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Background. Pakistan is a country with one of the highest burden of tuberculosis (TB) in the world, and therefore, it is imperative to
revisit the design of behaviour change interventions in the program. This study was designed to understand and assess the
knowledge, awareness, perceptions, and health-seeking behaviour of general and specifically TB-affected population and to
determine the presence and level of stigma and discrimination toward TB patients. Methods. A mixed-method study was
conducted in district Haripur of the Khyber Pakhtunkhwa province, comprising a household survey, whereby 526 individuals
were interviewed, and five focus group discussions with various subgroups including TB patients and health workers and
authorities. Study sought an ethical approval, and data of all respondents was kept confidential. Results. Quantitative results
show that women were more knowledgeable on symptomatology and spread of TB, and with rising education, awareness on TB
improves. The majority of our respondents had the understanding that it is a curable disease, yet some would avoid TB patients.
Most of the respondents (both men and women) knew that one must go to a government facility for treatment. Only one-third
would speak to doctor first, if they suspect TB-like symptoms. Television was a popular source of information on TB.
Qualitative results captured people’s perceptions that TB was related with poverty and was still considered a stigma in the
community; hence, patients afflicted feared disclosing the disease. Conclusion. With contextual understanding of communities’
knowledge, attitudes, health-seeking behaviour, and care-seeking patterns, it can be concluded that there is a need to increase
the awareness about TB symptoms, mode of transmission, prevention, diagnosis and treatment, and destigmatization of the
disease through health education.

1. Introduction

Tuberculosis is a disease caused by bacteria calledMycobacte-
rium tuberculosis. The bacteria usually attack the lungs, but
they can also damage other parts of the body. Symptoms
include cough for more than 3 weeks, fever with chills, night
sweating, loss of appetite, fatigue, and in worst cases blood in
sputum with chest pain. TB spreads through the air when a
person with TB of the lungs or throat coughs, sneezes, or
talks [1]. Pakistan is ranked 5th among 22 countries with
the highest burden of tuberculosis (TB) and 27 high multi-
drug resistant (MDR) TB countries of the world, and it con-
tributes about 60% of the total TB burden in the Eastern
Mediterranean Region. Approximately 510,000 new cases

occur every year in the country [2]. Evidence suggests that
improved awareness regarding TB leads to better treatment
outcomes and a better control over the spread of TB [3].
Moreover, studies have shown that increasing patient knowl-
edge about clinical manifestations, transmission, and control
methods of TB leads to decreasing annual incidence of TB [4,
5]. Advocacy, Communication and Social Mobilization
(ACSM) activities address the key barriers to accessing TB
care and completing treatment [6]. The need to keep ACSM
planning and implementation a high priority is recognized at
all levels because the ambitious goal of TB control will not be
met otherwise. To bring about a sustainable social and behav-
ioural change, ACSM interventions need to be evidence-
based and culturally adapted [7]. Our study endeavoured to

Hindawi
BioMed Research International
Volume 2020, Article ID 1850541, 6 pages
https://doi.org/10.1155/2020/1850541

https://orcid.org/0000-0002-2056-4132
https://creativecommons.org/licenses/by/4.0/
https://creativecommons.org/licenses/by/4.0/
https://doi.org/10.1155/2020/1850541


determine the current knowledge and awareness of people of
the Khyber Pakhtunkhwa province regarding TB, its treat-
ment and prevention. It examined the current health-seeking
practices in a predominantly rural setting where sociocultural
and demographic factors are different than the urban setting
of the same province. Furthermore, using a qualitative arm
of the study, it tried to assess the magnitude of discrimination
and stigma faced by TB patients and the determinants of such
discriminatory behaviour. The findings of this study could
very well inform the program and policy on TB in Pakistan.

In the recent past, a few studies were conducted in order
to assess the knowledge, awareness, and health-seeking
behaviour of communities regarding TB. However, these
were designed to meet specific program objectives. One such
survey, conducted in 2011 in 57 districts across Pakistan,
mentioned that for implementing behaviour change inter-
ventions in specific communities, it is important to learn
about their preferred source of information [8]. Another
local study identified significant gaps in the awareness and
practices of private general practitioners regarding TB diag-
nosis and treatment [9]. A nationwide survey showed insuf-
ficient knowledge of Pakistani population in terms of
symptoms, transmission, diagnosis and treatment of TB,
and the misconceptions related to spread of TB [10]. TB is
a disease of poverty which has a direct effect on health, and
hence, the disease further limits the access to healthcare ser-
vices. It is well documented that level of awareness, knowl-
edge, and perceptions of various health issues are the
drivers behind the health-seeking behaviours in any commu-
nity [11]. On the supply side, the scarcity of budgetary alloca-
tions in health systemmakes it challenging to serve the urban
poor and rural communities [12]. In view of the above, there
was an obvious need to generate fresh evidence to inform the
national TB program to design appropriate strategies and
interventions to bring about a positive change in the current
situation of ever-increasing TB cases.

This study endeavoured to understand and assess the
knowledge, awareness, perceptions, and health-seeking
behaviour of general and specifically TB-affected population.
It also attempted to determine the presence and level of
stigma and discrimination toward TB patients.

2. Methods

The scope of study included desk review of the existing liter-
ature, preparation of research protocol, data collection tools,
pretesting and translation of questionnaires, training of enu-
merators, data processing (data entry, verification, and anal-
ysis), and report writing. The study was conducted in the
district Haripur of the Khyber Pakhtunkhwa province in
Pakistan, a predominantly rural catchment area. The study
used a mixed methods strategy, i.e., both qualitative and
quantitative approaches for data collection, as it helped pro-
vide information as per objectives of the study. Under the
quantitative section, a cross-sectional study was conducted
on general public using a validated structured questionnaire.
The qualitative section included focused group discussions.
The population of the district was taken as the sampling
universe.

A Household Survey questionnaire and Focus Group
Discussion (FGD) guides for different subgroups and service
providers were adapted from the WHO ACSM toolkit [13].
The details of the two components are given in Table 1.

Cultural sensitivities were considered and incorporated
during the questionnaire adaptation. Through a written con-
sent form, all the respondents were provided with a detailed
overview of the objectives of the study prior to seeking their
consent for participation. For minors (below the age of 16),
parents were asked to give the consent. Respondents were
given the right to refuse participation in the study, to termi-
nate their participation at any time, and to not answer any
question/s, which they did not wish to. All interviewers and
team members were trained and briefed on ethical issues,
including confidentiality. No identifying information (includ-
ing the use of names and addresses) were recorded in data col-
lection. All participants were identified with the use of a code
to allow for the checking of data. All completed questionnair-
es/guidelines were stored securely, and no access was provided
to any irrelevant person during collection, data entry, and
analysis. Interviews were held at times and place when respon-
dents were accessible and available (work hours and days).
This ensured maximum time utility and minimum refusals
of the respondents. The use of same sex interviewers speaking
the same language helped to achieve a high response rate.

3. Results

Out of 526 sample size, the responses received were 488,
thereby achieving a response rate of 92.8%. The respondents
included 54% men and 46% women. In terms of age, maxi-
mum respondents (84%) were between 15 and 45 years of
age. Almost a quarter of them never had any formal school-
ing, similar proportion attended only primary or secondary
school, 42% went to high school, and only a few attended a
college-level education. As regards the monthly income,
around one-third of the respondents had a monthly house-
hold income of less than PkRs10,000 (US$100); 42% earned
PkRs10,000-20,000 (US$100-200); 14% reported a monthly
income between PkRs20,000-Rs30,000 (US$200-300); and
12% of the respondents reported a monthly income of more
than PkRs30,000 (>US$300/month). Any differences in gen-
der, age, and income are discussed only when recorded as
significant.

3.1. Knowledge about TB, Its Symptoms and Mode of
Transmission. Almost all the respondents (99%) reported to
have heard about TB. Regarding the knowledge on symp-
toms of TB, 39% of the respondents mentioned cough,
coughing with blood (24%) or coughing with fever (15%),
but only 7% mentioned cough for 2-3 weeks (a classical
symptoms of TB). Women seem to be more knowledgeable
than men (p < 0:05) as regards symptoms. Knowledge is more
correct with a rising education level, and college/university-
educated respondents were more accurate (p < 0:05). Around
a quarter of themmentioned that it could spread “through the
air,” 22% mentioned “coughing or sneezing of TB patients,”
and 12% mentioned “eating from the same plate” as the mode
of transmission of disease. Around 18% of the respondents did
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not know themode of transmission of TB. Again, women were
more accurate than men on the mode of transmission
(p < 0:05), and the correctness of response increased with
higher education.

3.2. Knowledge about TB Prevention and Its Curability.
Regarding prevention of TB, respondents had varied
responses: 19% stated that spread of TB could be prevented
by covering the mouth during coughing and sneezing, 18%
mentioned good nutrition, 13% would avoid eating from
the same plate, and 6% will not share the bedding. Around
14% confessed little-to-no knowledge regarding TB preven-
tion. This is significantly associated with gender (men being
more informed p < 0:05), and those with higher income
group and with more education (p < 0:05) gave correct
answers. Furthermore, an overwhelming majority (96%) of
the respondents recognized TB as a curable disease. This
was true across gender, age, education status, and household
income.

3.3. Knowledge about TB Diagnostic and Treatment Services.
When asked about the location of TB diagnostic services,
about 90% mentioned government hospitals, and no signifi-
cant difference in responses was seen across gender, age, edu-
cation, and income level. Regarding knowledge on TB
diagnostic tests, 72% reported sputum test, 14% reported
blood test, and 8% reported chest X-rays as the diagnostic test
of choice, besides few other incorrect responses. When asked
about the location of TB treatment services, again, about 90%
mentioned government hospitals, and no significant differ-
ence in responses was seen across gender, education, and
age and income level. Around 74% of the respondents were
aware of the fact that TB treatment services are free. No sig-
nificant difference in responses was noted across gender, age,
or income levels, except that 62% with no formal schooling
were aware of this fact as compared to 82% with those having
a master’s level degree.

3.4. Perceptions and Attitude regarding the Disease. Around
22% of the respondents perceived TB as a fatal disease, 40%
thought it was very serious, whereas 35% were of the view
that it was not a serious disease, and others had no idea. As
regards the attitude of general public toward the known TB
patients, 72% said that there was “no change” in their behav-
iour or attitude toward the patient, while 5% admitted that
they had stopped interacting with the person afflicted with
TB. This attitude of avoidance of TB patient seemed to be
worsening with increasing education, and the same trend
was prevalent across all genders, age groups, and income
levels. Enquiring as to how the overall community behaves
toward a person suffering from TB, 71% of the respondents
said that the community fully supports any TB patient, while
23% said that the patient was avoided. Around 6% shared
that the community altogether rejects any interaction with
the TB patients.

3.5. Health-Seeking Behaviour. Following the diagnosis of the
disease, around 45% would visit the nearest government
health facility while 41% would seek advice from a private
doctor. The rest would consult family for first opinion. More

men (64%) as compared to women (36%) would use a gov-
ernment health facility. When asked of the first person to
speak if they had TB, around 35% responded they would
speak to a doctor or other medical staff, 45% said they would
talk to their spouse, and 20% preferred to discuss the issue
with their parents. There was gender variation in the
responses. More men (73%) said they would talk to their doc-
tor as compared to only 27%women (p < 0:05). More women
(71%) would talk to their spouse as compared to 29% men
(p < 0:05).

Besides a household member (40%) or a friend (19%),
television was mentioned as the first source of information
regarding TB (37%). Only 3% reported doctors as the pri-
mary source while only 1% mentioned the community-
based lady health workers.

3.6. Qualitative Results. The qualitative results show that the
knowledge regarding the symptoms and transmission of TB
was quite satisfactory among all the participants. Some of
the participants even explained the vicious cycle of TB and
poverty. Awareness regarding the location of the nearest TB
centre was also satisfactory. Most of the participants opined
that actually the long duration of therapy lead to noncompli-
ance of the treatment.

The treatment is very hard, and one has to take it for long
period of time. It is the long duration which makes it impossi-
ble to continue the medication. (Teacher)

A direct observation of the treatment by some family
elder or Imam Mosque was viewed as a useful intervention.
However, they complained that the side effects of TB treat-
ment made it very difficult for the patients to perform the
daily chores.

TB does not let you get out of the bed; it is good that I have
my daughter to support me throughout my therapy. Other-
wise, what would I have done without her. (Male TB patient)

Disclosing TB status to the family and friends was a seri-
ous issue with most of the participants because it is stigma-
tized and TB patients are discriminated by the larger
community. People usually hide their TB status for fear of
social exclusion.

We do not disclose the disease because of community atti-
tude as it creates eventually many difficulties for us to socialize
in the larger family. (Female TB patient).

Healthcare providers reported that TB is regarded as a
serious and deadly disease and discussed varying levels of
emotions and the perceived stigma in the communities.

Once I explained a mother about treatment of her daugh-
ter and where to get it. She refused to consult the TB centre,
saying that she is to marry her daughter in three months
and that it is risky to reveal her TB status. (Lady health
worker)

Television, radio, newspapers, and community programs
were considered effective sources of TB information. Lady
health workers were also mentioned as another reliable
source. A lack of IEC materials and the need for more health
promotion activities were also emphasized.

It is the age of electronic media, and we all have access to
it. So whatever we learn about the disease, mainly it is from
the electronic media. (Imam mosque)
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4. Discussion

Haripur is a predominantly rural conservative poor country
side district of Khyber Pakhtunkhwa. More than half of the
respondents had a monthly income of less than PkRs15,000
per month (US$150) which reflects the socioeconomic pro-
file of the district. This situation calls for addressing poverty
through safety nets for health in the province as well as at
national level which would go a long way in controlling TB
[14]. Our quantitative and qualitative results confirmed that
general information about the disease and knowledge of signs
and symptoms of TB is quite reasonable and not an issue per
se, just like those shown in other studies from the developing
countries [10, 13, 15]. There are, however, some aspects
where women’s knowledge was weaker than men, for
instance about the disease curability. The knowledge on
spread of disease was poor, and this is typical phenomenon
noted in other similar settings too [16]. This lack of aware-
ness can result in people being prone to acquire infection.
While mentioning how to prevent the disease, no one men-
tioned BCG vaccination as a method of prevention for TB.
This highlights the need for interventions designed to
improve knowledge of the community regarding immuniza-
tion against TB. Although TB was considered to be a serious,
life threatening condition, yet respondents were convinced
that it was curable, and this finding concurs with earlier stud-
ies [17, 18]. Hence, the health-seeking behaviour regarding
TB can potentially be improved based on this belief [19].
Diagnosis of TB might lead to stigmatization and associated
psychological problems. Therefore, empathetic counselling
must be provided to all TB patients. The National TB Control
Programme has put considerable efforts in designing a cul-
turally sensitive communication strategy [20].

Social discrimination for fear of disease dissemination is
a universal TB-associated stigma [21, 22]. It is a noted fact
that people avoid and even reject the interaction with TB
patients, leading to their social exclusion and difficulty in
finding the marital match [23, 24]. Unfortunately, such atti-
tudes seem to be worsening with an increasing level of educa-
tion, income, and awareness of TB [8, 20, 25]. Considering
the deep rooted character of such beliefs, concentrated and
rigorous efforts will be needed such as community awareness
and mobilization program in order to challenge this preju-
dice. Furthermore, it is easier for men to seek advice from
doctors, while women have their spouses, friends, or family
to talk to as a first resort, which explains the patriarchal cul-
tural norms and societal underpinnings in such study setting
[26, 27]. These considerations have to be kept in mind when
designing interventions within the TB Control Programme.
Since television was reported to be a popular source of infor-
mation on TB, this should be used for an effective medium of
communication for reaching the wider population. However,
peer-to-peer counselling and community health workers
channel need more attention to communicate with the
poorer segments that do not have access to electronic media.
Strength of this study is that it is the first study of its kind in
the province which has used mixed methods. Nonetheless,
this study could have been more robust with more stake-
holders involved especially in the qualitative arm.

5. Conclusion

Knowledge, attitudes, health-seeking behaviour, care-seeking
patterns, and awareness about prevention of TB need to be
understood more insightfully in the diverse sociocultural
milieu of Pakistan. Health systems’ thinking as well as
approach, which analyses the sociocultural and politicoeco-
nomic determinants of any disease, must be instigated
among the managers and decision-makers en route to
address the disease burden in Pakistan. To increase the
awareness about TB symptomatology, transmission, preven-
tion, diagnosis, and treatment, focused health education
interventions are needed with emphasis on destigmatization
of the disease.
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First author has all the data of the study which can be
requested for further analysis and research.

Conflicts of Interest

The authors declare that they have no competing interests.

References

[1] Center of Disease Control & Prevention, Tuberculosis disease:
symptoms and risk factorsMarch 2020, https://www.cdc.gov/
features/tbsymptoms/index.html.

[2] National TB Control Program, Annual Report 2016, Ministry
of National Health Services, Regulations and Coordination,
Islamabad, 2016, August 2018, http://ntp.gov.pk/uploads/
NTP_Annual_Report_2016.pdf.

[3] G. Williams, S. Jittimanee, M. Walusimbi, M. Sebek, E. Berga,
and T. S. Villa, “Best practice for the care of patients with
tuberculosis,” in A Guide for Low income Countries, Interna-
tional Union against Tuberculosis and Lung Disease, Paris,
2007.

[4] T. Zhang, X. Liu, H. Bromley, and S. Tang, “Perceptions of
tuberculosis and health seeking behaviour in rural Inner Mon-
golia, China,” Health Policy, vol. 81, no. 2-3, pp. 155–165,
2007.

[5] P. N. Ngang, J. Ntaganira, A. Kalk, S.Wolter, and S. Ecks, “Per-
ceptions and beliefs about cough and tuberculosis and implica-
tions for TB control in rural Rwanda,” The International
Journal of Tuberculosis and Lung Disease, vol. 11, no. 10,
pp. 1108–1113, 2007.

[6] World Health Organization, Advocacy, communication and
social mobilization for TB control: supportive tools and guide-
lines for preparing comprehensive grant proposals to the Global
Fund to Fight AIDS, TB and Malaria, World Health Organiza-
tion, Geneva, 2006.

[7] World Health Organization, Advocacy, communication and
social mobilization to fight TB: a 10-year framework for action,
World Health Organization, Geneva, 2006.

[8] M. A. Mushtaq, M. A. Majrooh, W. Ahmad et al., “Knowledge,
attitudes and practices regarding tuberculosis in two districts
of Punjab, Pakistan,” The international journal of tuberculosis
and lung disease, vol. 14, no. 3, pp. 303–310, 2010.

[9] M. Ahmed, Z. Fatmi, S. Ali, J. Ahmed, and N. Ara, “Knowl-
edge, attitude and practice of private practitioners regarding

5BioMed Research International

https://www.cdc.gov/features/tbsymptoms/index.html
https://www.cdc.gov/features/tbsymptoms/index.html
http://ntp.gov.pk/uploads/NTP_Annual_Report_2016.pdf
http://ntp.gov.pk/uploads/NTP_Annual_Report_2016.pdf


TB-DOTS in a rural district of Sind, Pakistan,” Journal of Ayub
Medical College Abbottabad, vol. 21, no. 1, pp. 28–31, 2009.

[10] S. I. Gilani and M. Khurram, “Perception of tuberculosis in
Pakistan: findings of a nation-wide survey,” The Journal of
the Pakistan Medical Association, vol. 62, no. 2, pp. 116–120,
2012.

[11] B. T. Shaikh and J. Hatcher, “Health seeking behaviour and
health service utilization in Pakistan: challenging the policy
makers,” Journal of Public Health, vol. 27, no. 1, pp. 49–54,
2005.

[12] B. T. Shaikh, M. M. Kadir, and G. Pappas, “Thirty years of
Alma Ata pledges: is devolution in Pakistan an opportunity
for rekindling primary health care?,” The Journal of the Paki-
stan Medical Association, vol. 57, no. 5, pp. 259–261, 2007.

[13] World Health Organization, Advocacy, communication and
social mobilization for TB control: a guide to developing knowl-
edge, attitude and practice surveys, World Health Organiza-
tion, Geneva, 2008.

[14] World Health Organization, Addressing poverty in TB control;
options for national TB control programmes, World Health
Organization, Geneva, 2005.

[15] E. Buregyeya, A. Kulane, R. Colebunders et al., “Tuberculosis
knowledge, attitudes and health-seeking behavior in rural
Uganda,” The International Journal of Tuberculosis and Lung
Disease, vol. 15, no. 7, pp. 938–942, 2011.

[16] A. M. Kilale, A. K. Mushi, L. A. Lema et al., “Perceptions of
tuberculosis and treatment seeking behaviour in Ilala and
Kinondoni municipalities in Tanzania,” Tanzania Journal of
Health Research, vol. 10, no. 2, pp. 89–94, 2008.

[17] J. A. Khan, M. Irfan, A. Zaki, M. Beg, S. F. Hussain, and
N. Rizvi, “Knowledge, attitude and misconceptions regarding
tuberculosis in Pakistani patients,” The Journal of the Pakistan
Medical Association, vol. 56, no. 5, pp. 211–214, 2006.

[18] P. J. Hasnoot, T. E. Boeting, M. O. Kuney, and J. Roosmalen,
“Knowledge, Attitudes, and practice of tuberculosis among
Maasai in Simanjiro District, Tanzania,” The American journal
of tropical medicine and hygiene, vol. 83, no. 4, pp. 902–905,
2010.

[19] A. I. Mohamed, M. A. Yousif, P. Ottoa, and A. Bayoumi,
“Knowledge of tuberculosis: a survey among tuberculosis
patients in Omdurman, Sudan Sudanese,” Journal of Public
Health, vol. 2, pp. 21–28, 2007.

[20] National Tuberculosis Programme, Advocacy, communication
and social mobilization: national strategy and operational
guidelines, Ministry of Health, Islamabad, 2008.

[21] S. C. Baral, D. K. Karki, and J. N. Newell, “Causes of stigma and
discrimination associated with tuberculosis in Nepal: a qualita-
tive study,” BMC Public Health, vol. 7, no. 1, p. 211, 2007.

[22] R. X. Armijos, M. M. Weigel, M. Qincha, and B. Ulloa, “The
meaning and consequences of tuberculosis for an at-risk urban
group in Ecuador,” Revista Panamericana de Salud Pública,
vol. 23, no. 3, pp. 188–197, 2008.

[23] A. Thu, H.Win, M. Nyunt, and T. Lwin, “Knowledge, attitudes
and practice concerning tuberculosis in a growing industria-
lised area in Myanmar,” The International Journal of Tubercu-
losis and Lung Disease, vol. 16, no. 3, pp. 330–335, 2012.

[24] G. Abebe, A. Deribew, L. Apres, K. Woldemichael, J. Shiffa,
and M. Tesfaye, “Knowledge, health seeking behavior and per-
ceived stigma towards tuberculosis among tuberculosis sus-
pects in a rural community in Southwest Ethiopia,” PLoS
One, vol. 5, article e133339, 2010.

[25] L. Macfarlane and N. J. Newell, “A qualitative study exploring
delayed diagnosis and stigmatisation of tuberculosis amongst
women in Uganda,” International Health, vol. 4, no. 2,
pp. 143–147, 2012.

[26] B. T. Shaikh and J. Hatcher, “Health seeking behavior and
health utilization trends in National Health Survey of Pakistan:
what needs to be done?,” The Journal of the Pakistan Medical
Association, vol. 57, no. 8, pp. 411–414, 2007.

[27] M. S. Khan, C. Sismanidis, and P. Godfrey-Faussett, “Factors
influencing sex differences in numbers of tuberculosis suspects
at diagnostic centres in Pakistan,” The International Journal of
Tuberculosis and Lung Disease, vol. 16, no. 2, pp. 172–177,
2012.

6 BioMed Research International


	Knowledge, Awareness, and Health-Seeking Behaviour regarding Tuberculosis in a Rural District of Khyber Pakhtunkhwa, Pakistan
	1. Introduction
	2. Methods
	3. Results
	3.1. Knowledge about TB, Its Symptoms and Mode of Transmission
	3.2. Knowledge about TB Prevention and Its Curability
	3.3. Knowledge about TB Diagnostic and Treatment Services
	3.4. Perceptions and Attitude regarding the Disease
	3.5. Health-Seeking Behaviour
	3.6. Qualitative Results

	4. Discussion
	5. Conclusion
	Data Availability
	Conflicts of Interest

