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ABSTRACT

This study aimed to study the association among value of life, TB control
concerns by using treatment (instrumental values) and compliance behaviors of TB
patients with and without AIDS, and to compare the association between these factors
and compliance behaviors among both groups.

The research design was a cross-sectional study. The sample consisted of 182 TB
patients without AIDS and 30 TB patients with AIDS, who attended out-patient
clinics of Rajburi Provincial Hospital and Tuberculosis Cluster, Bangkok. Data was
collected by using a structured questionnaire. Descriptive statistics, Pearson’s
correlation and Student’s t-test were used for analyzing the data.

The results of the study showed that the level of appointment keeping
compliance of TB patients with and without AIDS were 63.3 percent and 65.4 percent
respectively. The level of drug taking compliance of TB patients with and without
AIDS were 70 percent and 77.5 percent respectively. There were statistically
significant association between value of life and TB control concerns by using
treatment in both TB patients with and without AIDS(p<0.05). For TB patients with
AIDS, the mean scores of value of life and TB control concerns by using treatment
between drug taking compliance and non-compliance groups also showed to be
significantly different (p<0.05).

These findings suggest that health care providers should emphasize the linkages
among value of life, TB control concerns by using treatment, and TB control
strategies, as well as between drug resistance problem understanding in health
education programs and interventions concerning drug taking compliance especially
for TB patients with AIDS.
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CHAPTER I

INTRODUCTION

1.1 The Problem, Rationale and Justification

Tuberculosis is a major health problem worldwide, especially in developing
countries, including Thailand. The WHO has estimated that at least one third of the
global population is infected with Mycobacterium tuberculosis (TB) and at risk of
developing the disease. Every year, eight million people become sick with TB and
about two million die (WHO, 2003: 11). Although the TB problem decreased before
the early 1990s, since drug regimens were effective, TB control is complicated partly
due to the problems of drug resistance and non-compliance. Besides the great
numbers of non-compliant patients, the HIV epidemic has resulted in an increase in
TB cases. Therefore, the current and future TB situations appear to be worse

(Department of Communicable Disease Control & WHO, 1999: 9).

HIV infection can destroy the immune system and increase susceptibility to
infections, including TB. It leads to the progression of recent and latent
Mycobacterium tuberculosis infection to active tuberculosis. Approximately one third
of HIV-infected persons are also infected with Mycobacterium tuberculosis (WHO,
2003: 68, 75). The association between HIV and TB is evident in areas where HIV
infection is prevalent, especially in developing countries. Ninety five percent of HIV-
infected persons lived in developing countries; 70% of the global total HIV-infected
persons were in Sub-Saharan Africa, and 16.1% were in South East Asia, according to

the WHO (WHO, 2003: 75).

In Thailand, TB prevalence peaked in 1985, when it was 150 per 100,000
population. After that, TB cases declined to 76 per 100,000, in 1991. However, in
1993, the number increased to 85 per 100,000, which was a result of the HIV
epidemic (Department of Communicable Disease Control & WHO, 1999: 9).
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Increasing numbers of TB cases in HIV-infected persons can lead to numerous TB
patients, TB carriers and the risk of TB transmission in communities. Before the HIV
epidemic, most non-HIV-infected persons who came into contact with
Mycobacterium tuberculosis would remain healthy and not become TB carriers. Only
5-10% ever developed active tuberculosis. However, a person with infectious TB can
infect 10-15 people a year (WHO, 2002: 116). Today, on the other hand, many of
those who are infected with HIV develop active tuberculosis, being 10-30 fold higher
than those infected with TB alone (Rojanapithayakorn & Narain, 1999: 11).

Drug administration appears to be one of the most important strategies in
tuberculosis treatment and control. Besides treatment, drugs can prevent the disease
from spreading through the circulatory system to other parts of the body. TB patients
who take every dose of their drugs are cured, because the regimen of short course
chemotherapy can cure over 95% of TB patients (WHO, 2002: 117). For prevention,
although a primary prevention strategy has implemented BCG vaccine in TB control,
BCG vaccine cannot prevent new TB infections in adults who are exposed to
infectious TB patients, since the main benefit of BCG is in preventing serious
disseminated disease in children. Therefore, secondary prevention through drug
treatment is important for TB control, because TB patients cannot continue to infect
other people (Akarasewee, P., cited in Prichayanon, B., Nuchprayul, C. and
Sabcharoen, S., Eds., 1999: 35; WHO, 2002: 127).

Nevertheless, effective drug treatments of necessity take a long time. In the past,
TB patients might take drugs for 1-2 years before stopping chemotherapy. Currently,
TB treatment uses short-course chemotherapy (SCC) that takes only 6-8 months
(Prichayanon, B., 1999: 369). However, the problem of drug-taking compliance has

still been a difficult one for TB control.

Since taking drugs over a long period can lead to problems of non-compliance,
chemotherapeutic compliance is very important in treating TB patients and for
controlling TB. Non-compliance and its related issues lead not only to the cause of

treatment failure, but also drug resistance. Drug resistance can be classified into two
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categories, i.e. “primary” and “secondary”. “Acquired”, or “secondary”, resistance is
mostly due to non-compliance by TB patients. However, the more important cases
derive from “primary resistance”, which leads to an increasing number of infected
persons resistant to anti-TB drugs, even if they have never taken the drugs in the past
(Toman, 1979: 85; WHO, 1994-1997: 18). In addition, TB control is more
complicated in cases resistant to the two most effective anti-TB drugs, rifampicin and
isoniazid; this is called multidrug-resistant tuberculosis (MDR-TB). MDR-TB is a
serious threat to tuberculosis control. If cases are resistant to rifampicin and isoniazid,
the effectiveness of treatment falls from 95% to 56%, or less (Punnotok, J., cited in
Prichayanon, B., Nuchprayul, C. and Sabcharoen, S., Eds., 1999: 414). Moreover, the
treatment of patients with MDR-TB takes longer than that of patients with drug-
susceptible tuberculosis. Treatment regimens of MDR-TB are also more complicated

and more expensive (WHO, 2000: 7; WHO, 2002: 26, 78).

Due to the problem of non-compliance, the WHO has recommended a regimen
of short course chemotherapy (SCC) for treating and using multi-drug therapy. In
1991, the WHO recommended a strategy known as Directly Observed Treatment,
Short Course (DOTS), to ensure that patients take their drugs until they are
completely treated. In Thailand, the National Tuberculosis Program (NTP) has used
DOTS since 1996, with the aim of achieving TB control (Department of
Communicable Disease Control & WHO, 1999: 3; WHO, 2003: 13). However, the
non-compliance problem still emerges under the DOTS strategy. From the WHO
report of cases diagnosed during 2000, and treated/followed up through 2001,
discharge of patients for default were 6.5% in DOTS cases, 14% in non-DOTS cases
of the global total new smear-positive cases, and 6.5% in DOTS cases in Thailand,
which is a higher rate than the Tuberculosis Cluster standard (default rate is less than

5%) (WHO, 2003: 22-23).

Although all strategies have aimed to control the disease, most patients take
their drugs to decrease symptoms of disease, not to prevent other people from tubercle
bacilli. Consequently, in this study, it was of interest to ascertain whether TB patients

have TB control concerns during treatment or not, and to examine the association
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between TB control concerns by using treatment and compliance behaviors

(appointment-keeping and drug-taking compliance).

This is of special interest for TB patients with AIDS, who are currently not able
to be cured of AIDS and will die in the near future; these people have short
expectations of life. They might take drugs to decrease some suffering from the
disease, or, in contrast they might take drugs because they have TB control concerns,
and use the treatment to prevent other people from being infected. It is of great
interest to investigate the associations between value of life, TB control concerns by

using treatment, and compliance behaviors, among these patients.

Therefore, this study aims to examine the associations among value of life, TB
control concerns by using treatment, and compliance behaviors, of TB patients with
and without AIDS, and to compare the associations between these factors and
compliance behaviors among both groups. It is hoped that the findings will be
beneficial for improving TB control strategies, especially the compliance of TB cases

with AIDS.

1.2. Research objectives

The objectives of this study are:

1.2.1 To compare the compliance behaviors of TB patients with and without
AIDS.

1.2.2 To compare the value of life of TB patients with and without AIDS.

1.2.3 To compare the TB control concerns by using treatment of TB patients
with and without AIDS.

1.2.4 To examine the association between value of life and TB control concerns
by using the treatment of TB patients with and without AIDS.

1.2.5 To examine the association between value of life and compliance
behaviors of TB patients with and without AIDS.

1.2.6 To examine the association between TB control concerns by using

treatment and compliance behaviors of TB patients with and without AIDS.
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1.3 Operational Definitions

1.3.1 Tuberculosis patient refers to a person who is diagnosed as being TB-
infected by x-ray and microscopic examination of the sputum.

1.3.2 Tuberculosis patient with AIDS refers to a tuberculosis patient who is
diagnosed as being HIV-infected by blood examination or who shows the same
symptoms of HIV infection and verbally accepts the infection. The HIV-infected
symptoms in this study are observed fur on the tongue and skin lesions, and HIV
infection is confirmed by directly asking the suspected TB patient.

1.3.3 Tuberculosis patient without AIDS refers to a tuberculosis patient who
has not be diagnosed as being HIV-infected by blood examination and who does not
show any symptoms of HIV infection.

1.3.4 Compliance behaviors refers to patients’ continuing to take medicine
regularly and without interruption. Compliance behaviors are assessed from drug-
taking and appointment-keeping behaviors. Drug-taking behaviors in this study refers
to TB patients taking the correct medication as prescribed, both the right dose and the
right time. Appointment keeping behavior refers to TB patients coming before or on
the date of the scheduled appointment. Drug-taking behaviors and appointment-
keeping behaviors were assessed from patient reports and medical records.

1.3.5 Value of life refers to the beliefs of TB patients about what is a principle,
standard, or quality considered worthwhile or desirable for a TB patient’s life. This
variable is equivalent to “terminal values” according to Rokeach’s concept. However,
the terminal values in this study are categorized into two exclusive kinds--self-
centered or society-centered.

Terminal values concerning self-centered values include: comfortable life,
wealthy status, family security, self-esteem, and freedom.

For terminal values concerning society-centered values, in this study the society-
centered values include: national security, mature love, and spirit of brotherhood.

1.3.6 TB control concerns by using treatment refers to the beliefs of the
patient about the functional modes of engaging in treatment. Therefore, TB control
concerns by using treatment in this study can be equated with Rokeach’s instrumental
values. According to Rokeach’s concept, instrumental values are classified into two

kinds, moral and competence values.
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1.4 Scope of the study

Since the samples in this study were pulmonary tuberculosis patients with and
without AIDS who attended the outpatient clinic of Rajburi Provincial Hospital and
the Tuberculosis Cluster, Department of Disease Control, Bangkok, most of the
patients at both sites were of poor socio-economic status, so that the results of this
study might not be generalizable to all TB patients or TB patients in the community.
Moreover, in this study, some HIV-infected TB patients were selected from symptom
observation and the verbal reports of the patients. Therefore, patients who reported
that they were infected with HIV expressed their acceptance that they were AIDS
patients. This study, therefore, might not be fully generalizable to patients who did not
accept their AIDS infection.
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1.5 Conceptual Framework

TB PATIENTS WITH AIDS

Value of Life

.

Compliance Behaviors
- Appointment Keeping

- Drug Taking Behaviors

Comparisons

TB PATIENTS WITHOUT AIDS

/V

TB Control Concerns

By Using Treatment

Value of Life

T~

Compliance Behaviors
- Appointment Keeping

- Drug Taking Behaviors

/

TB Control Concerns

By Using Treatment
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CHAPTER 11

LITERATURE REVIEW

This study aims to investigate the relationships between two kinds of values--
value of life and TB control concerns by using treatment and compliance behaviors.
This chapter will be presented in three sections: (1) compliance concepts and TB
control strategies; (2) value definitions and concepts, emphasizing value of life or
values concerning the end-states of existence and values concerning modes of
conduct, i.e. TB control concerns using treatment; and (3) a literature review of TB

compliance behaviors.

1. Compliance and TB control

This section is divided into three parts: compliance concepts, compliance

problems and drug resistance in TB control, and HIV and TB control.
1.1 Compliance concepts

Compliance is a term that describes the extent to which patients comply with
recommended treatment regimens (Marks et al., 2000: 287). The term compliance has
been used in some terms, such as adherence, cooperation, obedience, concordance,
collaboration, and therapeutic alliance (Kaplan et al., 1993: 88; Shresth, 1991: 8).
Despite the best treatment, non-compliance is a major problem in treatment
effectiveness. This is because poor compliance increases the duration and complexity

of treatment regimens (WHO, 2003: 135).

Compliance is a behavioral process determined by several factors. Medical
regimens and illness characteristics are some of the major factors that influence

compliance behavior (Sarafino, 1994: 301). Some treatments are complicated in their
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treatment regimens, such as taking several drugs, requiring a medication schedule
(e.g., taking drugs once, twice, or three times a day). These can lead to non-
compliance with the regimen (Haynes, 1976, cited in Sarafino, 1994: 301; Kirscht &
Rosenstock, 1979, cited in Sarafino, 1994: 301). Hulka and colleagues (1976, cited in
Marks et al., 2000: 293) proposed that compliance declined with increased numbers of
medications. Moreover, the side effects of treatment can also reduce compliance
behaviors. Rundell and Weiss (1989, cited in Marks et al., 2000: 294) found that
compliance was higher if the side effects could be easily corrected. For example,
facial blotches, fatigue and sexual dysfunction reduce compliance more than
constipation. Besides, some regimens require patients to change their everyday lives,
such as exercise, losing weight, and stopping smoking. These regimens also lead to
non-compliance with treatment because these behaviors are related to their habits and

lifestyles (DiMatteo & Friedman, 1982: 45).

Chronic illnesses require long-term treatment. Therefore, patients tend to be less
compliant with short-term regimens to treat acute illnesses (DiMatteo & Friedman,
1982: 45). Parrish, Varni and Babani (1986, cited in Sarafino, 1994: 301) proposed
that compliance tends to decline over the duration of treatment. Besides, it was found
that acute illnesses that were treated by short-term treatment regimens had an average
compliance rate for taking medicine of about 78%, and about 54% for chronic
illnesses with long-term regimens (Cluss & Epstein, 1985, cited in Sarafino, 1994:

300: Sackett & Snow, 1979, cited in Sarafino, 1994: 300).

In tuberculosis, the characteristics of treatment can reduce compliance because
TB treatment takes at least 6 months and requires several drugs (Reichman &
Hershfield, 2000: 432; Sumartojo, 1993, cited in IUATLD, 2003: 327). Non-
compliance can lead to treatment failure, increasing the risk of TB transmission, and
increasing the risk of developing drug-resistant tuberculosis (Gangadharam, cited in
Reichman & Hershfield, 1993: 293, 302; Nair, cited in Narain, Ed., 2002: 55).
Moulding (cited in Reichman & Hershfield, 2000: 435) estimated that one-third of TB
patients complied poorly with treatment. Sacket and John (1976, cited in Shresth,
1991: 11) also proposed that tuberculosis patients who were taking drugs, and were
followed up by interview and urine testing, had a compliance rates of about 55 and

about 63%, respectively by record review. Besides, Banum (1986, cited in Shresth,
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1991: 13) showed that short-term regimen treatments for tuberculosis had higher

patient compliance rates than long-term ones.

1.2 Compliance problem and drug-resistant in TB control

Tuberculosis can infect one person to another through the air. A TB patient who
has coughed can spread the disease. The droplets may be inhaled by nearby persons,
and they can be infected. However, TB can be cured if patients complete treatment
(Rojanapithayakorn & Narain, 1999:1). Although drug regimens have been shown to
be highly effective for both preventing and treating TB, poor compliance leads to
prolonged infectiousness and drug resistance (Fox et al., 1999, cited in WHO, 2003:
123).

Drug-resistant tuberculosis is a serious problem in tuberculosis control because
the regimens of drug-resistant tuberculosis are not often successful, and only a few
effective drugs can eradicate Mycobacterium tuberculosis. Besides, the effectiveness
of treatment in drug-resistant tuberculosis is less than 60%, and 40% of TB patients
with drug resistance are not cured. Moreover, these patients can spread the drug-
resistant disease to others until they die (Punnotok, J., cited in Prichayanon, B.,

Nuchprayul, C. & Sabcharoen, S., Eds., 1999: 425-426; WHO, 1994-1997: 17).

Although drug resistance can occur naturally, human errors lead to greater
severity. Drug-resistant tuberculosis is mostly a man-made phenomenon. Tuberculosis
can be resistant if patients are not treated long enough, do not take the prescribed
medication properly, or do not take every dose of the anti-tuberculosis drugs (WHO,

2002: 106).

Drug resistance can be classified into two types--“primary resistance” and
“acquired or secondary resistance”. Acquired resistance occurs in patients who used
to take anti-tuberculosis drugs. This is mostly due to incorrect chemotherapy and non-
compliance with treatment. In contrast, primary resistance occurs in patients who
have never been treated with anti-tuberculosis drugs (Rojanapithayakorn & Narain,
1999: 35). In order to improve the drug resistance problem, the multiple-drug TB

therapy is employed. However, due to patient non-compliance and improper use of
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anti-TB drugs in the past, MDR-TB has arisen (Reichman & Hershfield, 2000: 432).
Multi-drug-resistance (MDR) is the most severe type of tuberculosis resistance. It is
resistant to at least the two main anti-TB drugs, isoniazid and rifampicin. MDR-TB
can be cured by combinations of second-line drugs, which are weaker than the
standard therapy (first-line drugs). Treatment of MDR-TB takes longer, is more toxic
and more expensive (WHO, 2000: 7; WHO, 2003: 39). Therefore, compliance with

treatment is important for controlling tuberculosis.

Compliance is a major factor in successful TB control. In order to ensure that
patients take every dose of anti-TB drugs, programs of directly observed treatment
(DOT) were developed in the 1950s. DOT is defined as “watching patients taking
their drugs”. It uses healthcare workers, community volunteers, or family members to

observe patients swallow the anti-TB drugs (WHO, 2003: 47).

In 1991, because of increasing drug resistance and the result of the HIV
epidemic, the WHO promoted the strategy of directly observed treatment, short
course (DOTS). The DOTS strategy consists of five elements: (1) government
commitment; (2) case detection by sputum smear microscopy for symptomatic
patients; (3) standardized short-course chemotherapy under good case management,
including DOT; (4) regular drug supply; and (5) a standardized recording and
reporting system (Rojanapithayakorn & Narain, 1999: 27-29).

Although the WHO has recommended the DOTS strategy for success in TB
control, TB patients do not comply with treatment. From the Tuberculosis Cluster
Report (1991-2001), annual statistics concerning discharge of patients for default
showed 17.57, 22.5, and 19.78%, respectively, for non-DOTS cases. For DOTS cases,
the statistical default rates for 2001-2002 were 10.34 and 6.67%, so that both DOTS
and non-DOTS had higher case rates than the Tuberculosis Cluster standard (default

rate <5%).
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1.3 HIV and TB control

While the cause of TB is a bacterium, and AIDS is caused by the HIV virus, TB
and AIDS are closely linked. HIV promotes the progression of primary TB infection
to active disease and is a potential cause for the reactivation of latent TB infection
into active disease. Persons who become infected with Mycobacterium tuberculosis
can be TB-infected without developing tubercular disease. However, if they have
weakened immune systems, especially in HIV infections, the infection can be
activated and become tuberculosis (Rojanapithayakorn & Narain, 1999: 4; WHO,
2002: 12). The WHO (2003) estimated that, at the end of 2000, one-third of the total
number of HIV-infected persons were co-infected with tuberculosis. Besides, it was
found that the risk of developing TB in persons with dual infections (HIV and TB)
was 10 to 30-fold higher than for those only infected with TB. Moreover, the rapid
progression of TB disease in HIV-infected persons leads to increasing numbers of TB
patients and an increasing risk of TB transmission to the community (Reichman &

Hershfield, 2000: 530; Rojanapithayakorn & Narain, 1999: 11; WHO, 2002: 12).

On the other hand, TB is a major opportunistic infection and the most common
cause of death in HIV-infected persons throughout the world. Because of HIV
infection, the immune system is less able to prevent the growth and spread of M.
tuberculosis. Thus, TB is more disseminated. Tuberculosis causes more deaths than
any other opportunistic infection in HIV-infected persons (Reichman & Hershfield,
2000: 525; Rojanapithayakorn & Narain, 1999: 13; WHO, 2003: 9, 75).
Approximately one-third of AIDS deaths worldwide are caused by TB (UNAIDS,
2000, cited in WHO, 2002: 11).

In areas with a high prevalence of HIV infection, the incidence of TB is also
increasing. At the end of 2000, in developing countries, where 95% of HIV-infected
persons live, 36.1 million people were living with HIV; 25.3 million were in sub-
Saharan Africa, and 5.8 million were in South-East Asia (Rojanapithayakorn &
Narain, 1999: 12-13; WHO, 2003: 75). In Thailand, approximately 15% of TB
patients are co-infected with HIV (Department of Communicable Disease Control &

WHO, 1999: 3). TB patients with HIV infection numbered 20,000 from 120,000 new
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TB patients by the year 2000 (WHO, 1997, cited in Pungrassami, P., 2001: 18).
Moreover, it was found that, in HIV-prevalent areas, the death rate for TB patients
was more than 50% (Uthaivoravit et al., 1994 and Yanai et al., 1996, cited in
Pungrassami, P., 2001: 18). Therefore, TB control is important in the progression of

HIV infection, and conversely, HIV infection affects TB control.
2. Value definitions and concepts

2.1 Definitions of values

The term “value” has been variably used to refer to likes, pleasures, preferences,
desires, goals, needs, attractions and aversions, and many other kinds of selective
orientations (Hannakin, P., 1990: 122; Hault, cited in Pilunsan, A., 1995: 9;
Kluckhonn, 1951, cited in Rokeach, 1973: 10; Kruakaew, P., 1963: 6; Saihoo, P.,
1973: 32; Willson, cited in Limtrakul, O., 1991: 8). However, “values” are not
equivalent to “preferences” or similar terms. Kluckhohn (1969, cited in Rokeach,
1973: 9) defined that “A value...is a conception of the desirable, and not something
“merely desired” (1969: 116). Milton Rokeach, a social psychologist famous for the
study of value, defined it as “an enduring belief that a specific mode of conduct or
end-state of existence is personally or socially preferable to an opposite or converse
mode of conduct or end-state of existence” (Rokeach, 1973: 5). In other words, values
should be a kind of covert behavior that persons employ to believe and to know what
they “ought to” or “should” do in response to all objects. Robin Williams, who had
explicitly raised the question whether there were any theoretical grounds for deciding
to use values remarked that values serve as “the criteria, or standards in terms of
which evaluations are made.... value-as-criterion is usually the more important usage
for purposes of social scientific analysis” (1968, cited in Rokeach, 1973: 4) and
Rokeach (1973) also concluded that “values” be claimed to have an “ought” character

or “oughtness”.
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2.2. The nature of values

From the preceding definitions of values, Rokeach argued that values might
have some indispensable nature, such as enduring, believing, preferring, and

conducting (Rokeach, 1973: 5-11).

(1) Values are enduring

Generally, we all know that our values change throughout our lives. Values are
not completely stable; therefore, they allow individual and social change to take place.
However, they are sufficiently stable to provide continuity of the human personality
and societal characteristics. The enduring quality of values arises from the way values
are initially taught and learnt; the socialization of each value is usually in isolation
from other values in an absolute, all-or-none, manner. Being taught modes of conduct
or end-states is always desirable. People are not taught that it is desirable.
Nevertheless, people are not directly taught that a specific behavior, such as honesty,
is desirable, and they are also never taught that modes or end-states are sometimes
desirable and sometimes not. In contrast, the relative qualities of values, which
account for the changing aspects of values, are assumed to arise from direct
experiences of social reality as well as through the process of maturation, where
several values are presented and decisions about weighting one value against another
are required. Therefore, persons learn to integrate the isolated, absolutely taught
values into a hierarchically organized value system wherein each value is ordered
according to the priority or relative importance of the competing values (Rokeach,
1973: 5-6). In general, values endure by both direct and indirect learning, and from

one value to other values.

(2) Values are beliefs

Allport stated that a value is a belief upon which a human acts by preference
(Allport, 1961, cited in Rokeach, 1973: 7). Rokeach classified beliefs (1968, cited in
1973) into three types: (1) descriptive or existential beliefs that are capable of being
true or false; (2) evaluative beliefs, where objects or acts are judged to be good or

bad; and (3) prescriptive or proscriptive beliefs, where some means or ends for actions
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are judged to be desirable or undesirable. Rokeach concluded that the third type of
belief is values; similarly, Allport defined “a value is a belief upon which a man acts
by preference”. Moreover, Rokeach also postulated that values have three
components--cognitive, affective, and behavioral. The cognitive component may be
called “conceived value” (Morris, cited in Rokeach, 1973: 7) or “conception of the
desirable” (Kluckhohn, cited in Rokeach, 1973: 7). The affective component
represents how a person feels about, or can be emotional about, an object or a specific
conduct. For the behavior component, a value will be considered as activating or

intervening, finally leading to action.

(3) Values are preferences as well as conceptions of the desirable

Kluckhonn (1951, cited in Rokeach, 1973: 10) stated that “a value is a
conception of the desirable which influences the selection from available modes,
means, and ends of action”. In other words, values should represent some conceived
“definable preference for something”, that can be both modes of conduct and end-

states of existence. Rokeach concluded that:

A “conception of the desirable” thus seems to be nothing more than a special
kind of preference—a preference for one mode of behavior over an opposite

mode, or a preference for one end-state over an opposite end-state.

(Rokeach, 1973: 10)

Moreover, Rokeach also suggested that:

“A person prefers a particular mode or end-state not only when he compares it
with its opposite but also when he compares it with other values within his value
system. He prefers a particular mode or end-state to other modes or end-states
that are lower down in his value hierarchy”.

(Rokeach, 1973: 10)

Besides, persons employ other values within a value system and a particular
mode or end-state and its opposite when they confront. A person may apply either to
himself or to others, or to both himself and others for their “conception of the

desirable”. However, other kinds of preferences that do not implicate modes of
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behavior or end-states of existence, for example, preferences for kinds of foods,

would not quality as “conceptions of the desirable” (Rokeach, 1973: 10).

(4) Values refer to modes of conduct or end-states of existence

Rokeach (1973) argued that values can be considered as modes of conduct and
end-states of existence. Modes of conduct are called instrumental values. They can be
classified into two kinds--moral and competence values. Moral values imply
conscience or feelings of guilt for wrongdoing, such as honesty and responsibility. On
the other hand, another kind of value implicates feelings of shame about personal
inadequacy rather than feelings of guilt about wrongdoing. Values like intelligence
and imagination are called competence or self-actualization values. Besides, a person
may experience conflict between two moral values (e.g., behaving honestly and
lovingly), between two competence values (e.g., imaginatively and logically), or
between a moral and a competence value (e.g., to act politely and to offer intellectual

criticism).

End-states of existence are called terminal values. They may be intra-personal,
such as salvation and peace of mind, or they may be interpersonal, such as world
peace and brotherhood. Therefore, terminal values can be classified into two kinds--
intra-personal and interpersonal in focus, or self-centered and society-centered

(Rokeach, 1973: 7-8).

In general, the value hierarchy is ranked differently depending on personal
values and social values. This will have a major influence on both attitudes and
behaviors. In addition, when there is an increase in social value, personal value will
decrease, while in contrast, when there is an increase in personal value, social value

will decrease (Rokeach, 1973: 8).

Generally, most people perceive that those who place a higher priority on social
end-states will also place a higher priority on moral values. Nevertheless, Rokeach
had no clear answer. This is because a person with high personal end-states may have

high personal competence (Rokeach, 1973: 8).
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In considering TB treatment, “TB control concern by using treatment” may be
equivalent to instrumental values. Therefore, TB patients with AIDS, who have high
competence values, may take anti-TB drugs to extend life expectancy without
suffering. Conversely, patients who have moral values may also be concerned that
their lives would benefit others, their families, and society. These patients may take

medicine to stop the further spread of the disease.

2.3. Functions of values and value system

According to Rokeach, values are core conceptions of the desirable within
individuals and societies. They serve as standards of conduct, general plans for

conflict resolution and decision-making, and motivational functions.

Values serve as standards to guide actions in various ways: (1) to guide
individuals to take particular positions on social issues; (2) to lead individuals to take
one particular political or religious issue over another; (3) to guide presentations of
the self to others (Goffman, cited in Rokeach, 1973: 13); (4) to evaluate and judge
oneself and others; (5) to serve as central to studying comparisons of the self with
others’ competence and moral values; (6) to serve as standards in the processes of
persuasion and social influence; (7) to guide processes of rationalization in the
psychoanalytic sphere, beliefs, attitudes, and actions. Therefore, values function as a

set of standards that guide thoughts and actions (Rokeach, 1973: 13).

Besides, values serve as general plans for conflict resolution and decision-
making. As a situation will activate several values within a person’s value system, it
may activate a conflict in values; therefore, a value system guides persons to choose
among alternatives, resolve conflicts, and make decisions. This comprehensive
structure is similar to a map or architect’s blueprint where different subsets of the map

or blueprint are activated in different social situations (Rokeach, 1973: 14).

The last function of values is motivational, because the idealized modes of
behavior are instrumental to attaining desired end-goals. Consequently, terminal
values represent super-goals beyond the immediate goals. Besides, the values are, in

the final analysis, the conceptual tools employed to maintain and enhance self-esteem.



Burinee Bunmeepipit Literature Review / 18

McDougall (1926, cited in Rokeach, 1973: 14) called it the master sentiment. They
help a person adjust to society, defend the ego against threat, and test reality

(Rokeach, 1973: 15).

3. Literature review of TB compliance behaviors

The previous studies of TB patient compliance behaviors mostly employed
health education programs to improve compliance with treatment, such as the
application of the health belief model (Suntharasri, S., 1991), the application of self-
efficacy theory (Chuldeja, S., 1997), the application of protection motivation and
social support theories (Nithakorn, P., 1999), the application of empowerment theory
(Khortwong, P., 2001), the application of self-regulated learning (Sukwongtanon, D.,
2002), and the application of self-efficacy theory and social support (Suksawat, S.,
2002). In addition, numerous studies examined the predicting factors for compliance

behaviors among TB patients. These can be concluded as follows:

In 1984, Kuttawas, K. studied the socio-economic factors affecting the
regularity of pulmonary tuberculosis patient treatment; the factors included health
service satisfaction, knowledge about pulmonary tuberculosis, concern about the cost
of treatment, and experience of getting pulmonary tuberculosis. Aday and Anderson’s
Health System Model was employed in this study. It was found that income, socio-
economic status, concern about the cost of treatment, knowledge about pulmonary
tuberculosis, and health service satisfaction, were significantly correlated with
regularity of treatment. However, the patients’ residential area and experience of

getting pulmonary tuberculosis were not related to regularity.

In 1985, Kunteesuwon, J. studied the relationship between selected factors (age,
sex, education, characteristics of occupation, economic status, drug regimens, course
of treatment, attitude toward tuberculosis, knowledge of the illness and correct
practices concerning the regimen) and TB patient compliance at the tuberculosis
clinics of Bangkok’s Tuberculosis Division during the period June to August, 1985.
The results of this study showed that occupation, economic status, drug regimen,

course of treatment, sex, and attitude toward tuberculosis were statistically
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significantly related to compliance. In contrast, age, education level, knowledge of the

illness and correct practice of the regimen were not.

Maneeruengdech, K. (1986) studied factors affecting the irregular treatment of
tuberculosis patients at a tuberculosis clinic of the government health service in
Saraburi Province in the period October 1984-September 1985. The aim was to study
knowledge about tuberculosis and the practices of pulmonary tuberculosis patients,
the side effects of tuberculosis chemotherapy, health service satisfaction, and
economic and travel factors. It was found that trust in the efficiency of treatment,
satisfaction with services (especially from health personnel), time spent traveling,
distance between patients’ houses and the tuberculosis clinic, knowledge about
transmission of the disease, and treatment duration affected the irregularity of
treatment; the side effects of chemotherapy also affected irregularity of treatment.

However, patient’s household income was not associated with regularity of treatment.

In addition, Shan (1988) studied psychosocial factors affecting pulmonary
tuberculosis patients’ regularity of attendance at the Bangkok Chest Clinic. It was
found that patient’s attitude towards treatment was related to regular clinic attendance.
Besides, Rijal (1990) studied factors affecting irregularity in short course tuberculosis
chemotherapy in Rasisalai District, Sisaket Province. The data showed that the
motivating factors--cost of travel and travel distance--were related to irregular

attendance by tuberculosis patients.

In 1994, Phokaew, P. studied factors associated with compliance to treatment of
tuberculosis patients with HIV infection at Tuberculosis Center 10, in Chiang Mai.
This study used the PRECEDE model as the conceptual framework. This model
proposes that effective health promotion strategies should focus not on health actions
per se, but on the knowledge and attitudes that encourage or impede individuals from
taking such actions. The aims of this study were to investigate the level of knowledge,
attitude towards tuberculosis and AIDS, and to examine the correlation of knowledge,
attitude, socio-economic status, and demographic factors with compliance. The results

of this study showed that the patients with high education levels, positive attitudes
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towards tuberculosis and AIDS, friends or relatives accompanying the patients to the
Tuberculosis Center, and an average income over 3,000 Baht per month were more
compliant than those possessing different factors. However, patient sex, age,

educational level, marital status, and residency were not related to patient compliance.

Chotwatanapong, Y. (1994) found that social support had no significant
association with the compliance of TB patients at the Central Chest Clinic. This was
similar to the study by Naruman, C. (1997), which showed that occupational
characteristics, travel convenience, treatment knowledge, and health beliefs, were
significantly associated with the treatment regularity of pulmonary tuberculosis
patients. Nevertheless, there was no significant association between social support and
the treatment regularity of pulmonary tuberculosis patients. However, it cannot be
concluded that social support has no association with compliance, because the study
of Nithakorn, P. (1999) showed that the application of protection motivation and

social support theories improved compliance behaviors of TB patients.

Regarding beliefs, Arkal, S. (2000) studied the relationship between health
beliefs and compliance of TB patients at the tuberculosis clinic of Phayao Hospital,
from December1999 to January 2000. The study showed that 75% of subjects had
high levels of compliance, but there was no association between health beliefs and

compliance.

Mamboya (2002) studied interruption of treatment and associated factors in new
pulmonary tuberculosis patients who received rifampicin in a short-course regimen at
Bangkok Chest Clinic, in July 2001-March 2002. The data showed 18.1% interruption
and default to treatment. Treatment interruption was associated with default.
Moreover, it was found that younger age, single marital status, having own transport
and being a negative sputum patient, were associated with interruption and default to

treatment.

Shresth (1991) studied the association between compliance behavior and the

effectiveness of tuberculosis treatment among pulmonary tuberculosis patients in
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Bangkok. The results of the study showed that female patients, younger age group,
single, higher income, and higher educational level, were good compliers. Besides,
compliance behavior was additionally higher in the moderate level of doctor-patient
relationship, but there was no difference between poor and good compliers.
Furthermore, there were slight differences in treatment effectiveness among poor,

moderate, and good behavior levels.

Mohamed (2003) studied compliance with treatment among tuberculosis
patients under the family-based DOTS strategy in Udonthani Province. The purposes
of the study were to identify the socio-demographics, knowledge, perceptions and
other related factors that affected treatment compliance. The results of the study
showed that 88.6% of the patients had strong compliance. The factors showing
association with patient compliance were patient’s knowledge of TB disease, and
perception of illness and treatment. However, socio-demographic factors,
performance of family member supervisor, supervision of health personnel, and social

support from the family, were not associated with patient compliance.

From the above literature review, the related research of TB patient compliance
mostly examined the association between several factors and tuberculosis patient
compliance. Moreover, many studies employed health interventions to encourage
compliance with treatment. Nevertheless, no study of the association between
tuberculosis patients’ values and compliance, especially with AIDS, was found. Since
values influence human behaviors (Malakul, P., 1980: 2; Rokeach, 1973: 13;
Sukhothaithammatiraj University, 1983: 328), values may affect compliance with
treatment. Therefore, this study was conducted to investigate the compliance

behaviors of TB patients with and without AIDS, related to value concepts.
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CHAPTER III

RESEARCH METHODOLOGY

This study uses a cross-sectional research methodology to investigate the
associations among value of life, TB control concerns by using treatment, and
compliance behaviors, among TB patients with and without AIDS at the outpatient
clinic of Rajburi Provincial Hospital and the Tuberculosis Cluster, Bangkok. Data
were collected using a structured questionnaire, which covered demographic factors,

value of life, TB control concern by using treatment, and compliance behaviors.

3.1 Target population and sample of the study

The population of this study was originally tuberculosis patients who registered
at the out-patient clinics in the central region of Thailand.

However, not all TB patients were chosen as samples for this study. The criteria
for sample selection were:

1. TB patients who had been treated by short-course chemotherapy for at least
one month,

2. Age at least 15 years old, and

3. Had at least 30 minutes for a continuous interview.

The samples in this study were composed of two groups: (1) TB patients with
AIDS and (2) TB patients without AIDS. Since some TB patients with and without
AIDS were not confirmed by blood examination, they were categorized by visual
physical examination (HIV signs and symptoms, such as fur on the tongue and skin

lesions) and were confirmed by patient reports.

For the initial data collection study site, the outpatient clinic of the Tuberculosis
Cluster, Department of Disease Control, Ministry of Public Health located in
Bangkok was first selected. Of all 156 samples, 7 and 149 respondents of TB patients
with and without AIDS, respectively, participated in data collection at the outpatient
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clinic of the Tuberculosis Cluster. The numbers of these respondents were found to be
too small for analysis, especially for patients with AIDS. Therefore, Rajburi
Provincial Hospital was purposively selected as another site for data collection, since
the hospital provided a TB clinic for patients with AIDS on Wednesday, and for those
without AIDS on Thursday; consequently, TB patients with AIDS would be easily
assessed. Rajburi Provincial Hospital was also be selected because it is located in the
central region, near Bangkok. However, the data collection period extended for five

months (July-November, 2004).

After five months of data collection, 225 TB patients were interviewed; 33 and
192 respondents of TB patients with and without AIDS, respectively, participated in
this study at both the Tuberculosis Cluster and Rajburi Provincial Hospital.
Nevertheless, only 30 and 182 questionnaires of the TB patients with and without
AIDS, respectively, were completed. In sum, there was a total of 212 cases of TB

patients with and without AIDS.

3.2 Sample size

According to the annual epidemiological surveillance report of the Ministry of
Public Health, the average incidence of TB was 48.37/100,000 by the year 2001
(Bureau of Epidemiology, Ministry of Public Health, Thailand, 2001: 355). The
sample size therefore was calculated to be approximately 71 cases. In contrast, if this
study employed the estimated incidence of all TB cases in Thailand from the report of
the WHO by the year 2003, the incidence rate was 135/100,000 (Corbett et al., cited
in WHO, 2003: 112). The sample size was calculated as follows:

N = Z%(pq)
d2
= (1.96)%(0.135)(0.865)
(0.05)?
=179.44

where N = estimated sample size
Z = significance level at 0.05, with 1.96
p=0.135/100
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q=1-p=1-0.135/100 = 0.865/100

d = degree of accuracy desired, set at 0.05

Therefore, the sample size for this study was expected to be approximately 180
cases. Since TB/HIV co-infection was about 15% of all TB cases (Department of
Communicable Disease Control and WHO, 1999: 3), the number of TB patients with
AIDS was therefore 27 cases. Hence, the sample size for TB patients with AIDS was
30 cases. In sum, the total acceptable sample size for both TB patients with and
without AIDS was 210 cases. However, the total sample size in this study was 212

cascs.

3.3 Research Instrument

The instrument used in this study was a structured questionnaire, which
consisted of 4 parts:

Part I: Demographic Factors

This part contained questions concerning patient age, sex, education, and
income. Disease and treatment factors, such as types of regimen and duration of
treatment, were collected from patient medication records and patient reports.

Part II: Value of Life

This part was a Likert-type scale concerning patients’ life goals. There were 12
questions with a 7-point rating scale. Items numbered 2 and 4 were positive
statements of society-centered values, and items 6, 10, and 12 were negative
statements of society-centered values. However, all self-centered statements (items 1,
3,5,7,8,9, and 11) were positive statements (See Appendix. B).

Part II1: TB Control Concerns by Using Treatment

This part was also a Likert-type scale for measuring patients’ goals of
compliance with treatment--to reduce symptoms, or to control TB infection. The
interview form had 21 items. Items numbered 1, 4, 7,9, 11, 13, 15, 16, 18, 19, 20, and
21 were competence value statements, and items 2, 3, 5, 6, 8, 10, 12, 14, and 17 were

moral value statements (See Appendix B).
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Part IV: Compliance Behaviors

This part consisted of questions concerning patients’ appointment-keeping and
drug-taking behaviors. For appointment-keeping, the respondents who came before
and on the appointment date of the total appointments indicated that they were
compliant. On the other hand, the respondents who came after the appointment date
even for one scheduled appointment meant that they were non-compliant. Drug-taking
compliance referred to respondents who took every dose of their anti-TB drug, with
the right dose and the right time. However, respondents who did not take anti-TB

drugs for even one day were non-compliant.

The questionnaire was tried out with 33 TB patients who had taken anti-TB
drugs for at least one month at Health Centers 7 & 21, and the Bangkok Chest.
Hospital. After that, the reliability was computed for the final adjustment to the
interview form before use for collecting data. The reliability coefficients of the

interview scales were as follows:

Value of life 0.70
TB control concerns by using treatment 0.55
3.4 Data collection

The data collection method used in this study was personal face-to-face
interview. After official permission for data collection, the researcher asked the heads
of the two outpatient units to provide a fairly private area for the interviews. The
interviews were conducted at the same standard for all patients, by using a structured
questionnaire. In this data collection, the researcher conducted all interviews by

personally. The quality of the interview forms was also checked.

3.5 Data Analysis

Data from the questionnaire were coded and analyzed using the SPSS program;
the following statistics were used:

1. Descriptive statistics, i1.e. frequencies, percentages, means, and standard
deviations of all demographic factors, compliance behaviors, value of life and TB

control concern were analyzed.
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2. T-test analyses were used to compare value of life and TB control concern by
using treatment of TB patients with and without AIDS.

3. Pearson’s correlation was used to present the association between value of life
and TB control concern by using treatment.

4. T-test analyses were used to explore the associations between value of life
and compliance behaviors, for both appointment-keeping and drug-taking.

5. T-test analyses were also used to explore the associations between TB control

concern by using treatment, and compliance behaviors.
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CHAPTER IV

RESULTS

This chapter presents the results of the study, which are data analyses of value of
life, TB control concern by using treatment, and compliance behaviors. Regarding the
study objectives, the analyses also examined associations among value of life, TB
control concern by using treatment, and compliance behaviors of TB patients with and
without AIDS. The results are presented in five parts: (1) backgrounds and medical
histories of the respondents, (2) comparison of the compliance behaviors of TB
patients with and without AIDS, (3) comparison of value of life for TB patients with
and without AIDS, (4) comparison of TB control concern by using treatment of TB
patients with and without AIDS, and (5) associations among value of life, TB control
concern by using treatment, and compliance behaviors of TB patients with and
without AIDS.

4.1 Backgrounds and Medical Histories

4.1.1 Backgrounds of the Respondents

Among the 212 TB patients who were willing to participate in the study, 182
were TB patients without AIDS (85.8%) and another 30 TB patients were infected
with AIDS (14.2%). It is interesting that most of the respondents at the Tuberculosis
Cluster were TB patients without AIDS (94.2%). In order to achieve the required 30
respondents with AIDS, TB patients at Rajburi Provincial Hospital were also
purposively selected for data collection. Therefore, most of the respondents at Rajburi
Provincial Hospital were TB patients with AIDS (82.6%). The details are presented in
Table 4.1. Besides, the results of this study showed that the majority of the
respondents were male (71.2% for all respondents, 80% for TB patients with AIDS,
69.8% for TB patients without AIDS). Most of the respondents were aged between 21
and 40 years (54.7% for all respondents, 73.3% for TB patients with AIDS, 51.7% for
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TB patients without AIDS). The ages ranged from 26 to 54 years; the mean age was
36.67 years (S.D.=7.35) in the group of TB patients with AIDS. The ages of the TB
patients without AIDS ranged from 17 to 76 years; the mean age was 38.99 years
(S.D.=14.18). With respect to marital status, about half of the respondents were
married (51.4% for all respondents, 52.2% for TB patients without AIDS, 46.7% for
TB patients with AIDS). According to their education, the majority of the respondents
had only primary educational level or no school education (64.1% for all respondents,
63.7% for TB patients without AIDS, 66.6% for TB patients with AIDS). The data
also revealed that about half of the respondents worked as private employees or
laborers (53.8% for all respondents, 57.1% for TB patients without AIDS), while
46.7% of TB patients with AIDS were unemployed. Therefore, most (50%) TB
patients with AIDS had no monthly income. However, 32.4% of TB patients without
AIDS had monthly incomes <5,000-10,000 Baht. The details are shown in Table 4.2.
Furthermore, the data showed that the demographic characteristics of the Tuberculosis
Cluster and Rajburi Provincial Hospital patients were rather similar (see Table Al, in
Appendix A).

Table 4.1 Distribution of TB respondents classified by AIDS infection and site

of data collection

Sample group  Tuberculosis Cluster Rajburi Provincial Hospital Total

n=189 n=23 n=212
n % n % n %
TB patients with AIDS 11 5.8 19 82.6 30 14.2

TB patients without AIDS 178  94.2 4 174 182 85.8
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Table 4.2 Demographic characteristics of the respondents with and

without AIDS
Characteristics TB pts with AIDS TB pts without AIDS Total
n =30 n =182 n =212
n % n % n %
Sex
Male 24 80.0 127  69.8 151 71.2
Female 6 20.0 55 30.2 61 28.8
Age (years)
15-20 0 0 11 6.0 11 52
21-40 22 73.3 94 517 116 54.7
41-60 8 26.7 60 33.0 68 32.1
> 60 0 0 17 9.3 17 8.0
X =36.67 X =38.99 X =38.67
S.D.=7.35 S.D.=14.18 S.D.=13.44
Min.=26 Min.=17 Min.=17
Max.=54 Max.=76 Max.=76
Marital status
Single 10 33.3 51  28.0 61 28.8
Married 14 46.7 95 52.2 109 514
Divorced / Separated 5 16.7 25 13.8 30 14.1
Widowed 1 3.3 11 6.0 12 57
Education level
No school education 5 16.6 12 6.6 17 8.0
Primary school 15 50.0 104 57.1 119 56.1
Secondary school 6 20.0 46 253 52 246
Diploma/ Technical- 2 6.7 8 4.4 10 47
College certificate
Bachelor degree and 2 6.7 12 6.6 14 6.6
higher degree
Occupation
Unemployed 14 46.7 43 236 57 26.9
Business owner, 2 6.7 27 14.8 29 137
self-employed
Government and 1 3.3 1 0.6 2 09
state enterprise officer
Private employee, laborer 10 33.3 104 57.1 114 53.8
Farmer 2 6.7 1 0.6 3 14

Others (student, etc.) 1 3.3 6 3.3 7 3.3
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Table 4.2 Demographic characteristics of the respondents with and
without AIDS (cont.)

Characteristics TB pts with AIDS TB pts without AIDS Total
n =30 n =182 n =212
n % n % n %

Monthly income (Baht)

No income 15 50.0 48 26.4 63 29.7
< 5,000 11 36.6 59 32.4 70 33.0
5,001-10,000 2 6.7 59 32.4 61 28.8
> 10,000 2 6.7 16 8.8 18 8.5
X =2,833.33 X =5,087.36 X =4,768.40
S.D.= 3,795.04 S.D.=5,582.43 S.D.=5,415.93
Min.=0 Min.=0 Min.=0
Max.= 14,000 Max.=50,000 Max.=50,000

4.1.2 Medical Histories of the Respondents

The results of the analysis of duration of undergoing TB treatment showed that
nearly half of the respondents had TB treatment in the second month (43.9% for all
respondents, 44% for TB patients without AIDS, 43.3% for TB patients with AIDS).
Based on the case definition in this study, the majority of the respondents were new
patients who had never been treated for tuberculosis (75% for all respondents, 76.4%
for TB patients without AIDS, 66.7% for TB patients with AIDS). In regard to TB
treatment categories, the majority of the respondents were treated withy the categoryl
regimen (46.2% for all respondents, 46.7% for TB patients with AIDS, 46.2% for TB
patients without AIDS) since they were new cases who had never taken anti-TB drugs
for more than one month (definition by WHO) and were sputum-smear positive. The
details appear in Table 4.3. Category1TB treatment has an intensive phase lasting two
months and a continuation phase lasting 4 months (The total treatment period for the
categoryl regimen is six months). The intensive phase of categoryl consists of 4 anti-
TB drugs. The continuation phase consists of 2 anti-TB drugs. Besides the categoryl
regimen, if the new patients were sputum-negative, they would be treated using
category3, a treatment with only 3 kinds of anti-TB drugs. However, if during the
treatment period the patients were sputum smear-positive after the intensive phase of

TB treatment category3, or the patients still had positive sputum after 5 months of
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starting TB treatment category 1, the treatment regimen would be changed to
category2 by treatment by injection and prolonging the treatment period up to 8
months. Nevertheless, the category2 regimen was also used for relapse cases with
sputum-positive TB and the sputum-positive patients who returned after at least two
months’ interruption of treatment. For the other regimens in this study, the patients
were treated by combinations of drugs prescribed specifically for them because of

side-effects. The details of the respondents’ TB treatments are shown in Table 4.3.

Table 4.3 Medical Histories of the Respondents

Medical History TB pts with AIDS TB pts without AIDS Total
n =30 n =182 n =212
n % n % n %

Duration of TB treatment (months)

2 13 43.3 80 44.0 93 43.9
3 4 13.3 10 5.5 14 6.6
4 4 13.3 16 8.8 20 9.4
5 1 3.3 22 12.1 23 10.9
6 4 13.3 45 24.7 49 23.1
7 1 3.3 4 2.2 5 2.4
8 1 3.3 5 2.7 6 2.8
10 2 6.7 0 0 2 0.9
X =3.93 X =3.86 X =3.87
S.D.=24 S.D.=1.89 S.D.=1.96
Min.=2 Min.=2 Min.=2

Max.=10 Max.=8 Max.=10
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Medical History

TB pts with AIDS TB pts without AIDS Total

n =30 n =182 n =212
n % n % n %
Case definition
New 20 66.7 139 76.4 159 75.0
old
Relapse 3 10.0 19 10.4 22 104
Treatment failure 1 3.3 2 1.1 3 1.4
Return after 3 10.0 11 6.0 14 6.6
interruption of
treatment
Transfer from other 2 6.7 6 3.3 8 3.8
government clinic
or hospital
Previously treated by 1 3.3 5 2.8 6 2.8
private clinic
or hospital
TB treatment categories (regimens)
CAT1 14 46.7 84 46.2 98  46.2
CAT2 3 10.0 25 13.7 28 132
CAT3 6 20.0 71 39.0 77  36.3
Other 7 23.3 2 1.1 9 4.3

4.2 Comparison of compliance behaviors between TB patients with

and without AIDS

In this study, compliance behaviors were assessed from appointment-keeping

and drug-taking behaviors. The number of anti-TB drugs given for each visit was just

sufficient to last until the next appointment date. Therefore, if a respondent came after

the appointment date, it indicated that they were non-compliant. On the other hand, if

a respondent came before or on the appointment date, it showed that he/she kept the

appointments. The results of the study showed that the majority of the respondents

were compliant (65.1% for all respondents, 65.4% for TB patients without AIDS,
63.3% for TB patients with AIDS). The details are in Table 4.4.
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Table 4.4 Comparison of appointment-keeping between TB patients with
and without AIDS

Appointment-keeping TB pts with AIDS TB pts without AIDS  Total

n =30 n =182 n =212
n % n % n %
Compliant 19 63.3 119 65.4 138  65.1
Non-compliant 11 36.7 63 34.6 74 349

Regarding the reasons for non-appointment-keeping, the majority of TB patients
without AIDS who came before the appointment dates claimed that they were busy
with their personal lives (41.8%). However, 66.7% of TB patients with AIDS said that
they came before the appointment date was that their drugs had been used up (see
TableA.2 in Appendix A). For reason for coming after the appointment date, most TB
patients without AIDS said that they forgot the appointment date (35.8%), while TB
patients with AIDS claimed that they did not come for the appointment because they
still had some medicine left to take (30%) (see TableA.3 in Appendix A).
Interestingly, most of the respondents admitted that they did nothing even though they
did not have any medicine (84.1% for all respondents, 90.5% for TB patients without
AIDS, 50% for TB patients with AIDS) (see TableA.4 in Appendix A).

For drug-taking behaviors, since regularly and continually taking anti-TB drugs
as prescribed is important in TB treatment, the respondents who did not take the anti-
TB drugs for even one day showed non-compliance. In contrast, the respondents who
took every dose of their anti-TB drugs indicated compliance. It was found that the
majority of the respondents were compliant (76.4% for all respondents, 77.5% for TB
patients without AIDS, 70% for TB patients with AIDS). The details are presented in
Table 4.5.
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Table 4.5 Comparison of drug-taking behaviors between TB patients with
and without AIDS

Drug-taking TB pts with AIDS  TB pts without AIDS Total
behaviors n =30 n =182 n =212

n % n % n %
Compliant 21 70.0 141 77.5 162 76.4
Noncompliant 9 30.0 41 22.5 50 23.6

To treat TB, it is essential to use multi-drug therapy to effect a cure. The first
drugs used orally for the treatment of tuberculosis are isoniazid, rifampicin,
pyrazinamide, and ethambutol. The results of this study found that the majority of the
respondents took two kinds of anti-TB drugs (47.2% for all respondents, 53.3% for
TB patients with AIDS, 46.1% for TB patients without AIDS). Furthermore, the
majority of the respondents took the maximum of 4.5-8 tablets per time (50% for all
respondents, 56.7% for TB patients with AIDS, 48.9% for TB patients without
AIDS). Besides, most of the respondents took the maximum 5.5-10 tablets per day
(47.2% for all respondents, 50% for TB patients with AIDS, 46.7% for TB patients
without AIDS).The maximum numbers ranged from 3-16.5 tablets per time and 3-20
tablets per day, with the average maximum of 7.30 per time and 10.70 per day in TB
patients with AIDS, while TB patients without AIDS had the maximum range of 3-14
tablets per time and 4-18 tablets per day, with the average maximum of 7.14 per time

and 7.42 per day. The details are shown in Table 4.6.
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Table 4.6 Comparison of the number of drugs between TB patients with and

without AIDS
Variables TB pts with AIDS TB pts without AIDS Total
n=230 n =182 n=212
n % n % n %

Number of anti-TB drugs

2 16 53.3 84 46.1 100 47.2

3 5 16.7 48 26.4 53 25.0

4 9 30.0 50 27.5 59 27.8
X=277 S.D.=0.90 x=2.81 S.D.=0.84 x=2.81S.D.=0.85
Min=2 Max =4 Min=2 Max =4 Min=2 Max=4

Maximum number of
tablets (per time)

1.0-4.0 4 13.3 29 15.9 33 15.6
4.5-8.0 17 56.7 89 48.9 106 50.0
8.5-12.0 8 26.7 62 34.1 70 33.0
>12 1 3.3 2 1.1 3 1.4

X=7.30 S.D.=274 x=7.14 SD.=267 Xx=7.17 S.D.=2.68
Min=3 Max=16.5 Min=3 Max=14 Min=3 Max =16.5
Maximum number of

tablets (per day)

1.0-5.0 2 6.7 67 36.8 69 325
5.5-10.0 15 50.0 85 46.7 100 47.2
10.5-15.0 10 33.3 28 15.4 38 17.9
>15 3 10.0 2 11 5 2.4

x=10.70 S.D.=359 x=7.42 S.D.=2.86 x=7.89 S.D.=3.18
Min=3 Max=20 Min=4 Max=18 Min=3 Max=20

Analysis of each anti-TB drug showed that most of the respondents took every
dose of all anti-TB drugs. About 10% took some doses of anti-TB drugs. Only two
TB patients without AIDS did not take any anti-TB drugs (see TableA.5 in Appendix
A).

Regarding reasons for not taking every dose of the anti-TB drugs, the majority
of the respondents claimed that they forgot to take them. The TB patients with AIDS
also said that taking many drugs was boring, and they did not take drugs because they
came after the appointment date. The TB patients without AIDS complained that they

did not take anti-TB drugs because they came after the appointments date, had side-
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effects, got better, got bored of taking many drugs, and lost their drugs (see TableA.6
in Appendix A).

4.3 Comparison of value of life between TB patients with and without
AIDS

In this study, value of life was assessed from 12 items. The value of life scale
was composed of society-centered and self-centered items. The patients who had high
value of life scores indicated that they had high society-centered levels. On the other
hand, the patients who had low value of life scores showed that they had high self-
centered levels. The data analysis showed that TB patients without AIDS achieved a
higher mean score (x = 37.54, S.D. = 8.58) than TB patients with AIDS (X = 35.27,
S.D. = 9.07). It might be concluded that the TB patients without AIDS had higher
society-centered values than the TB patients with AIDS. However, the mean scores
for both groups were not statistically different (p-value = 0.184). The details are in
Table 4.7.

Table 4.7 Comparison of the mean scores for value of life between the

TB patients with and without AIDS

Value of life n mean S.D. t-value p-value
TB patients with AIDS 30  35.27 9.07
1.33 0.184
TB patients without AIDS 182  37.54 8.58

When each item was analyzed, it was found that the mean scores for value of
life of the TB patients with AIDS were lower than those of TB patients without AIDS
for nearly all self-centered statements, except one item:-“You can do any thing if you
have money’. For society-centered statements, TB patients with AIDS had lower
value of life mean scores than TB patients without AIDS for all positive and negative
statements. It may be concluded that TB patients with AIDS had higher self-centered
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values than TB patients without AIDS for nearly all items, except one: “You can do
any thing if you have money’. The details are in Table 4.8.
Table 4.8 Mean distribution of value of life of TB patients with and

without AIDS
Statement TB patients TB patients  Total
with AIDS  without AIDS
n =30 n =182 n =212
X SD. X SD. X S.D.
1.Having a comfortable life is desirable. 133 055 146 073 144 0.70
2.1t is worthy to sacrifice for others. 6.17 129 625 105 624 1.08

3.You can do any thing if you have money.  3.43 227 295 202 3.01 206
4.You are a part of your country’s progress.  5.70 170 6.16 106 6.10 118

5.Family’s interests are more important 243 187 245 186 245 1.86
than society’s interests.

6.Peacekeeping is the government’s duty. 190 167 218 200 214 196

7.Time for the family is more important 210 160 240 169 236 1.68

than working for the public.
8.Whatever you do, it must not bring shame 253 218 2,65 205 263 2.06

on you.
9. It is good to do anything you want. 160 097 221 177 212 169
10.National security does not depend on 430 248 440 248 439 247
the general population.
11.Family needs should come before 207 164 223 168 220 168
society’s needs.
12.True love is rare. 170 126 221 179 214 173

4.4 Comparison of TB control concern by using treatment, between
TB patients with and without AIDS

TB control concern by using treatment was assessed using 21 items. The TB
control concern by using treatment scale was composed of items concerning
competence values and moral values. The patients who had high TB control concern
by using treatment scores indicated that they had high moral values. In contrast, the
patients who had low TB control concern by using treatment scores showed that they
had high competence values.

The data analysis found that TB patients without AIDS had a higher mean score
(X = 85.41, S.D.= 10.16) than TB patients with AIDS (X = 84.63, S.D.=9.01). It might
be concluded that TB patients without AIDS had higher moral values than those with
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AIDS. However, the mean scores for both groups were not statistically different
(p-value = 0.348). The details are shown in Table 4.9.

Table 4.9 Comparison of the mean scores of TB control concern by using
Treatment, between TB patients with and without AIDS

TB control concern by using treatment n mean S.D. t-value p-value

TB patients with AIDS 30 8463 09.01
0.39 0.348
TB patients without AIDS 182 8541 10.16

When each item was analyzed, it was found that the mean scores for TB control
concern by using treatment for the competence value statements of TB patients with
AIDS were lower than those of TB patients without AIDS in seven items concerning
reducing symptoms to be accepted by their families and doctors. On the other hand,
TB patients with AIDS had higher mean scores for TB control concern by using
treatment for competence value statements than the TB patients without AIDS in five
items regarding being convenient to go anywhere and being able to work. For moral
value statements, TB patients with AIDS had higher mean scores for TB control
concern by using treatment than the TB patients without AIDS in four items regarding
preventing TB transmission to other persons. TB patients with AIDS also had lower
mean scores than the TB patients without AIDS in four items for TB control concern
by using treatment. Interestingly, the four items showed to have a bigger scale of
prevention, such as “Your taking anti-TB drugs makes TB disappear from the
community’, “Your taking anti-TB drugs can control a TB epidemic’ and “You take
anti-TB drugs because you want the world to be free of TB’. However, both TB
patients with and without AIDS got equal mean scores for TB control concern by
using treatment for only one item--they took anti-TB drugs to control TB resistance in

society. The details are shown in Table 4.10.
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Table 4.10 Mean distribution of TB control concern by using treatment of

TB patients with and without AIDS

Statement TB patients TB patients  Total
with AIDS without AIDS
n =30 n =182 n =212
X SD. X S.D. x S.D.
1.You take anti-TB drugs in order to stop 127 111 148 137 145 133
cough or tiredness symptoms.
2.You take anti-TB drugs because you don’t 6.90 031 6.65 121 6.69 1.13
want your family to be infected with TB.
3.You take anti-TB drugs in order to prevent 6.77 094 658 131 6.60 127
the spread of TB to other persons.
4.You take anti-TB drugs because you don’t 233 232 214 200 217 2.05
want other persons to be disgusted with you.
5.You take anti-TB drugs because you don’t  6.33 1.52 6.58 117 655 1.22
want your friends to be infected with
the disease.
6.You take anti-TB drugs in order to control 6.43  1.33 643 144 643 142
TB drug-resistance in society.
7.You take anti-TB drugs in order to 1.20 041 127 091 126 0.85
reduce the severity of the symptoms.
8.You take anti-TB drugs in order to prevent 6.90 031 677 075 6.79 0.70
transmission of TB disease in society.
9.You take anti-TB drugs in order to 157 117 154 136 154 133
ease your concern about the illness.
10.You take anti-TB drugs because you 593 203 636 159 630 1.66
want the world to be free of TB.
11.You take anti-TB drugs in order to 173 166 151 127 154 133
be able to work.
12.Your anti-TB drug taking can control 6.67 048 676 077 6.75 0.73
TB epidemic.
13.You take anti-TB drugs because you 417 279 449 253 444 256
are afraid that your family will not
let you live with them.
14.You prevent other persons from 660 100 641 144 643 1.38
infection with TB by taking anti- TB drugs.
15.You take anti-TB drugs in order to 203 179 195 178 196 1.78
for it to be convenient to go anywhere.
16.You take anti-TB drugs in order to 1.13 0.35 1.33 0.99 1.30 0.93
be healthy and able to work.
17.Your anti-TB drug taking makes 523 237 558 198 579 205
TB disappears from the community.
18.You feel proud to have a victory over 193 182 147 118 153 1.29

the disease when you take anti-TB drugs.
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Table 4.10 Mean distribution of TB control concern by using treatment of
TB patients with and without AIDS (cont.)

Statement TB patients TB patients Total
with AIDS without AIDS
n =30 n =182 n =212
X SD. X SDh. Xx SD.
19.You would like to be admired by 407 294 418 271 417 274

doctors or nurses; therefore you
take anti-TB drugs.

20.Your anti-TB drug taking makes you 183 170 192 169 191 1.69
feel like ordinary people.

21.You take anti-TB drugs because you 360 269 370 253 369 255
worry that your friends will feel
uncomfortable about socializing with you.

4.5. Association among value of life, TB control concern by using

treatment and compliance behaviors of TB patients with and
without AIDS

4.5.1 Association between value of life and TB control concern by using

treatment of TB patients with and without AIDS

The association between value of life and TB control concern by using treatment
were analyzed using Pearson’s correlation.

TB patients with AIDS: for TB patients with AIDS, from the analysis of the
association between value of life and TB control concern by using treatment, it was
found that TB control concern by using treatment was positive, but weakly correlated
with the total score for value of life. However, the correlation was statistically
significant (r = 0.333, p-value = 0.036). The details are shown in Table 4.11.
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Table 4.11 Association between value of life and TB control concern by

using treatment of TB patients with AIDS

Variables r p-value

Value of life and
TB control concern by using treatment 0.333 0.036

TB patients without AIDS: for TB patients without AIDS, the association
between value of life and TB control concern by using treatment also had a positive,
but weak, correlation. Moreover, the correlation values were also statistically
significant (r = 0.221, p-value = 0.001). The details are shown in Table 4.12.

Table 4.12 Association between value of life and TB control concerns by

using treatment of TB patients without AIDS

Variables r p-value

Value of life and
TB control concern by using treatment 0.221 0.001

4.5.2 Association between value of life and compliance behaviors of TB
patients with and without AIDS

TB patients with AIDS: regarding the association between value of life and
drug-taking behaviors, the result of the study showed that the group which was drug-
taking non-compliant had a higher mean score (X = 40.56, S.D.= 10.48) than mean
score of the compliant group (X = 33.00, S.D.=7.58). Moreover, the mean scores for
value of life of the two groups were statistically different (p-value = 0.017). The
details appear in Table 4.13. It might thus be interpreted that the drug-taking

compliant group had higher self-centered values than the non-compliant group.
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Table 4.13 Difference in value of life for TB patients with AIDS

in the drug-taking compliant and non-compliant groups

Mean of drug-taking  Mean of drug-taking t-value p-value

Variables compliant group non-compliant group
(S.D.) (S.D.)
Value of life 33.00 (7.58) 40.56 (10.48) 2.23 0.017

For the association between value of life and appointment-keeping, it was
found that the group that was non-compliant had a higher mean score (X =36.18,
S.D.= 10.89) than mean score of the compliance group (X = 34.74, S.D. =8.12).
However, testing revealed no statistically significant difference between the two
means (p-value = 0.341). The details are shown in Table 4.14.

Table 4.14 Difference in value of life for TB patients with AIDS in the

appointment-keeping compliant and non-compliant groups

Variables Mean of appointment  Mean of appointment t-value p-value
group (S.D.) group (S.D.)

Value of life 34.74 (8.12) 36.18 (10.89) 041  0.341

TB patients without AIDS: analysis of the association between value of life
and drug-taking behaviors revealed that the compliant group had a higher mean score
(x = 37.67, S.D.= 8.77) than the non-compliant group (X =37.07, S.D.=7.98).
However, there was no statistically significant difference (p-value = 0.347). The

details are shown in Table 4.15.
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Table 4.15 Difference in value of life between TB patients without AIDS

in the drug-taking compliant and non-compliant groups

Mean of drug-taking Mean of drug-taking t-value p-value

Variables compliant group non-compliant group
(S.D.) (S.D.)
Value of life 37.67 (8.77) 37.07 (7.98) -0.39  0.347

According to the analysis of the association between value of life and
appointment-keeping, it was found that the group that was non-compliant had a
higher mean score (X =38.19, S.D.= 8.95) than the compliant group (x =37.19,
S.D.=8.40). However, there was no statistically significant difference between the

two means (p-value = 0.372). The details are shown in Table 4.16.

Table 4.16 Difference in value of life between TB patients without AIDS
in the appointment-keeping compliant and non-compliant groups

Mean of appointment ~ Mean of appointment t-value p-value

Variables keeping compliance keeping non-compliance
group (S.D.) group (S.D.)
Value of life 37.19 (8.40) 38.19 (8.95) 033 0372

4.5.3 Association between TB control concern by using treatment and
compliance behaviors of TB patients with and without AIDS
TB patients with AIDS: analysis of the association between TB control concern
by using treatment and drug-taking behaviors revealed that the non-compliant group
had a higher mean score (X =89.44, S.D.=9.84) than the compliant group (x =82.57,
S.D.=8.01). Furthermore, testing showed a statistically significant difference between
the two means (p-value = 0.027). The details are shown in Table 4.17. It may be

inferred that the compliant group had higher competence values than the non-
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compliant group. In other words, they complied with anti-TB drug-taking in order to
extend their life without suffering.

Table 4.17 Difference in TB control concern by using treatment between
TB patients with AIDS in the drug-taking compliant and

non-compliant groups

Mean of drug-taking  Mean of drug-taking t-value p-value

Variables compliant group non-compliant group
(S.D.) (S.D.)
TB control concern ~ 82.57 (8.01) 89.44 (9.84) 2.01 0.027

by using treatment

For the association between TB control concern by using treatment and
appointment-keeping, the test results showed that the compliant group had a higher
mean score (X = 86.42, S.D.= 8.69) than the non-compliant group (X = 81.55,
S.D.= 9.10). However, there was no significant difference (p-value = 0.079). The
details are shown in Table 4.18.

Table 4.18 Difference in TB control concern by using treatment between
TB patients with AIDS in the appointment-keeping compliant and

non-compliant groups

Mean of appointment- Mean of appointment- t-value p-value

Variables keeping compliance keeping non-compliance
group (S.D.) group (S.D.)
TB control concern  86.42 (8.69) 81.55 (9.10) -1.46 0.079

by using treatment

TB patients without AIDS: for the association between TB control concern by
using treatment and drug-taking behaviors, it was found that the compliant group had

a higher mean score (X = 85.74, S.D.= 10.38) than the non-compliant group
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(x = 84.24, S.D.=9.36). However, there was no significant difference (p-value =
0.203). The details appear in Table 4.19.

Table 4.19 Difference in TB control concern by using treatment between
TB patients without AIDS in the drug-taking compliant and
non-compliant groups

Mean of drug-taking  Mean of drug-taking t-value p-value

Variables compliant group non-compliant group
(S.D.) (S.D.)
TB control concern  85.74 (10.38) 84.24 (9.36) -0.83 0.203

by using treatment

For the association between TB control concern by using treatment and
appointment-keeping, the result of the study showed that the non-compliant group
had a higher mean score (X = 85.75, S.D.= 9.10) than the compliant group
(x = 85.23, S.D.= 10.71). However, there was no significant difference (p-value =
0.229). The details are shown in Table 4.20.

Table 4.20 Difference in TB control concern by using treatment between

TB patients without AIDS in the appointment-keeping compliant
and non-compliant groups

Mean of appointment- Mean of appointment- t-value p-value

Variables keeping compliance keeping non-compliance
group (S.D.) group (S.D.)
TB control concern  85.23 (10.71) 85.75 (9.10) 0.75 0.229

by using treatment
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CHAPTER V

DISCUSSION

This research aimed to study the associations among value of life, TB control
concern by using treatment, and compliance behaviors of TB patients with and
without AIDS, and to compare the association between these factors and the

compliance behaviors of both groups. The outcomes are discussed, as follows:

5.1 Compliance behaviors

The results of this study showed that the majority of both TB patients with and
without AIDS complied with appointment-keeping (65.4% for TB patients without
AIDS, 63.3% for TB patients with AIDS). This finding was consistent with the study
by Sackett (1976, cited in Sheridan & Radmacher, 1992: 136), which found that
patient non-compliance to scheduled appointments was 20-50% of the time.
Moreover, it was found that the drug-taking compliance rates for TB patients with and
without AIDS were 70 and 77.5%, respectively. This result was similar to Moulding’s
study, which found that one third of TB patients had complied poorly (1973, cited in
Reichman & Hershfield, 2000: 435). The finding was also consistent with the study
by Arkal, S. (2000: 45), which found that 75% of the TB patients had a high
compliance rate with treatment. This was similar to the study by Ammarinsangpen, S.
(1997: 49), which found that about 60% of TB patients had a high compliance rate.
However, the compliance rates for drug-taking in this study were higher than those of
the study by Sackett and Snow (1979, cited in Marks et al., 2000: 293), which found
the compliance rate with long-term treatment was about 50%; one possible
explanation was that the anti-TB drugs were free for the patients. Besides, most of the
samples were married. Therefore, their families might have encouraged the patients to
take anti-TB drugs. Moreover, they might accompany the patients to the hospital for
their appointment. This might explain why the tuberculosis patients had high

compliance rates. This was consistent with the study by Dimatteo & Dinicola (1982,
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cited in Sarafino, 1994: 303), Carmody et al. (1982, cited in Sarafino, 1994: 303), and
Stanton (1987, cited in Sarafino, 1994: 303), which found that the patients who
received encouragement from their families, friends or organizations had greater
treatment compliance. Although the patients in this study had higher drug-taking
compliance rates, tuberculosis patients who failed to take their drug combinations
regularly still had tuberculosis drug resistance (WHO, 2002: 55). Therefore, from this
study, it can be concluded that anti-TB drug resistance caused by drug-taking non-
compliant patients remains a major TB control problem for TB patients with and

without AIDS, in Thailand.

When maximum tablet intake was analyzed, it was found that the average
maximum tablet intake of TB patients with AIDS (7.30 per time and 10.70 per day)
was higher than those without AIDS (7.14 per time and 7.42 per day). This might
explain why TB patients with AIDS had lower compliance rates than those without
AIDS. These data indicated that compliance should decrease with an increased
number of drugs. This finding was similar to the findings of Hayne (1976, cited in
Sarafino, 1994: 301), Hulka et al. (1976, cited in Marks et al., 2000: 293), and Kirscht
& Rosenstock (1979, cited in Sarafino, 1994: 301).

5.2 Value of life and TB control concern by using treatment

For this study, the values pertain to value of life and TB control concern by
using treatment. According to Rokeach, value of life equates with terminal values,
and TB control concern by using treatment equates with instrumental values. This
study revealed that TB control concern by using treatment of the TB patients with
AIDS had a rather weak correlation with value of life. However, there was a

statistically significant association (r = 0.333, p-value= 0.036).

For TB patients without AIDS, TB control concern by using treatment also
correlated with value of life. It also had a significant relationship (r = 0.221, p-value =

0.001).
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These results should be explained by Rokeach’s concepts, that instrumental
values are associated with terminal values, because they are devices used to the attain
desired end-goals (Rokeach, 1973: 12). Although TB control concern by using
treatment of both groups correlated with value of life, the relationships were weak.
One possible explanation was that the value of life scale was contained within broad
statements. Conversely, the TB control concern by using treatment scale was
composed of statements only related to tuberculosis. Another reason may be that each
individual patient had particular values that were ordered according to their relative

importance in his/her value system (Rokeach, 1973: 6, 51).

For the association between value of life and drug-taking behaviors of TB
patients with AIDS, analysis found that the compliant group had a lower mean score
for value of life than the non-compliant group, with statistical significance (p-value =
0.017). Besides, the drug-taking compliant group had a lower mean score for TB
control concern by using treatment than the non-compliant group with, statistical
significance (p-value = 0.027). It may be interpreted that the compliant group had
higher competence values and self-centered values than the non-compliant group. It
may be concluded that the TB patients with AIDS who complied with drug-taking
took anti-TB drugs to extend life expectancy without suffering. This result was
consistent with the study by Sangchat, B. (1997, cited in Boonmongkol, P.,
Pradapmuk, P., and Ruengson, S., Eds., 1998: 89), which found that HIV-infected
patients take care of their lives to reduce their worries and the severity of symptoms,

to be healthy, and to extend life expectancy.

Analysis of each item of value of life showed that TB patients with AIDS had
higher self-centered values than TB patients without AIDS for nearly all items. It may
be concluded that the patients with AIDS took their drugs to be survive in their
threatening lives (Sangchat, B., 1997, cited in Boonmongkol, P., Pradapmuk, P., and
Ruengson, S., Eds., 1998: 89). Furthermore, it was found that the mean scores for TB
control concern by using treatment, for competence value statements of the TB
patients with AIDS, were lower than those of the TB patients without AIDS in seven

items concerning reducing symptoms in order to be accepted by their families and
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doctors. These results showed that TB patients with AIDS had more agreement with
these statements than those without AIDS. One possible explanation was that TB
patients with AIDS might be concerned that their families and other persons are
disgusted with them because of the HIV infection. This finding was consistent with
the study of Jirarojwatana, S. et al. (1990, cited in Boonmongkol, P., Pradapmuk, P.,
and Ruengson, S., Eds., 1998: 119), which found that prostitutes with HIV infection
were concerned that their friends and other persons might be disgusted with them.
Another relevant finding was the study of Chiprasit, S. (1994, cited in Boonmongkol,
P., Pradapmuk, P., and Ruengson, S., Eds., 1998: 121), which found that pregnant
HIV-infected women feared death and were concerned that other persons might be
disgusted with them. Furthermore, the study of Ukosakij, P. (cited in Boonmongkol,
P., Pradapmuk, P., and Ruengson, S., Eds., 1998: 120) found that HIV-infected
prostitutes concealed their infection because they were concerned that other persons

might be disgusted with them.

For the association between TB control concern by using treatment and drug-
taking behaviors, the difference in mean scores between the compliant and non-
compliant groups of patients without AIDS were not statistically significant. It should
be noted that the TB patients without AIDS were still in a state of good health and did
not suffer from social discrimination. Moreover, since their TB was under control, it
is likely that they thought the disease was not seriously contagious. This could explain
why their TB control concern by using treatment did not seem to play a role.
Therefore, other factors than TB control concerns should be sought to explain their
compliance behaviors. One should be family’s encouragement, as indicated above.
Another possible factor is the government’s strategy to promote compliance among

TB patients by offering free medicine.

Besides, TB patients without AIDS had lower mean scores for TB control
concern by using treatment for competence value statements than the TB patients with
AIDS in five items regarding “being convenient to go anywhere” and “being able to
work”. These results should mean that the TB patients without AIDS had greater
agreement with these statements than the TB patients with AIDS. One possible explanation

was that most of the TB patients without AIDS worked as laborers and private
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employees (57.1%), and therefore might take anti-TB drugs to be able to work, while
TB patients with AIDS were unemployed (46.7%).

It was also observed that the samples of the TB patients with AIDS also shared
the characteristics of good health and freedom from social discrimination. However,
regarding the association between TB control concern by using treatment and drug-
taking behaviors, the analysis showed a statistically significant difference existed
between the compliant and non-compliant groups of patients with AIDS. The only
factor that might have made both groups of samples different was their HIV status.
Therefore, it may be inferred that their awareness of their HIV-positive status
contributed to their TB control concern, which was shown by their responses focusing
on personal and competence values; i.e. knowledge of their status made them feel

vulnerable and thus always concerned about their state of health.

For the association between TB control concern by using treatment and
appointment-keeping, the analysis showed there was no statistically significant
difference between the compliant and non-compliant groups; this is true for both the
patient samples with and without AIDS. Why TB control concern lacked an
association with appointment-keeping can be explained as follows. Firstly, many TB
patients had some medicine left, so that they could wait for some time before coming
to see the doctor; and secondly, the patients had to depend on their relatives to take

them to the TB clinic.
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CHAPTER VI
CONCLUSIONS AND RECOMMENDATIONS

6.1 Conclusions

This study, of cross-sectional design, aimed to examine the associations among
value of life, TB control concern by using treatment, and compliance behaviors of TB
patients with and without AIDS, and to compare the association between these factors
and compliance behaviors for both groups. This study was conducted from July to
November 2004. The target population was tuberculosis patients who registered at the
out-patient clinics of Rajburi Provincial Hospital and the Tuberculosis Cluster in
Bangkok. There were 30 TB patients with AIDS and 182 TB patients without AIDS.
The research instrument was constructed based on the value concepts of Rokeach
(1973). The instrument used for data collection was an interview questionnaire
consisting of four parts: (1) the demographic data form, (2) a Likert-type scale
concerning value of life, and (3) another scale concerning TB control concern by
using treatment, together with (4) the compliance behavior form. The reliabilities of
the value of life scale and the TB control concern by using treatment scale were 0.70
and 0.55, respectively. In addition, descriptive statistics, Student’s t-test and Pearson’s
correlation test were employed for data analysis. The results of this study are as

follows:

In this study there were two groups of TB patients, with AIDS and without
AIDS, and the demographic characteristics of both groups were rather similar. Most
of the samples were married males, 21-40 years old, with only primary school or no
school education; therefore, mostly they worked as laborers and private employees
with average incomes < 5,000 Baht per month. Regarding their TB treatment, most of

the samples were new patients and were treated with the category! regimen.

Compliance behaviors were assessed by appointment-keeping and drug-taking.

The findings of this study revealed that the appointment-keeping compliance levels of
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TB patients with and without AIDS were 63.3 and 65.4%, respectively. However, the
level of drug-taking compliance of TB patients with and without AIDS were
somewhat higher; at 70 and 77.5%, respectively.

For value concepts, the study demonstrated that the mean scores for both value
of life and TB control concerns by using treatment were not significantly different
between the patients with AIDS and without AIDS (p-value = 0.184 for value of life,
p-value = 0.348 for TB control concern by using treatment). Notwithstanding, based
on Rokeach’s concepts, there was still a significant association between value of life
and TB control concern by using treatment of TB patients with and without AIDS by
Pearson’s correlation (r = 0.333, p-value = 0.036 for TB patients with AIDS, r =
0.221, p-value =0.001 for TB patients without AIDS).

Using t-test analysis to compare value of life between TB patients with AIDS
who complied with drug-taking and those who did not comply, the mean score for
value of life of the non-compliant drug-taking group of TB patients with AIDS was
significantly higher than the compliant group (p-value = 0.017). However, there was

no significant difference in appointment-keeping compliance (p-value = 0.341).

Interestingly, the mean scores for value of life of the TB patients without AIDS
were not significantly different between the compliant and non-compliant groups in
both drug-taking compliance and appointment-keeping compliance (p-value = 0.347

for drug-taking compliance, p-value = 0.372 for appointment-keeping compliance).

Using t-test analysis to compare TB control concern by using treatment,
between drug-taking compliant TB patients with AIDS and the non-compliant group,
the mean score for TB control concern by using treatment of the TB patients with
AIDS in the non-compliant drug-taking group was significantly higher than the
compliant group (p-value= 0.027). However, there was no significant difference in

appointment-keeping compliance (p-value= 0.079).
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Furthermore, the mean scores for TB control concern by using treatment of the
TB patients without AIDS were not significantly different between the compliant and
non-compliant groups for both drug-taking and appointment-keeping compliance
(p-value=0.203 for drug-taking compliance, p-value=0.229 for appointment-keeping

compliance).

6.2 Recommendations for application

1. Regarding the study findings, both appointment-keeping compliance and
drug-taking compliance were approximately only 65-75%. These figures should
confirm, for those responsible for TB control in Thailand, that the current treatment
process implementation is not fully successful in Thailand. Consequently, the strict
supervisory process for drug-taking should be improved. Moreover, further analytical
research into the factors affecting the failure of TB treatment and compliance should
be conducted.

2. The study revealed that the TB patients with AIDS had higher self-centered
values than the TB patients without AIDS for nearly all items. This finding indicated
that TB patients with AIDS were more concerned about their personal values than the
TB patients without AIDS. Another important finding was a significant association
between value of life and TB control concern by using treatment, in both TB patients
with and without AIDS. In order to increase the effectiveness of controlling the TB
epidemic, healthcare providers should emphasize linkages among drug resistance, TB
control strategies, transmission of tuberculosis in society, and individual values, in
health education programs and intervention projects, especially for TB patients with
AIDS, where life with AIDS is just one of his/her worries.

3. The findings showed that the TB patients with AIDS agreed more with items
concerning reducing symptoms in order to be accepted by their families and doctors.
This implied that the healthcare provider-patient relationship should be important.
Therefore, TB clinics should emphasize social support from both healthcare providers

and patients’ families.
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6.3 Recommendations for further research

1. Since the samples for this research were selected from two study sites because
of time constraints, the treatment characteristics of the TB patients with AIDS might
differ from TB patients without AIDS. It is, therefore, recommended that data be
collected for both patients with AIDS and patients without AIDS at the same place.

2. In this research, there were only 30 TB patients with AIDS. If possible, with
available time and budget, in any further study, the sample size should be increased.

3. The definition of non-compliant group in this study did not include patients
who did not come for their appointments at all after diagnosis. In this research, the
non-compliant group was those who came for treatment. Therefore, this fully non-
compliant group should be paid more attention.

4. Having only TB patients with AIDS, the study therefore was conducted using
bivariate analysis, which investigated only the association between values and
compliance behaviors. Further research should be employed using multivariate
analysis that includes some other selected factors, such as social support, doctor-
patient relationship, and understanding information. It is to be hoped that a useful
predictive model should eventually be attained.

5. Since this study used a quantitative deductive approach to gain a fuller
understanding of values in TB compliance issues, a mixed approach with qualitative
methods should be beneficial for better understanding of the issues in the social

context.
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APPENDIX A

Table A.1 Demographic characteristics of Tuberculosis Cluster patients and

Rajburi Provincial Hospital patients

Characteristics Tuberculosis Cluster Rajburi hospital Total
n =189 n =23 n =212
n % n % n %
Sex
Male 131 69.3 20 87.0 151 71.2
Female 58 30.7 3 130 61 28.8
Age (years)
15-20 11 5.8 0 0 11 52
21-40 104 55.0 12 522 116 54.7
41-60 59 31.2 9 391 68 32.1
> 60 15 7.9 2 8.7 17 8.0
X =38.31 X =41.57 X =38.67
S.D.=13.66 S.D.=11.28 S.D.=13.44
Min. =17 Min.=26 Min.=17
Max.=76 Max.=68 Max.=76
Marital status
Single 55 29.1 6 26.1 61 28.8
Married 97 51.3 12 522 109 514
Divorced/ Separated 26 13.8 4 174 30 141
Widow 11 5.8 1 4.3 12 5.7
Education level
No school education 13 6.9 4 174 17 8.0
Primary school 106 56.1 13 565 119 56.1
Secondary school 49 25.9 3 13.0 52 245
Diploma/ Technical- 9 4.8 1 4.3 10 47
College’s certificate
Bachelor degree and 12 6.3 2 8.7 14 6.6

higher degree
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Table A.1 Demographic characteristics of Tuberculosis Cluster patients and

Rajburi Provincial Hospital patients (cont.)

Characteristics Tuberculosis Cluster Rajburi hospital Total
n =189 n =23 n =212
n % n % n %
Occupation
Unemployed 50 26.5 7 304 57 26.9
Business owner, 28 14.8 1 4.3 29 137
self employee
Government and 1 0.5 1 4.3 2 09
state enterprise officer
Private employee, laborer 105 55.6 9 391 114 53.8
Farmer 0 0 3 13.0 3 14
Others (student, etc.) 5 2.6 2 8.7 7 33
Monthly income (Baht)
No income 55 29.1 8 348 63 29.7
< 5,000 59 31.2 11 4738 70 33.0
5,001-10,000 60 31.7 1 4.3 61 28.8
> 10,000 15 7.9 3 130 18 85
X =4,889.95 X =3,769.57 X =4,768.40
S.D.=5,518.59 S.D.=4,461.29 S.D.=5,415.93
Min.=0 Min.=0 Min.=0
Max.= 50,000 Max.=15,000  Max.=50,000
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Table A.2 Reasons for coming before the appointment date

Variables TB pts with AIDS ~ TB pts without AIDS Total
n=6 n=79 n=285
n % n % n %
Busy with personal life 0 0 33 41.8 33 38.8
Busy with work 0 0 1 1.3 1 12
No company for visit 0 0 1 1.3 1 1.2
Forgot 2 33.3 9 11.4 11 129
Side effects, admitted 0 0 11 13.9 11 129
to hospital
Drugs used up 4 66.7 17 215 21 247
Concerned about illness 0 0 5 6.3 5 59
Lost drugs 0 0 2 2.5 2 24

Table A.3 Reasons for coming after the appointment date

Variables TB pts with AIDS ~ TB pts without AIDS  Total
n=10 n=>53 n==63
n % n % n %
Busy with personal life 0 0 13 245 13 20.6
Busy with work 2 20.0 9 170 11 175
No company for visit 1 10.0 1 19 2 3.2
Forgot 2 20.0 19 358 21 33.3
Side effects, admitted 2 20.0 0 0 2 3.2
to hospital

Had some medicine left 3 30.0 11 208 14 22.2
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Table A.4 Improvement when the respondents came after the appointment date

Variables TB pts with AIDS  TB pts without AIDS Total
n=10 n=>53 n==63
n % n % n %
Got anti-TB drugs 2 20.0 1 19 3 4.8
from another health center
Got anti-TB drugs 0 0 2 38 2 3.2
from other family members
or friends
Did nothing 5 50.0 48 90.5 53 84.1
Took traditional medicine 0 0 1 1.9 1 1.6
Had some medicine left 3 30.0 1 1.9 4 6.3

Table A.5 Drug-taking behaviors of TB patients with and without AIDS

Variables TB patients with AIDS TB patients without AIDS  Total
n % n % n

Isoniazid n=28 n=182 n=210
Every dose 23 82.1 162 89.0 185 88.0
Some doses 5 17.9 18 9.9 23 11.0
Not taking 0 0 2 1.1 2 1.0

Rifampicin n=26 n=180 n =206
Every dose 22 84.6 160 88.9 182 88.3
Some doses 4 154 18 10.0 22 10.7
Not taking 0 0 2 1.1 2 1.0

Pyrazinamide n=12 n=91 n=103
Every dose 9 75.0 82 90.1 91 884
Some doses 3 25.0 7 7.7 10 9.7
Not taking 0 0 2 2.2 2 1.9

Ethambutol n=14 n =64 n=78
Every dose 10 71.4 55 86.0 65 833
Some doses 4 28.6 7 10.9 11 14.1
Not taking 0 0 2 3.1 2 2.6
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Table A.6 Reasons for not taking every dose of the anti-TB drugs

Variables TB pts with AIDS TB pts without AIDS Total
n % n % n %
Isoniazid n=>5 n=20 n=25
Forgot 4 80.0 9 45.0 13 520
Side effects 0 0 3 15.0 3 120
Got better 0 0 2 10.0 2 80
Boring 1 20.0 1 5.0 2 80
Lost drugs 0 0 1 5.0 1 40
No drugs because the 0 0 4 20.0 4 16.0
patients came after the
appointment dates
Rifampicin n=4 n=20 n=24
Forgot 3 75.0 9 45.0 12 50.0
Side effects 0 0 3 15.0 3 125
Got better 0 0 2 10.0 2 83
Boring 0 0 1 5.0 1 42
Lost drugs 0 0 1 5.0 1 4.2
No drugs because the 1 25.0 4 20.0 5 208
patients came after the
appointment dates
Pyrazinamide n=3 n=9 n=12
Forgot 3 100.0 3 33.3 6 50.0
Side effects 0 0 1 111 1 83
Got better 0 0 2 22.2 2 16.7
No drugs because the 0 0 3 33.3 3 25.0
patients came after the
appointment dates
Ethambutol n=4 n=9 n=13
Forgot 4 100.0 3 33.3 7 538
Side effects 0 0 1 111 1 77
Got better 0 0 1 11.1 1 7.7
Boring 0 0 1 111 1 77
No drugs because the 0 0 3 33.3 3 231

patients came after the
appointment dates
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