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ABSTRACT

Marginalized communities have a prolonged experience of Tuberculosis (TB) with high prevalence. The rationalization
behind the high rate is often indicted due to low medication adherence and its cultural and economic aspects. This
scoping literature review assessed the influencing factors of patient TB medicine adherence, examined the
conceptualization of factors, and determined the gaps related to TB medicine adherence presented in the empirical
studies. Three electronic databases had been searched for selecting relevant studies published from 2000 to 2020 March.
Studies associated with original research, review, classical and comparative articles on infectious TB in marginalized
communities were considered under selection criteria. Finally, thirty articles met the inclusion criteria throughout the
Prisma flow diagram; charting table and study characteristics have formed; results were discussed based on the study
findings. Indigenous people, ethnic minorities, migrant communities, homeless, prisoners, alcohol and drug users,
foreign-born, the working class, sex workers, and immune-compromised individuals suffer more from TB than the
mainstream population. The concept of TB medication adherence has been illustrated as a socio-cultural and economic
problem, personal beliefs, and the TB recipient's practices regarding illness and health-seeking behaviors. Most of the
studies focused on the subjectified experiences of people because the 'recipient's/ patient's perspectives' on medicine
adherence were being viewed by outsider’s approach. Few studies recommend prospective learning from the recipient's
point of view; examine and conceptualize the political-economic factors for intensifying medication adherence. These
records may use further to perform and estimate programs for better health consequences.
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INTRODUCTION

'‘Marginality’ or 'exclusion’ is reversible in particular socio-
economic and political situations. An individual and
community exclusion might be outlined by distinct
perspectives like caste, gender, ethnicity, displacement,
migration, health status, and profession. Lower health
outcomes may transpire due to the influence of these
overlay aspects. In the developing country context, distin-

guished socio-economic inequalities created systematic
lower health outcome proportions for some populations.
Worldwide, the marginalized community's experience of
infectious Tuberculosis is rising high. Stop TB partnership
language guideline (2015) illustrated that TB vulnerable
communities endured structural inequalities; moreover,
living with TB and being a member of a marginalized
community combines critical systemic injustice that still
remains unexplored.® Among ten million people
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worldwide, marginalized populations suffer most of the
high TB burden; at least three million people didn't get the
necessary healthcare as they are out of TB screening
administered by TB care and prevention scheme.*

Many pieces of research found a considerable risk alliance
between the spread of TB and living conditions; therefore,
inmates, transients, and socially marginalized people are
remarkably exposed in terms of TB situation.® There are
three significant concerns: particular medicine, quality
healthcare, and medicine adherence response can give the
sound, efficient inhibition for both contagious and non-
communicable illnesses. This study aimed to identify the
adherence to TB medication among marginalized
communities presented in the scientific literature; clarify
the influencing factors of patient adherence to medication
that indict for the continuation of TB burden; determined
the research gaps and examine data concerning adherence
and health outcomes.

MEDICATION ADHERENCE

Many studies on TB adherence highlighted the chronic
statuses; however, existing social forces that are
underpinning the low or non-adherence medication
behaviors demanded more exclusive learning on this issue.
The socio-economic and political forces regulated several
resources such as nutrition, medical care, or social and
economic capital; besides, numerous policies might be
executed due to those dimensions and regulation
approaches.®” Defining adherence to long-time treatment
by the WHO as “the extent to which the patient follows
medical instructions” is a little bit insipid. The term
‘instructions’ implies the patient's passiveness to expert
advice in the treatment process.? Throughout a TB
treatment, adherence explained the prescribed dose of
medicine which is required. Various studies conducted in
the general population proclaimed that health outcomes
will be poorer if adherence is below the highest level/
standard, or not done in the best possible way.® Data on
poorer adherence means the high burden of the population
is not receiving the full benefit of medications.®

METHOD

This study followed the methodological framework of the
scoping review guided by Arksey and O’Malley for
exploring influencing factors of medication adherence of
TB in the context of marginalized communities from the
existing literature.©

Identifying relevant studies

Three electronic databases (PubMed, ScienceDirect, and
AnthroSource) had been searched for relevant studies
published from 2000 to 2020 March. This study considered
the cross-reference lists of primary studies and review
articles for additional references; resulted in examining the

complex structural forces impacted on TB transmission,
adherence and treatment. The set of
keywords [(Anthropology and  Tuberculosis)  and
("Vulnerable group™ or "Risk group" or "Marginalized
people" or Health or "Infectious disease" or "adherence to
medication™)] has been used for databases; with the help of
an additional filter search, the number of search concise in
1660 articles.

After applying inclusion and exclusion criteria, in total, 30
articles had selected for data extraction that are explained
in the Flow chart diagram.

Study selection and eligibility criteria

Specific sources are admitted to include literature in terms
of the research question: what are the factors influencing
the adherence to TB medication of recipients? b. How the
pattern of influencing factors (allied with adherence to
medication) conceptualized? Articles were selected from
relevant social science and anthropological studies, Social
Science and Medicine, and Medical Anthropology studies.
Articles that explored preventive and therapeutic
intervention outcomes, the forms of socio-economic
determinants of TB prevalence were selected to learn the
interaction and intervention of complex structural forces
impacted on TB transmission and progress to treatment.

Articles abstracts, articles without open access, books,
book chapters, reports, and documents were considered
inappropriate for this review. In the review study selection
process, some articles were not included because paid
journals proclaimed those. All of the selected articles were
written in the English language; therefore, this study
selection process abstained from many essential articles
published in different languages. Other language
experiences were beyond the researcher's capacity;
besides, translating articles from other languages to
English was not attainable due to the financial budget
shortage.

Data extraction

For synthesizing and explaining key issues and themes of
qualitative data, a charting profile was developed from
selected primary studies following the ‘'descriptive-
analytical' method °, which was very similar to 'narrative-
review'.* A general analytical framework was applied for
assembling conventional data from necessary research
articles.

The data charting process strived to follow the consistency
to classify the potential information required. A descriptive
summary of the main results is coordinated based on the
theoretical concept, as the central account of the theoretical
idea is to strengthen the review.?
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Figure 1: The prisma flow diagram.

Table 1: Study characteristics and findings.

Diata is ot particularly on
tberculosis (n=115)

o data reported for
adherence, margmalized
growp (n= 115}

Similar stody cutcomes
n=44)

Articles match with
keywords but not
appropriate to research
abjective: (o= §3)

| Subject L
Reference collection Setting
matter _method Strength Weakness
o Teenagers under
Ider]tlfylng -286 Latino supervision and .
the indicators . Perceived obstacles to
L adolescents social support, . L .
of isoniazid ; attending clinic Behavio
respondents, bicultural, and . .
Hovell etal.  (INH) N appointments, attitude of  ral
. age 13-18. attention in . . . USA --
(2003) compliance . . the provider, stigmaand  Epidem
h -baseline studies, more . .
in - . - economic factors were iology
. . interviews confident to L
middle/high : . not identified.
completion. show compliance
schools.
to INH.
Treatment
Financial variables, social and  plans were
Recognizing sex components, counting moreover
Shiotani and  socio-cultural 34 In-depth dietary standards, gendered on set days
Hennink and gender subjective social disgrace, family and times Global India _
(2014) effects on interviews credibility and impact of at clinics; Health
DOT service delivery have been an action
adherence distinguished on DOTSs plan is also
adherence. needed to
implement
Continued.
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Study characteristics (30 articles)

Quantitative

Table 2: Study characteristics (%0).

Quialitative

Mixed method

Reviewed

n=06 (%)

n=14 (%)

n=05 (%)

n=05 (%)

Publication year -- - -- --
a.1992-1999 (n=5) - 02 (14.28) - -
b.2000-2009 (n=22) 01 (16.6) 05 (35.71) 01 (20) 02 (40)
€.2010-2020 (n-42) 05 (83.3) 07 (50) 04 (80) 03 (60)
Country -- -- -- --

A. Developed** 04 (66.66) 03 (21.43) - -

b. Developing** 02 (33.33) 10 (71.43) 05 (100) 02 (40)
c¢. multi-country -- 01 (7.14) -- 03 (60)
Study design/ method -- -- -- --
Quantitative studies -- -- -- --
Cohort study 01 (16.6) - -- --
Logistic regression 02 (33.33) - - -
Post-interventional study 01 (16.6) - -- --
Clinical study 01 (16.6) -- -- --
Baseline interview 01 (16.6) -- -- --
Qualitative study -- -- --
Ethnography -- 01 (7.14) -- --
Interview (semi-structured, structured, ) 11 _ _
in-depth, FGD)

Observation -- 01(7.14) -- --
Case study -- 01 (7.14) 05 (100) --
Mixed method -- -- -- 05 (100)
Narrative/systematic review -- -- -- --
Study area -- - -- --
Multi-disciplinary (n=02) -- 01 (7.14) 01 (20) -
Anthropology (n=06) -- 04 (28.57) 01 (20) 01 (20)
Public health (n=11) - 06 (42.86) 02 (40) 03 (60)
Medicine and Health care (n=09) 04 (66.66) 03 (21.43) 01 (20) 01 (20)
Epidemiology (n=2) 02 (33.33) - - --

RESULT
Barriers to adherence

Elderly TB patient's response is comparatively low in
terms of TB chemotherapy due to economic factors.
Studies reported numerous factors of adherence to TB
medication: monthly family income, medication schedule
complicacy, starvation, and compromised immunity, high
costs of transport, the hidden cost of treatment, buying

value-added food with high-protein and vitamins, and lack
of financial aid during treatment.*® Social and
demographic bases (low wages, lay-off), daily work
schedule, and cultural factors like dietary traditions,
religious duties worked as very essential influencing
factors.11%20 Some pivotal roles to non-compliance
occurred for poverty, malnutrition, social isolation,
psychological health problem, cognitive/emotional beliefs,
including self-efficacy; and lower knowledge regarding
TB.1%2122 Moreover, the infrastructure of houses such as
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remote dwelling, overcrowd place, housing without proper
ventilation, extended residing in a small crowded home
were identified as other determinant factors.®?® Studies
estimated some structural barriers to health care. Delayed
improvement, family tradition, drugs scarcity in clinics,
costs associated with traveling, drug side effect, confusion
about the health care system, length of time to complete
treatment, Forgetting doses, complex dosing schedules,
lengthy process of reporting, minimal access to a sputum
smear microscopy diagnosis and pill burden forces patients
to take service from traditional healers that may occur the
non-adherence.%!416.21.2425 Also, lack of skilled operator
for using health materials, lack of medical equipment, the
absence of health workers at health centers, and lack of
patience to visiting healthcare center every day, and
geographical barriers were identified as constraints to
adherence, inadequate information, and mistrust of health
assistants. 1618

Adherence outcomes

Studies characterized some determinants such as
continuous transmission, drug resistance, chronic
infection, a delayed inspection of illness, problems taking
TB medicine, inability to buy food to reduce medication-
related complexities, and individual perception of disease
that usually impacted adherence outcome and interrupted
cases'.?’?° Higher TB knowledge scores of TB recipients
and following clinic schedules conveniently mostly help to
accept treatment.

Even the false belief of infecting from LTBI also motivates
some people to get treatment. Active support from health
professionals helped participants accept treatment,
maintain  privacy, continue employment, avoid
stigmatization, and make life changes.®

Attitudes and practices to adherence

One of the decisive factors for TB diagnostic suspension
and medication noncompliance is TB-related stigma that is
often misled through social imperatives. Studies examined
a set of the community people's dogma in a 'western' type
of TB. Participants of the studies uttered that ecological
contamination, smoking or alcohol, and patients living
with TB might spread that specific one.8233 Recipients
lose the social status and are humiliated for owning a
disease correlated with unethical practices or behavior,
which is the output of gendered social stigma and family
reputation.’” TB infection is particularly a problem with
Vietnamese refugees in USA; the rate of Vietnamese
refugees with inactive Tuberculosis is 53.5%. The position
and activities of family members and companions,
community understandings of the medication approach,
and side effects of the chemotherapy (pill-taking increases
body temperature) and its cultural account influenced
participants practice and attitude.®> Among the study
participants, a fourth of patients discontinued medicine
after five months, a third of them completed the full
course.®* Using alcohol, allergic to pills and pausing

medication, or forgetting to take pills were noted as
personal apathetic to adherence by healthcare staff.
Patients mostly used traditional medicine after noticing
disease symptoms; etiological beliefs regarding
conventional healers, and treatment may influence health-
seeking behavior and compromises adherence.?6:3435
On the other hand, patients became impassive in
continuing medicine due to pills' side-effects and
misunderstanding the medication timing, experiences of
missing medical records and non-professional behavior of
health assistants.®

DISCUSSION

Most studies were incorporated with socio-economic
factors of medication adherence; still, the concept has been
illustrated as a socio-cultural and economic problem,
personal beliefs, and practices of the recipient regarding
disease and health-seeking behaviors. Very few studies
explained the concept of medication adherence from a
political-economic perspective by criticizing the aspect of
power, dominance, and hegemony of bio-medicine. For
instance, a study indicated "racial capitalism" is the most
potent influence than the policy of discrimination on the
grounds of race (apartheid). The history of emerging racial
capitalism and its fundamental political and economic
transformations remain TB as a severe problem.¥’
Researchers proclaimed that most of the research's
epidemiological concern is still studying the primary
importance of inter-individual distinctions at risk. Most
studies were conducted in urban slums, rural areas, ethnic
minority communities, immigrant communities in
developing countries where full access to treatment service
wasn't ensured. Without providing full access to recipients,
indicting personal beliefs and practices as barriers of
patient's non-adherence to medication for the continuation
of TB burden is untenable, thus ‘patient-related
deficiencies' might not be patient's liability.3 What
structural forces make personal beliefs and practices as
barriers should be explored more intensively.

Emphasizing the ‘patient's/recipient's perspectives' on
adherence to medication, nature of stigma, the structural
condition of health service, health professionals' personal
education and proper guidance can improve patients'
medicine adherence even in low socio-economic settings.
However, studies focused on people's subjectified
experiences because phenomena were being viewed by
outsiders. Only few qualitative studies reflected the
complexity of multiple layers of factors (discussion
responses to illness, political and economic factors that
shape the meaning and experience of illness) affecting
people’s lives with TB. Adherence support strategies can
help to achieve the efficacy of health professional aspects
remain less explored. Indigenous people, ethnic minorities,
migrant communities, homeless, prisoners, alcohol and
drug users, foreign-born, the working class, sex workers,
and immune-compromised individuals suffer health
disparities due to marginality.3®# They are often affected
by TB than the mainstream population, in both high and
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low TB incidence settings. The medication adherence
perspectives of scheduled caste patients remain
unidentified in contemporary researches. Historically, the
patients from scheduled caste live in cultural deprivation;
hence, the discriminations associated with the process and
structure of treatment adherence should be explored
carefully.r” Disregarding the exploration of other social
dimensions of health care delivery and overemphasizing
cultural differences may create barriers in the perception
of non-adherence in marginalized populations.*?

Addressing medication adherence in centering either
cultural or fundamental difficulties is inevitable; however,
political-economic factors could help identify more
structural factors for shaping compliance, interactions
between social structures and their cultural interpretations
in future research.*® Because deep-rooted social disparities
exhibit the source of structural violence that provides
human justice demolitions (e.g., infectious disease-related
stigma), misguided the public health and makes barriers in
promoting health infrastructure and strengthening the
health system. Analyzing the social, historical, and
political structures of the illness context could distinguish

the significant structural violence and the way to restrain
it.4

RESEARCH GAPS AND RECOMMENDATION
FOR FUTURE RESEARCH

Most of the study findings presented that multiple and
significant cultural and socio-economic factors are highly
responsible for the TB burden, and people living with
socio-economic disadvantages are victims of the situation.
The political-economic determinants of medication
adherence in terms of exploring bio-medicine power,
domination, and hegemony are not appropriately centered
in the existing literature. This review considered this issue
as a research gap. The underlying political-economic
forces that transform into risks for a particular group of
people and the way they process, and structured individual
etiology, communication of disease remain less identified.

Thus, understanding the phenomena of marginalized
people's experiences in dealing with TB; how and why
socio-economic factors shape those phenomena need to be
explored. Moreover, investigating the underpinning social-
historical controls on patterns of behavioral alternative and
population health remains defocused in developing
countries.®” Therefore, attention should be paid to the
relative poverty of refugees in high-income countries,
ethnic discrimination, the massive impact of continuing
civil war on healthcare, and low clinical attendance.*>#

CONCLUSION

Anthropological studies proclaimed that a complicated
pattern of situational, fundamental, and operational factors
control the form of medication adherence. Most of the
time, the patients are incapable of overcoming this
inevitability.*> This situation gives a clear idea that the

agency actors are driven by the context, relational
interaction, and biases in the dominant bio-medicine
discourse of TB. Medical hierarchy, dependent
relationship with prior to health, and dominance of the
biomedical model reinforced the systematic injustice of TB
treatment. As the combined biological and operational
factors reinforce the TB overdrive and treatment barriers,
therefore examining the interaction and intervention of this
factor intersection is needed,; still, there is a scarcity of
empirical evidence on the issue that theories regarding
improving medication adherence have efficacy and
constructiveness.3"4¢
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