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LETTER

Financial impact of COVID-19 on TB patients in India

Dear Editor,

The nationwide response to curb the spread of the
COVID-19 infection in India included a strict
lockdown from 25 March 2020 until the end of
May, with several restrictions remaining in place for 2
further months. Studies have reported severe eco-
nomic crisis and serious health service disruptions
during this lockdown.1–6 TB services were also
disrupted, with a significant decline in TB notifica-
tions during the strict lockdown period, which is
estimated to lead to an increase of 182,000 TB cases
and 83,600 deaths between 2020 and 2025.7,8

However, there is only limited empirical evidence on
the economic impact of COVID-19 on other diseases.
We report the financial impact of the pandemic on TB
patients in India along with TB service use patterns
before and during lockdown.

As part of an ongoing study, we collect primary
data on patient and household costs from four states
to estimate TB-related out-of-pocket expenses and
catastrophic expenditure in India. Here, we report on
the financial impact of COVID-19 as income loss for
the families of TB patients during lockdown based on
follow-up interviews in two states. We examined
monthly household income of the sampled TB
patients just before lockdown (February 2020) and
during lockdown (April and May 2020) to under-
stand the impact on household income. Monthly
household income during lockdown and during the
interview period (July and August 2020) were
subtracted from monthly household income in
February 2020 to estimate any income loss. To
ascertain whether the pattern of TB drug collection
had changed as a result of the lockdown, patients
were asked about the frequency of visits to get drugs,
amount of time spent travelling and collecting drugs,
and travel and other expenses related to drug
collection for two time periods – before lockdown
and during lockdown. The time costs for the patient,
household member and accompanying person were
calculated by multiplying the total number of hours
spent on the activity by the hourly wage. To
determine if any TB medication was discontinued
during lockdown, patients were asked whether they
missed their medicine because of the lockdown.
Household income loss was presented in 2020 US
dollars (US$) (1 US$ ¼ Indian rupee 74.132). The
study covered 202 TB patients from the general
population, 379 patients from tea garden areas and

69 patients from urban slum dwellers in the two
states.

The impact of COVID-19 on household incomes of
the sampled patients are shown in the accompanying
Figure. Before lockdown, 6% of TB patient families
in the general population had zero household income,
which increased to 54% during the strict lockdown.
The proportion of households in different income
brackets decreased significantly during lockdown
compared to the pre-lockdown period, indicating a
high rate of unemployment during the lockdown
period. Similar trends were observed for the other
two groups (Figure). If the income loss estimated in
our study is representative of households with TB
patients across India, the total income loss in 2
months would amount to US$460 million. This loss
was gradually reversed over the next 3 months (June–
August 2020): in that period, income loss was
estimated at US$116 million. In general, the number
of visits for drug collection during lockdown was
lower for all groups and consequently, the total
number of hours spent and time costs were lower than
the pre-lockdown period. However, for patients in tea
garden areas, total expenses related to drug collection
(travel and other expenses on food or payment related
to drug collection) was higher during lockdown. This
is likely to be due to the remote locations and lack of
public transportation. About 7% of the patients in
the general population and 4% of those in tea garden
areas discontinued their TB medication during
lockdown; the average number of days of medicine
discontinuation were respectively 10 and 8.5. The
relatively lower proportion of discontinuation in tea
garden areas was probably because many tea gardens
patients continued to be administered DOT even
during lockdown. Other reasons for medicine dis-
continuation in both groups of patients included the
lack of TB medicines or the patient’s inability to travel
due to strict travel restrictions.

The COVID-19 pandemic hit India at a time when
India’s gross domestic product was slowing down,
and unemployment was rising because of poor
economic performance in recent years.9 The pandem-
ic affected all sectors of society; however, workers
employed in the informal sector (which contributes
about 91% of total employment in India) was the
worst affected.1,3,9 Our results corroborate this
finding, as the majority of the sampled TB patients
who were employed before the pandemic were
involved in the informal sector. The proportion was
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higher for patients among urban slum dwellers and
thus, suffered the greatest financial impact on
household income (Figure).

Studies have reported reduced food consumption
during the pandemic.1,3,6 In one study, 44% of 3,466
households interviewed reported that they had
borrowed money to meet their daily requirements
and 14% of households occasionally did not have
enough food because of the financial crisis.1 Our
study findings also indicate that income loss for the
households and poor restoration of income after
lockdown will have had a serious impact on the
nutrition of the TB patients and families. It is well-
recognised that TB disproportionately affects poor
people and there is a bidirectional relationship
between undernutrition and TB.10–13 TB treatment
interruption during the lockdown is also a major
concern as it is related to poor treatment outcomes
and the possibility of acquiring multidrug-resistant
TB in future.14,15 Therefore, not only will a lower rate
of diagnosis during lockdown impact the number of
TB cases, but also the discontinuation of medication
will impose an additional burden in the future.

The Government of India provided some relief
measures with additional rations (grains and pulses)
and additional cash transfers during the lockdown
period; however, these were modest and there were
disparities in distribution across states and between
rural and urban areas.1 Generally, a much lower
number of urban households received government
assistance. It is therefore likely that TB patients living
in urban slum areas – the worst affected group during
the pandemic – did not receive sufficient support from

the government. In future, government safety net
measures must be designed to provide support for the
most vulnerable groups (e.g., informal workers) and
to protect people with comorbidities, including
people living with TB.
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