q13 Q14 Q1 Q2 Q3 Q4 Q5 Q6 Q7 Q8 Q9 Q10 Q11 Q12 Q13 Q14
1 1 1 1 1 1 1 2 1 1 2 2 2 2 2 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1
2 1 1 1 1 1 1 2 1 2 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1
3 1 1 1 1 1 1 2 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1
4 2 2 2 2 2 2 2 1 1 2 2 1 2 1 2 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1
5 1 1 1 1 1 1 2 1 1 2 2 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1
6 1 1 1 1 1 1 2 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1
7 1 1 1 1 1 3 2 3 3 3 2 2 2 2 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1
8 1 1 1 1 1 1 2 3 3 3 2 2 2 2 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1
9 3 3 1 1 1 1 2 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1
10 1 3 1 1 1 3 2 2 1 3 3 3 2 3 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1
11 1 1 1 1 1 1 2 2 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1
12 1 1 1 1 1 1 2 2 2 2 2 2 2 2 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1
13 2 2 3 3 3 3 2 2 1 3 3 3 1 3 2 2 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1
14 1 1 1 1 1 1 2 2 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1
15 1 1 1 1 1 1 2 2 2 2 2 2 2 2 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1
16 1 1 1 1 1 1 2 2 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1
17 1 1 1 1 1 3 2 2 1 1 1 1 2 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1
18 1 1 1 1 1 1 2 2 2 1 1 3 3 3 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1
19 1 1 1 1 1 1 2 3 3 3 3 3 2 3 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1
20 1 1 1 1 1 1 2 3 3 3 3 3 3 3 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1
21 1 1 1 1 1 1 2 1 1 1 1 1 2 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1
22 1 1 1 1 1 1 2 2 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1
23 2 2 3 3 3 2 2 3 2 2 2 2 2 2 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1
24 3 2 2 2 2 2 2 3 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1
25 1 1 1 1 1 1 2 3 3 3 3 3 3 3 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1
26 1 1 1 1 1 3 2 2 2 2 2 2 2 2 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1
27 1 1 1 1 1 1 2 3 1 1 1 1 2 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1
28 1 1 1 1 1 1 2 2 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1
29 1 1 1 1 1 3 2 3 3 3 3 3 3 3 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1
30 1 1 1 1 1 1 2 2 1 2 2 2 2 2 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1
31 1 1 1 1 1 1 2 3 2 1 1 1 3 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1
32 2 2 1 2 2 3 2 1 1 1 1 1 2 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1
33 1 1 1 1 1 1 2 1 1 1 1 1 2 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1
34 1 1 1 1 1 1 2 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1
35 1 1 1 1 1 1 2 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1
36 1 1 1 2 2 3 2 2 2 2 2 2 2 2 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1
37 1 1 1 1 1 1 2 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1
38 1 1 1 2 2 2 2 2 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1
39 1 1 1 1 1 1 2 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1
40 1 1 1 2 2 3 2 1 3 3 3 3 2 3 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1
41 1 1 1 1 1 1 2 2 2 2 2 2 2 2 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1
42 1 1 1 1 1 1 2 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1
43 1 1 1 1 1 1 2 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1
44 1 1 1 1 1 1 2 2 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1
45 1 1 1 1 1 1 2 1 1 2 2 2 2 2 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1
46 1 1 1 1 1 1 2 1 1 2 2 2 2 2 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1
47 1 1 1 1 1 1 2 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1
48 1 1 1 1 1 1 2 2 1 2 2 2 2 2 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1
49 1 1 1 1 1 1 2 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1
50 1 1 1 1 1 1 2 1 2 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1
51 1 1 1 1 1 1 2 2 1 2 2 2 2 2 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1
52 1 2 1 2 2 2 2 3 3 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1
53 1 1 1 1 1 1 2 2 1 2 2 2 2 2 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1
54 1 1 1 1 1 1 2 3 3 3 3 3 3 3 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1
55 1 3 3 3 3 3 2 3 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1
56 1 1 1 1 1 1 2 3 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1
57 1 3 3 3 3 2 2 3 3 3 3 3 2 3 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1
58 1 1 1 1 1 1 2 3 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1
59 1 1 1 1 1 1 2 2 2 2 2 2 2 2 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1
60 1 1 1 1 1 1 2 3 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1



Pretest

Attitudes and Practice on 
National Strategic Plan 

(2017-25) 3 months 6months
No Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4
1 1 1 1 2 1 1 1 1 1 1 1 1
2 2 3 3 3 1 1 1 1 1 1 1 1
3 2 3 3 3 1 1 1 1 1 1 1 1
4 2 3 3 3 1 1 1 1 1 1 1 1
5 2 3 3 2 1 1 1 1 1 1 1 1
6 3 3 3 1 1 1 1 1 1 1 1 1
7 2 3 3 1 1 1 1 1 1 1 1 1
8 3 3 3 1 1 1 1 1 1 1 1 1
9 2 2 1 1 1 1 1 1 1 1 1 1

10 3 3 3 3 1 1 1 1 1 1 1 1
11 2 2 1 1 1 1 1 1 1 1 1 1
12 3 3 3 3 1 1 1 1 1 1 1 1
13 2 2 1 1 1 1 1 1 1 1 1 1
14 1 1 1 2 1 1 1 1 1 1 1 1
15 2 2 1 1 1 1 1 1 1 1 1 1
16 3 3 3 3 2 2 1 1 1 1 1 1
17 2 2 1 1 1 3 1 1 1 1 1 1
18 3 3 3 3 2 1 1 1 2 1 1 1
19 3 2 1 1 1 1 1 1 1 1 1 1
20 2 3 3 3 1 1 1 1 1 1 1 1
21 1 1 1 2 1 1 1 1 1 1 1 1
22 3 2 1 1 1 1 1 1 1 1 1 1
23 2 2 1 2 1 1 1 1 1 1 1 1
24 3 3 3 3 2 1 1 1 2 1 1 1
25 2 2 1 1 1 1 1 1 1 1 1 1
26 3 2 1 2 1 1 1 1 1 1 1 1
27 2 3 3 3 2 1 1 1 1 1 1 1
28 3 2 1 2 1 1 1 1 1 1 1 1
29 2 2 2 1 1 1 1 1 1 1 1 1
30 2 3 3 3 1 1 1 1 1 1 1 1
31 3 3 3 3 1 1 1 1 1 1 1 1
32 2 2 2 2 1 1 1 1 1 1 1 1
33 1 1 1 1 1 1 1 1 1 1 1 1
34 1 2 1 1 1 1 1 1 1 1 1 1
35 3 3 3 3 1 1 1 1 1 1 1 1
36 1 1 1 2 1 1 1 1 1 1 1 1
37 2 3 3 3 1 1 1 1 1 1 1 1
38 1 1 1 1 1 1 1 1 1 1 1 1
39 1 1 1 1 1 1 1 1 1 1 1 1
40 1 1 1 1 1 1 1 1 1 1 1 1
41 2 1 1 1 1 1 1 1 1 1 1 1
42 3 1 1 2 1 1 1 1 1 1 1 1
43 2 1 1 1 1 2 2 2 1 1 1 1
44 2 1 1 1 1 1 1 1 1 1 1 1
45 2 1 2 1 1 1 1 1 1 1 1 1



Pretest

Attitudes and Practice on 
National Strategic Plan 

(2017-25) 3 months 6months
No Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4
46 2 3 3 3 1 1 2 2 1 1 1 1
47 2 2 1 2 1 1 1 1 1 1 1 1
48 2 2 1 1 1 1 1 1 1 1 1 1
49 2 3 3 3 1 1 1 1 1 1 1 1
50 2 2 1 1 1 1 1 1 1 1 1 1
51 2 2 1 2 1 1 1 1 1 1 1 1
52 2 2 1 1 1 1 1 1 1 1 1 1
53 2 3 3 3 1 1 1 1 1 1 1 1
54 2 1 1 1 1 1 1 1 1 1 1 1
55 2 1 1 1 1 1 1 1 1 1 1 1
56 2 3 3 3 1 1 1 1 1 1 1 1
57 2 2 2 1 1 1 1 1 1 1 1 1
58 2 1 1 1 1 1 1 1 1 1 1 1
59 2 3 3 3 1 1 1 1 1 1 1 1
60 2 2 3 3 1 1 1 1 1 1 1 1



modified Kuppuswamy Socioeconomic status scale

Sl Name Age Sex Urban/Rural Address Mob No. Date of TB diagnosis Date of TB treatment Initiated Patients Type Wt in kg Habits Martial Status Education Occupation
Occupation of the 
head of the family

Education of the 
head of the family

Total monthly 
income of the family

Kuppuswamy’s socio-
economic status scale 

2019
Socioeconomic 

class

1 Prakash s Ravaput 32 M Rural Gokak 9731467720 28/3/19 28/3/19 New 30 0 Married Intermediate school Employed 5 6 6 17 2

2 Surayya Belagami 61 F Rural Belagavi 9611814610 3/3//19 3/3//19 New 50 Tobacco Married Primary level Employed 3 2 3 8 4

3 Abdul Mufsa 40 M Rural Khanapur 8722346812 20/11/18 04/06/2019 New 63 Alcohal Married University Employed 6 6 4 16 2

4 Sarojini P 71 F Rural Shindoli 8971617007 01/10/2019 03/10/2019 New 30 0 Married Intermediate school Employed 4 5 3 12 3

5 Vinayak Krishna Kesarkar 32 M Rural Modage Hukkeri 9819389264 06/06/2019 06/06/2019 New 57 Alcohal Married University Employed 6 6 4 16 2

6 Naznin Sayyad 35 F Urban Azad nagar, Belagavi 6364382576 06/05/2019 06/05/2019 New 46 0 Married University Employed 6 6 4 16 2

7 Yashoda B Kanakeri 18 F Urban Goa 9964028525 06/04/2019 06/04/2019 New 36 0 Non married Secondary level Non Employed 1 4 2 7 4

8 Aafra Athani 26 F Urban Kamat galli, Belagavi 9449078661 29/5/19 29/5/19 New 17 0 Non married University Non Employed 4 6 3 13 3

9 Abhishek Talwar 21 M Urban Ramtirth Nagar Belagavi 7204313375 27/6/19 27/6/19 MDR 54 Alcohal, Smoking Non married University Non Employed 1 6 1 8 4

10 Shreyas Adin 25 M Rural Naragund 9591436647 27/6/19 27/6/19 New 14 0 Non married Intermediate school Non Employed 1 5 1 7 4

11 Shilpa Bichakatti 25 F Urban Bhavani Nagar Belagvi 7204497105 24/6/19 18/6/19 New 55 0 Non married University Non Employed 1 6 1 8 4

12 Pramod Gadi 23 M Rural Khanapur 9241206119 18/6/19 14/6/19 New 54 0 Non married University Non Employed 1 6 1 8 4

13 Praveen Gadi 22 M Rural Khanapur 9902756663 14/6/19 28/6/19 New 49 0 Non married University Non Employed 1 6 1 8 4

14 Ranjana Mastamaradi 20 F Rural Shindoli 9449308260 28/6/19 28/6/19 New 30 0 Non married Intermediate school Non Employed 1 6 1 8 4

15 Praveen Baragali 30 M Rural Shankeshwar 9448859458 07/02/2019 07/02/2019 New 64 0 Married University Employed 6 6 6 18 2

16 Lahu Dalavi 57 M Rural Chandgad 9421284953 07/07/2019 07/07/2019 New 55 0 Married Secondary level Employed 4 4 4 12 3

17 Almas Bepuri 20 M Rural Aminagad 9880144684 07/11/2019 07/11/2019 New 30 0 Married Secondary level Non Employed 3 4 1 8 4

18 Mujeeb muniya 25 M Urban Azad nagar, Belagavi 8088043595 18/7/19 18/7/19 New 50 0 Married University Non Employed 1 6 1 6 4

19 Babji Desai 52 M Rural Manipalgad 7204282096 26/7/19 126/7/19 New 63 0 Married Intermediate school Employed 3 4 4 11 3

20 Suraj Desai 18 M Rural Manaipalgad 7204282096 28/7/19 28/7/19 New 49 Alcohal, Tobacco Non married Intermediate school Non Employed 1 4 1 6 4

21 Shivprasad Irappa 18 M Urban Bhavani S.C Motar, Belagavi 7204497105 08/06/2019 08/06/2019 New 47 Alcohal, Smoking Non married Intermediate school Non Employed 1 4 1 6 4

22 Muniyappa Benni 67 M Urban Belagavi 9241206119 08/05/2019 08/05/2019 New 52 0 Married No Schooling Employed 4 1 4 9 4

23 Roopa S 28 F Rural Mudhol 9902756663 18/8/19 18/8/19 New 42 0 Married University Non Employed 1 6 1 8 4

24 Prakash Patil 70 M Urban Belagavi 9449308260 26/8/19 26/8/19 New 62 Tobacco Married No Schooling Employed 3 1 4 8 4

25 Akash Bepari 20 F Urban Bagalkot 9740823318 28/8/19 28/8/19 New 37 0 Married Intermediate school Non Employed 1 4 1 6 4

26 Lokesh Desai 57 M Rural Chandgad 9421284953 29/8/19 29/8/19 Old 53 0 Married No Schooling Employed 4 1 3 8 4

27 Ramanna Birvar 58 M Rural Raichur 8150010835 09/02/2019 09/02/2019 New 69 Smoking, Tobacco Married No Schooling Employed 2 1 2 5 5

28 Tanveer Naik 37 M Rural Mumbai 9892431905 09/07/2019 09/07/2019 New 58 Alcohal Married Primary level Employed 3 4 3 10 4

29 Ravi Knakali 30 M Urban Belagavi 9379920545 09/11/2019 09/11/2019 New 38 Alcohal Married Intermediate school Employed 5 5 3 13 3

30 Nangendra Gary 57 M Urban Ramteerth nagar, Belagavi 8861916100 18/9/19 18/9/19 Old 56 Alcohal, Smoking, Tobacco Married Primary level Employed 3 4 4 11 3

31 ManjitSiagh Nirala 20 M Urban Belagavi 7795275214 18/9/19 19/9/19 New 60 0 Non married Secondary level Non Employed 1 4 1 6 4

32 Arunkumar Killedar 25 M Rural Gokak 9795275219 19/9/19 19/9/19 Old 55 Alcohal Non married University Non Employed 1 6 1 8 4

33 Ramesh Chopade 52 M Urban Belagavi 9845643021 19/9/19 19/9/19 New 52 Alcohal, Tobacco Married Intermediate school Employed 4 5 4 13 3

34 Chandu Sanadi 18 M Rural Kadadi 9482086107 19/9/19 19/9/19 New 43 Alcohal, Smoking Non married Secondary level Non Employed 3 4 3 10 4

35 Nagappa Aralikalr 44 M Rural Deshnur 9741833791 20/9/19 20/9/19 New 55 0 Married Intermediate school Employed 3 5 2 10 4

36 Prashanth Hiremath 30 M Rural Devarshihatti 9880453366 23/9/19 23/9/19 New 71 Alcohal Married University Employed 5 6 4 15 3

37 Raju B Kalkutaagi 39 M Rural Narshingpur 9164585815 23/9/19 23/9/19 New 67 Alcohal Married Primary level Employed 3 3 4 10 4

38 Sunil Byakwad 47 M Urban Shahpur, Belagavi 9341936618 10/09/2019 10/09/2019 New 62 0 Married Secondary level Employed 4 4 3 11 3

39 Prashanth Kumar Yalburg 48 M Rural Shindihatti 7676633947 10/11/2019 10/11/2019 New 50 0 Married Primary level Employed 3 2 3 8 4

40 Balu Patri 49 M Urban Ramnagar, Belagavi 7353850194 10/12/2019 10/12/2019 New 41 0 Married Primary level Employed 3 2 3 8 4

41 Sharwani Betageri 75 F Rural Suldal 9164306505 14/10/19 14/10/19 New 28 0 Married Primary level Employed 3 2 3 8 4

42 Ajay kangralkar 42 M Urban Kangral, Belagavi 7829685658 15/10/19 15/10/19 New 70 Smoking, Tobacco Married Primary level Employed 3 2 3 8 4

43 Surayya Belagavi 65 F Urban Mahantesh nagar Belagavi 9945488310 22/10/19 22/10/19 New 50 0 Married No Schooling Employed 3 1 3 7 4

44 Laxman Rathod 28 M Rural Bannur, Ramdurg 8152863998 22/10/19 22/10/19 New 44 0 Married University Employed 6 6 4 16 2

45 Ayesh Shaikh 19 F Urban Sadashivnagar, Belagavi 9986726930 23/10/19 23/10/19 New 56 0 Non married Primary level Non Employed 3 2 3 8 4

46 Chandrakanth Karling 53 M Rural Sankeshwar 7816089090 24/10/19 24/10/19 New 52 0 Married Secondary level Employed 4 4 3 11 3

47 Godawa Kamuri 55 F Rural Khanapur 9945646774 11/02/2019 11/02/2019 New 70 0 Married Intermediate school Employed 4 5 4 14 4

48 Yashoda Kankori 18 F Urban Goa 9964028525 11/02/2019 11/02/2019 New 39 0 Non married Secondary level Non Employed 3 3 3 9 4

49 Shivbasappa Muttur 36 M Rural Rabkavi 8904819553 11/07/2019 11/07/2019 New 87 Tobacco Married Intermediate school Employed 4 4 3 11 3

50 Nikita koogi 35 F Urban Ganeshpur, Belagavi 8762382205 28/11/19 28/11/19 New 48 0 Married Secondary level Employed 4 4 3 11 3

51 Parushuram Pamnavar 54 M Urban Raichur 9901102785 30/11/19 30/11/19 New 74 Alcohal Married Intermediate school Non Employed 1 5 4 10 4

52 Raju poojari 32 M Rural Yargatti 8747871628 30/11/19 30/11/19 New 61 Alcohal Married Intermediate school Employed 4 5 4 14 4

53 Shanth rathod 57 F Urban Huabali 9886181120 12/06/2019 12/06/2019 New 48 0 Married Intermediate school Employed 4 5 4 14 4

54 Shivani kolkar 20 F Urban Belagavi 7259921878 12/09/2019 12/09/2019 New 42 Tobacco Non married Intermediate school Non Employed 1 5 4 10 4

55 Raju Paneri 32 M Rural Mudigunji 8762823192 17/12/19 17/12/19 New 47 Alcohal, Smoking, Tobacco Married University Employed 6 6 4 16 2

56 Advappa hullikeri 76 M Urban Hubli 9964028525 18/12/19 18/12/19 New 50 Alcohal Married No Schooling Employed 2 1 2 5 4

57 Mohammed Nadaf 35 M Rural Batyageri 6364239506 19/12/19 19/12/19 New 41 0 Married Intermediate school Employed 2 5 4 11 3

58 Shivlila Kbadagi 19 F Rural Shivpur 8861946588 01/10/2020 01/10/2020 New 33 0 Non married Intermediate school Non Employed 1 5 3 9 4

59 Kavita Bhosle 45 F Rural Chandgad 8308255676 17/1/20 17/1/20 New 46 0 Married Intermediate school Employed 2 5 2 9 4



MMAS 3 months 6 months First Month
SL Q0 Q0 Q0 Q1 Q1 Q1 Q3 Q3 Q3 Q4 Q4 Q4 Q5 Q5 Q5 Q6 Q6 Q6 Q7 Q7 Q7 Q8 Q8 Q8
1 1 1 1 0 1 1 0 1 1 1 1 1 1 1 1 1 1 1 0 0 1 1 1 1
2 1 1 1 1 1 1 1 0 1 1 1 1 0 1 1 1 0 1 0 1 1 0.75 1 1
3 0 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 0 0 1 1 1 1
4 1 1 1 0 1 1 0 1 1 1 1 1 1 1 1 1 1 1 0 0 0 1 1 1
5 0 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 0 0 1 1 0.75 1
6 1 1 1 1 1 1 1 1 1 1 1 1 0 1 1 1 1 1 0 0 1 1 1 1
7 0 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 0 1 1 1 1 1
8 1 1 1 0 1 1 0 1 1 1 1 1 1 1 1 1 1 1 0 0 1 1 1 1
9 0 1 1 0 1 1 0 0 1 0 1 1 1 0 1 0 0 1 0 1 0 0.75 1 1
0 0 1 1 0 1 1 0 0 1 0 1 1 1 0 1 1 0 1 0 1 1 0.5 1 1
0 1 1 1 0 1 1 0 1 1 1 1 1 1 1 1 1 1 1 0 0 1 1 1 1
1 0 1 1 0 1 1 0 1 1 0 1 1 1 1 1 0 1 1 0 0 1 0.75 1 1
3 0 1 1 0 1 1 0 1 1 0 1 1 1 1 1 1 1 1 0 0 1 0.5 1 1
4 1 1 1 0 1 1 0 0 1 1 1 1 1 0 1 1 0 1 0 1 1 1 1 1
5 0 1 1 0 1 1 0 0 1 0 1 1 1 0 1 1 0 1 0 1 1 0.5 1 1
6 0 1 1 1 1 1 1 0 1 1 1 1 1 0 1 1 0 1 0 1 1 1 1 1
7 1 1 1 1 1 1 1 0 1 1 1 1 0 0 1 1 0 1 0 1 1 0.75 0.75 1
8 0 1 1 0 1 1 0 1 1 0 1 1 1 1 1 0 1 1 0 0 1 0.75 1 1
9 0 1 1 0 1 1 0 1 1 0 1 1 1 1 1 1 1 1 0 0 1 0.5 1 1
10 1 1 1 0 1 1 0 1 1 1 1 1 1 1 1 1 1 1 0 0 1 1 1 1
10 0 1 1 1 1 1 1 0 1 1 1 1 1 1 1 1 0 1 0 1 1 1 1 1
11 0 1 1 1 1 1 1 0 1 1 1 1 1 1 1 1 0 1 0 1 1 1 1 1
13 1 1 1 1 1 1 1 1 1 1 1 1 0 1 1 1 1 1 0 0 1 1 0.75 1
14 0 1 1 0 1 1 0 1 1 0 1 1 1 1 1 0 1 1 0 0 1 0.75 1 1
15 0 1 1 0 1 1 0 1 1 0 1 1 1 1 1 1 1 1 0 0 1 0.5 1 1
16 0 1 1 1 1 1 1 0 1 1 1 1 1 1 1 1 0 1 0 1 1 1 1 1
17 1 1 1 1 1 1 1 0 1 1 1 1 0 1 1 1 0 1 0 1 1 1 1 1
18 0 1 1 1 1 1 1 0 1 1 1 1 1 1 1 1 0 1 0 1 1 1 1 1
19 0 1 1 0 1 1 0 1 1 0 1 1 1 1 1 1 1 1 0 0 1 0.5 1 1
30 1 1 1 0 1 1 0 1 1 1 1 1 1 1 1 1 1 1 0 0 0 1 1 1
30 0 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 0 0 1 1 1 1
31 0 1 1 0 1 1 0 0 1 0 1 1 1 1 1 1 0 1 0 1 1 0.5 1 1
33 0 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 0 0 1 1 0.75 1
34 1 1 1 0 1 1 0 1 1 1 1 1 1 1 1 1 1 1 0 0 1 0.75 1 1
35 0 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 0 0 1 1 1 1
36 0 1 1 0 1 1 0 0 1 0 1 1 1 1 1 1 0 1 0 1 1 0.5 1 1
37 1 1 1 1 1 1 1 1 1 1 1 1 0 1 1 1 1 1 0 0 1 0.75 0.75 1
38 0 1 1 0 1 1 0 1 1 0 1 1 1 1 1 0 1 1 0 1 1 0.75 1 1
39 0 1 1 0 1 1 0 1 1 0 1 1 1 1 1 1 1 1 0 0 1 0.5 1 1
40 1 1 1 1 1 1 1 0 1 1 1 1 0 1 1 1 0 1 0 1 1 0.75 1 1
40 0 1 1 1 1 1 1 0 1 1 1 1 1 1 1 1 0 1 0 1 1 1 1 1
41 1 1 1 0 1 1 0 1 1 1 1 1 1 1 1 1 1 1 0 0 1 1 1 1
43 0 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 0 0 1 1 1 1
44 1 1 1 1 1 1 1 1 1 1 1 1 0 1 1 1 1 1 0 0 1 0.75 1 1
45 0 1 1 1 1 1 1 0 1 1 1 1 1 1 1 1 0 1 0 1 1 1 1 1
46 1 1 1 0 1 1 0 0 1 1 1 1 1 1 1 1 0 1 0 1 1 1 1 1
47 0 1 1 1 1 1 1 0 1 1 1 1 1 1 1 1 0 1 0 1 0 1 1 1
48 0 1 1 0 1 1 0 1 1 0 1 1 1 1 1 0 1 1 0 0 1 0.75 0.75 1
49 0 1 1 0 1 1 0 1 1 0 1 1 1 1 1 1 1 1 0 0 1 0.5 1 1
50 0 1 1 0 1 1 0 1 1 0 1 1 1 1 1 1 1 1 0 0 1 0.5 1 1



FACIT 1 Month FACIT 3 MONTHS FACIT 6 MONTHS
SL Q1 Q2 Q3 Q4 Q5 Q6 Q7 Q1 Q2 Q3 Q4 Q5 Q6 Q7 Q1 Q2 Q3 Q4 Q5 Q6 Q7
1 4 4 3 3 3 4 4 4 4 4 4 4 4 4 4 4 4 4 4 4 4
2 4 4 3 3 3 4 4 4 4 4 4 4 4 4 4 4 4 4 4 4 4
3 4 4 3 3 3 4 4 4 4 4 4 4 4 4 4 4 4 4 4 4 4
4 4 4 3 4 4 3 4 4 4 4 4 4 4 4 4 4 4 4 4 4 4
5 4 4 3 4 4 3 4 4 4 4 4 3 3 4 4 4 4 4 4 3 4
6 4 4 3 4 4 3 4 4 4 4 4 3 3 4 4 4 4 4 3 3 4
7 4 4 3 4 2 3 4 4 4 4 4 3 3 4 4 4 4 4 4 4 4
8 4 4 3 4 4 3 4 4 4 4 4 4 4 4 4 4 4 4 4 4 4
9 4 4 3 3 3 4 4 4 4 4 4 4 4 4 4 4 4 4 4 4 4
10 4 4 3 3 3 4 4 4 4 4 4 4 4 4 4 4 4 4 4 4 4
11 4 4 3 3 3 4 4 4 4 4 4 4 4 4 4 4 4 4 4 4 4
12 4 4 3 4 4 3 4 4 4 4 4 3 3 4 4 4 4 4 3 3 4
13 4 4 3 4 4 3 4 4 4 4 4 4 4 4 4 4 4 4 4 4 4
14 4 4 3 4 4 3 4 4 4 4 4 4 4 4 4 4 4 4 4 4 4
15 4 4 3 4 4 3 4 4 4 4 4 4 4 4 4 4 4 4 4 4 4
16 4 4 3 4 2 3 4 4 4 4 4 4 4 4 4 4 4 4 4 4 4
17 4 4 3 3 3 4 4 4 4 4 4 3 3 4 4 4 4 4 3 3 4
18 4 4 3 3 3 4 4 4 4 4 4 3 3 4 4 4 4 4 4 4 4
19 4 4 3 3 3 4 4 4 4 4 4 4 4 4 4 4 4 4 4 4 4
20 4 4 3 4 2 3 4 4 4 4 4 4 4 4 4 4 4 4 4 4 4
21 4 4 3 4 4 3 4 4 4 4 4 4 4 4 4 4 4 4 4 4 4
22 4 4 3 4 4 3 4 4 4 4 4 4 4 4 4 4 4 4 4 4 4
23 4 4 3 4 4 3 4 4 4 4 4 3 3 4 4 4 4 4 4 4 4
24 4 4 3 4 4 3 4 4 4 4 4 4 4 4 4 4 4 4 4 4 4
25 4 4 3 3 3 4 4 4 4 4 4 4 4 4 4 4 4 4 4 4 4
26 4 4 3 3 3 4 4 4 4 4 4 4 4 4 4 4 4 4 4 4 4
27 4 4 3 3 3 4 4 4 4 4 4 4 4 4 4 4 4 4 4 4 4
28 4 4 3 4 4 3 4 4 4 4 4 3 3 4 4 4 4 4 3 3 4
29 4 4 3 4 2 3 4 4 4 4 4 4 4 4 4 4 4 4 4 4 4
30 4 4 3 4 4 3 4 4 4 4 4 4 4 4 4 4 4 4 4 4 4
31 4 4 3 4 4 3 4 4 4 4 4 4 4 4 4 4 4 4 4 4 4
32 4 4 3 3 3 4 4 4 4 4 4 4 4 4 4 4 4 4 4 4 4
33 4 4 3 3 3 4 4 4 4 4 4 3 3 4 4 4 4 4 3 4 4
34 4 4 3 3 3 4 4 4 4 4 4 3 3 4 4 4 4 4 4 4 4
35 4 4 3 4 4 3 4 4 4 4 4 4 4 4 4 4 4 4 4 4 4
36 4 4 3 4 2 3 4 4 4 4 4 4 4 4 4 4 4 4 4 4 4
37 4 4 3 4 4 3 4 4 4 4 4 4 4 4 4 4 4 4 4 4 4
38 4 4 3 4 2 3 4 4 4 4 4 4 4 4 4 4 4 4 4 4 4
39 4 4 3 3 3 4 4 4 4 4 4 3 3 4 4 4 4 4 4 3 4
40 4 4 3 3 3 4 4 4 4 4 4 3 3 4 4 4 4 4 3 4 4
41 4 4 3 3 3 4 4 4 4 4 4 3 3 4 4 4 4 4 4 4 4
42 4 4 3 4 4 3 4 4 4 4 4 4 4 4 4 4 4 4 4 4 4
43 4 4 3 4 4 3 4 4 4 4 4 4 4 4 4 4 4 4 4 4 4
44 4 4 3 4 2 3 4 4 4 4 4 4 4 4 4 4 4 4 4 4 4
45 4 4 3 4 2 3 4 4 4 4 4 4 4 4 4 4 4 4 4 4 4
46 4 4 3 4 4 3 4 4 4 4 4 3 3 4 4 4 4 4 3 3 4
47 4 4 3 4 4 3 4 4 4 4 4 4 4 4 4 4 4 4 4 4 4
48 4 4 3 3 3 4 4 4 4 4 4 4 4 4 4 4 4 4 4 4 4
49 4 4 3 3 3 4 4 4 4 4 4 4 4 4 4 4 4 4 4 4 4
50 4 4 3 4 2 3 4 4 4 4 4 4 4 4 4 4 4 4 4 4 4
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Q1 Q2 Q3 Q4 Q5 Q6 Q7 Q8 Q9 Q10 Q11 Q12 Q1 Q2 Q3 Q4 Q5 Q6 Q7 Q8 Q9 Q10 Q11Q12
1 2 2 2 3 4 4 4 5 2 2 3 4 3 2 1 2 2 1 1 1 4 4 1 1
2 3 3 2 4 4 5 4 4 2 2 4 4 2 3 2 4 4 2 2 2 3 3 3 2
3 2 2 2 3 4 4 4 5 2 2 3 4 3 2 1 2 1 1 1 1 3 5 1 2
4 2 2 2 3 4 4 4 5 2 2 3 4 3 2 1 2 2 1 1 1 4 4 1 2
5 2 2 2 3 4 4 4 5 2 2 3 4 3 2 1 2 2 1 1 1 4 4 1 2
6 3 3 2 4 4 5 4 4 2 2 4 4 3 2 2 2 2 2 1 1 4 4 2 2
7 3 3 2 4 4 5 4 4 2 2 4 4 3 2 1 2 1 2 1 1 4 4 2 2
8 3 3 2 4 4 5 4 4 2 2 4 4 3 2 2 2 2 2 1 1 3 4 2 1
9 2 2 2 3 4 4 4 5 2 2 3 4 3 2 1 2 2 1 1 1 4 4 1 2
10 2 2 2 3 4 4 4 5 2 2 3 4 3 2 2 2 2 1 1 1 4 4 1 1
11 3 3 2 4 4 5 4 4 2 2 4 4 2 3 2 4 4 2 2 2 3 3 3 2
12 3 3 2 4 4 5 4 4 2 2 4 4 3 2 2 2 1 2 1 1 4 4 2 1
13 2 2 2 3 4 4 4 5 2 2 3 4 3 2 1 2 2 1 1 1 4 4 1 2
14 2 2 2 3 4 4 4 5 2 2 3 4 3 1 1 2 2 1 1 1 4 4 1 1
15 3 3 2 4 4 5 4 4 2 2 4 4 3 2 1 2 2 2 1 1 4 5 2 2
16 3 3 2 4 4 5 4 4 2 2 4 4 3 2 2 2 1 2 1 1 4 4 2 1
17 2 2 2 3 4 4 4 5 2 2 3 4 3 1 2 2 2 1 1 1 4 4 1 1
18 2 2 2 3 4 4 4 5 2 2 3 4 3 2 1 2 2 1 1 1 4 4 1 2
19 3 3 2 4 4 5 4 4 2 2 4 4 3 2 2 2 2 2 1 1 4 4 2 1
20 2 2 2 3 4 4 4 5 2 2 3 4 2 3 2 4 4 2 2 2 3 3 3 2
21 2 2 2 3 4 4 4 5 2 2 3 4 3 2 1 2 2 1 1 1 4 4 1 1
22 3 3 2 4 4 5 4 4 2 2 4 4 3 2 1 2 1 2 1 1 4 4 2 2
23 3 3 2 4 4 5 4 4 2 2 4 4 3 2 1 2 2 2 1 1 4 4 2 1
24 2 2 2 3 4 4 4 5 2 2 3 4 3 2 2 2 2 1 1 1 4 4 1 1
25 2 2 2 3 4 4 4 5 2 2 3 4 3 1 1 2 2 1 1 1 4 5 1 2
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Q1 Q2 Q3 Q4 Q5 Q6 Q7 Q8 Q9 Q10 Q11 Q12 Q1 Q2 Q3 Q4 Q5 Q6 Q7 Q8 Q9 Q10 Q11Q12
26 3 3 2 4 4 5 4 4 2 2 4 4 3 2 1 2 2 2 1 1 3 4 2 1
27 2 2 2 3 4 4 4 5 2 2 3 4 3 2 2 2 2 1 1 1 4 4 1 2
28 2 2 2 3 4 4 4 5 2 2 3 4 3 2 2 2 2 1 1 1 4 4 1 2
29 2 2 2 3 4 4 4 5 2 2 3 4 3 2 2 2 2 1 1 1 3 4 1 1
30 2 2 2 3 4 4 4 5 2 2 3 4 3 2 2 2 2 1 1 1 4 4 1 2
31 3 3 2 4 4 5 4 4 2 2 4 4 3 2 2 2 1 2 1 1 4 4 2 1
32 3 3 2 4 4 5 4 4 2 2 4 4 3 2 1 2 2 2 1 1 3 4 2 1
33 2 2 2 3 4 4 4 5 2 2 3 4 3 2 2 2 2 1 1 1 4 4 1 2
34 2 2 2 3 4 4 4 5 2 2 3 4 3 2 2 2 2 1 1 1 4 4 1 1
35 3 3 2 4 4 5 4 4 2 2 4 4 3 2 2 2 2 2 1 1 4 4 2 2
36 2 2 2 3 4 4 4 5 2 2 3 4 2 3 2 4 4 2 2 2 3 3 3 2
37 2 2 2 3 4 4 4 5 2 2 3 4 3 2 1 2 2 1 1 1 4 4 1 2
38 3 3 2 4 4 5 4 4 2 2 4 4 3 1 2 2 2 2 1 1 4 5 2 1
39 2 2 2 3 4 4 4 5 2 2 3 4 3 2 1 2 1 1 1 1 3 4 1 2
40 2 2 2 3 4 4 4 5 2 2 3 4 3 2 2 2 2 1 1 1 4 4 1 1
41 3 3 2 4 4 5 4 4 2 2 4 4 2 3 2 4 4 2 2 2 4 3 3 2
42 3 3 2 4 4 5 4 4 2 2 4 4 3 2 1 2 2 2 1 1 4 4 2 1
43 3 3 2 4 4 5 4 4 2 2 4 4 3 2 1 2 2 2 1 1 4 4 2 1
44 3 3 2 4 4 5 4 4 2 2 4 4 3 2 1 2 1 2 1 1 3 4 2 2
45 3 3 2 4 4 5 4 4 2 2 4 4 3 2 2 2 2 2 1 1 4 5 2 1
46 2 2 2 3 4 4 4 5 2 2 3 4 3 2 1 2 2 1 1 1 4 4 1 2
47 2 2 2 3 4 4 4 5 2 2 3 4 3 1 1 2 2 1 1 1 3 4 1 1
48 3 3 2 4 4 5 4 4 2 2 4 4 3 2 1 2 2 2 1 1 4 4 2 1
49 3 3 2 4 4 5 4 4 2 2 4 4 3 2 1 2 2 2 1 1 4 4 2 2
50 2 2 2 3 4 4 4 5 2 2 3 4 3 2 2 2 2 1 1 1 4 4 1 1


