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ABSTRACT ... saadiaashraf@msn.com. Objective: To determine the clinical profile and treatment out come of
patients with tuberculosis. Design of study: Descriptive study Setting: Outpatient TB clinic, Khyber Teaching Hospital
Peshawar. Period: From 1  January 2002 to 31  December 2002. Research Methodology: Diagnosed case ofst st

tuberculosis were registered according to WHO guidelines and treated under the conventional strategy of monthly visits.
Patients were assessed for treatment outcome. Results: 134 patients were registered and treated as per WHO
guidelines.  Out of 134 patients, 72(53.7%) patients were males and 62(46.2%) were females. Ninety-nine (73.6%)
patients were in age range of 10 – 40 years. The mean age at the time of diagnosis was 22 years. In category-I, there
were 64 patients (47.7%), 4(3%) were in category -II and 66(49.3%) in category -III. Fever and cough were the most
common presenting symptom. In this study, pulmonary TB was seen more commonly (n=76) than extra pulmonary TB
(n=58). Out of 76 patients with pulmonary TB, 31 have sputum smear positive. After initial intensive treatment, 30
patients became sputum smear negative.  26 out of 31 were cured and 91 out of 108 had completed the treatment,
one patient died, 11 were declared as defaulter, 5 were transferred out. Conclusion: The cure rate is satisfactory but
the default rate is worrying.
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INTRODUCTION

Tuberculosis is an infectious, systemic, chronic
granulomatous disease mainly caused by
mycobacterium tuberculosis , which is mainly spread1,2

through the respiratory system. There is usually
prolonged latency period between initial infection and

overt disease, either pulmonary or extra pulmonary .1

Tuberculosis causes a great deal of ill health and affects
the economy of developing countries. TB remains a
major public health problem in Pakistan . As per WHO3

report of year 2001, Pakistan stands at number six in the
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list of 22 high burden TB countries of the world . With a3,4

population of 144 million, an estimated 300,000 people
get TB every year in Pakistan, three quarters of which
happens to be in the young age group . 2,5

In 1994, the government of Pakistan adopted the Direct
Observation treatment short course (DOTS) strategy. But
the progress in DOTS expansion has been very slow.
Until 1999, population coverage of DOTS in Pakistan
was only 8% . Early diagnosis, proper registration,4

monitoring and ensuring compliance are the corner
stones of TB control strategies. 

Chest TB clinic, works with National TB Control Program
(NTP) and provides free Anti-TB treatment to the
registered patients. The catchment population of this
centre is not defined. 

This base line study was conducted to see the clinical
profile and outcome of tuberculosis patients attending

Chest & TB clinic, Khyber Teaching Hospital, Peshawar
in year 2002 in preparation for DOTS implementation
strategy.

MATERIALS & METHODS

This descriptive study was conducted in outpatient TB
clinic at KTH, Peshawar from 1  January 2002 to 31st st

December 2002. Convenience sampling technique was
employed. Diagnosed patients  resident of near by areas
of KTH were registered according to WHO guidelines . 2

Demographic data, relevant medical history and
necessary investigations were recorded in a structured
Performa. 

Anti-TB treatment started in accordance with WHO
guidelines and patients were assessed for main outcome
in the form of number of patients cured, treatment
completed, died, defaulted or transferred out.

Table-I. Category Vs gender

Category Male N = 72 (53.7%) Female N = 72 (53.7%) Total N = 134

I 30 (22.3%) 34 (25.3%) 64 (47.7%)

II 2 (1.49%) 2 (1.49%) 4 (3%)

III 40 (29.8%) 26 (19.4%) 66 (49.2%) 

Table-II.  Category Vs Age

Age Category-I

n = 64

Category-II

n = 4

Category-III

n = 66

Total n = 134

1-10 2 (1.5%) - 3 (2.2%) 5 (3.7%)

> 11-20  32 (23.8%) 1 (0.74%) 22 (16.4%) 55 (41%)

>21-30 13 (9.7%) 2 (1.5%) 12 (8.9%) 27 (20%)

>31-40 6 (4.47%) 1 (0.74%) 10 (7.4%) 17 (12.6%)

>41-50 4 (2.98%) - 8 (5.9%) 12 (8.95%)

>51-60 5 (3.7%) - 7 (5.2%) 12 (8.95%)

>61-70 2 (1.5%) - 4 (2.98%) 6 (4.47%)
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RESULTS
The study sample consisted of 134 patients, out of these
72(53.7%) were male and 62(46.2%) were female. The
number of patients in each category was shown in Table
I. Ninety nine (73.6%) patients were in age range of 10-
40 years (Table II ). The mean age at the time of
diagnosis was 22 years.

Table-III. Presenting Symptoms

Symptoms Total no. of patients n = 134

Fever 123 (91.7%)

Cough 119 (89%)

Night sweat 92 (68.6%)

Haemoptysis 113 (84.3%)

Tiredness 96 (71.6%)

Weight loss 109 (81.3%)

Chest pain 115 (85.5%)

Shortness of breath 90 (67%)

Anorexia 95 (70.8%)

Pulmonary TB was seen more commonly (n=76) than
extra-pulmonary TB (n=58). Out of 76 patients with
pulmonary TB, 31 showed sputum smear positive (Table

V).

After initial intensive treatment, 30 patients became
sputum smear negative (Table VI). Twenty six out of 31
were cured. Ninety one out of 108 has completed the
treatment, one patient died, 11 were declared as
defaulter, and 5 were transferred out (Table VII).

Table-IV. Extra-pulmonary sites involvement

Sites Total extra pulmonary TB patients n =

58

Lymph node 35 (60.3%)

Pleurae 48 (82.7%)

Pericardium 12 (20.6%)

Joints 06 (10.3%)

CNS 2 (3.4%)

Spine 1 (1.72%)

Abdomen 9 (15.5%)

Genital -

Pleura is most frequently extra-pulmonary site involved,
followed by lymph node and pericardium (Table IV).

Table-V. Sputum smear results

Septum smear Category-I (n = 64) Category-II (n = 4) Category-III (n = 66) Total (n = 134)

Positive 27 (42.1%) 4 (100%) - 31

Negative 37 (57.8%) 66 103

Table-VI. Sputum conversion after treatment

Sputum smear Time interval in months Category-I (n = 64) Category-II (n = 4) Total Default

Smear +ve 0 27 4 31 -

Smear -ve 2/3 27 3 30 1

Smear -ve 8 24 2 26 5
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Table-VII. Treatment outcome

DOTS outcome Category-I (n = 64) Category-II (n = 4) Category-III (n = 66) Total (n = 134)

Cured 24 2 - 26

Completed 31 1 59 91 (87.3%)

Died 1 - - 1

Default 5 1 5 11 (8.2%)

Transfer 3 - 2 5 (3.7%)

DISCUSSION
Tuberculosis remains a serious challenge for developing
countries, like Pakistan. It is the leading cause of death
from any single infectious agent world wide . Major2

problems encountered in Pakistan are late or improper
diagnosis, prescription of inadequate treatment regimen,
poor supervision leading to irregular intake of drugs and
poor follow up . The reason behind this alarming2

situation in Pakistan has been lack of proper TB control
program. The National TB control programme was
established in 1965 but its progress has been very slow .4

Since year 2000, TB programme has been rejuvenated.
The Directly Observed Treatment Strategy (DOTS) has
been implemented in more than 65% of NWFP districts
but the coverage is patchy.

 In this study, 53.7% of patients were male and 46.2%
were female, this finding is consistent with other national
and international studies.  Uplekar et al reports 70%6,7,8,9 7 

excess of male over female tuberculosis cases world
wide. It was observed, in Vietnam study  that TB is7

common among men than women, and the reason may
be that men are socially more active and visit public
places more often. 

Another study showed low notification rate of TB among9 

female could be another explanation of less number of
TB patients. A study done in Nepal  has noted significant8

prolonged time interval delay in diagnosis of TB in
women than men. Fever & cough were the most
common presenting symptoms, in our study and its in
agreement with other studies . 8,9

Our study revealed 43% of extra pulmonary tuberculosis,
which is higher, compared to other studies. In another
study from Karachi the incidence of extra pulmonary TB10 

was reported to be 32% and this difference could be due
to the fact that Khyber Teaching Hospital being a tertiary
care center deals with complex cases of extra pulmonary
TB. The other reason may be that there is gradual
increase in the number of extra pulmonary cases of TB.
A recent study done in Denmark demonstrated a higher
frequency of extra pulmonary TB among immigrants
especially those from Pakistan .11

The cure rate achieved in our study was 83.8%, which is
low as compared to WHO target of 85%. The default rate
in this study was 8%, which is high. The high default may
be partly explained by lack of implementation of DOTS
strategy . 13, 14

CONCLUSION

The cure rate in our study is satisfactory though not up
to the mark but the default rate is high which is
worrisome. The extension and implementation of DOTS
strategy is the way forward to improve the outcome in
our centre.
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Caring is sharing and 
sharing is love
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