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ABSTRACT

Background: Quality healthcare for TB means providing effective, safe, timely, and equitable
care that is patient-centered and respects their dignity. Tuberculosis control measures are limited
by the quality of care provided at the local level. Even though the prevalence and the impact of
TB in East Gojjam were high, the quality of care of DOTS TB patients in this area is not

addressed.

Objectives: To assess quality of directly observed treatment short course of tuberculosis and

associated factors among adult tuberculosis patients in East Gojjam zone, Ethiopia, 2025

Method; Institution based cross-sectional study was conducted among 632 adult tuberculosis
patients selected by systematic random sampling technique. Data were collected using structured
questionnaire, observation and record review and the data analysis was performed by SPSS
software version 25.0. Bivariable binary logistic regression analysis was computed to assess the
presence of association between dependent and independent variables. Multivariable logistic
regression analysis was employed to control the possible confounding effect and assess the
separate effects of the variables. The strength of association was reported using adjusted odds

ratio along with 95 % confidence intervals.

Results: The overall satisifaction level of patients was 51.3% (95% CI = 47.4 — 55.1%). Age
(AOR = 3.8, 95% CI = 1.8 — 8.0), marital status (AOR = 2.2, 95% CI = 1.3 — 3.8), educational
status (AOR = 3.8, 95% CI = 1.8 — 7.8), monthly income (AOR = 3.4, 95% CI = 1.7 — 6.6),
(AOR = 6.2, 95% CI = 2.8 — 13.7), period on TB treatment (AOR = 5.2, 95% CI = 2.9 — 9.3),
type of helth facility (AOR = 1.9, 95% CI = 1.2 — 3.1), accessibility of TB clinic (AOR = 3.2,
95% CI = 1.8 — 5.6), presence of visit cost (AOR = 7.6, 95% CI = 14.0 — 5.5) and waiting time
(AOR = 2.5, 95% CI = 1.2 — 5.2) were significantly associated with satisifaction.

Conclusion and recommendations: The magnitude of patient satisifaction was low. age, marital
status, educational status, monthly income, type of health facility, accessibility of TB clinic,
presence of visit cost and waiting time to get service were factors significantly associated with
patient’s satisifaction. In order to improve quality of sercice, appropriate interventions focusing

on patient’s characterstics, structural and process factors should organized and implemented

Key words: TB patients, DOTS, Quality, East Gojjam Zone, Ethiopia

viii



1. INTRODUCTION

1.1 Background

Tuberculosis (TB) is one of those chronic infectious diseases affecting thousands of people in
different corners of the globe(1).Tuberculosis (TB) is caused by Mycobacterium tuberculosis
(MTB). It typically affects the lungs (pulmonary TB) but can affect other parts of the body as
well (extra pulmonary TB). The disease is spread via droplet infection when people with
pulmonary TB expel the bacilli while coughing, sneezing, talking, etc. Without treatment,
mortality rates are high. Treatment using combinations of anti-TB drugs, developed in the 1940s
and 1950s, can dramatically reduce mortality rates. Despite the availability of highly efficacious
treatment for decades, the same document argued that TB remains a major global public health
problem. Almost one-third of the world population is infected with M. tuberculosis. TB is the
second leading cause of death from an infectious disease worldwide, after HIV. It kills more than
five thousand children, women and men each day (2).

The quality of TB care in both the public and private sectors falls short of international
standards in many high burden countries(3). Quality healthcare for tuberculosis (TB)
means providing effective, safe, timely, and equitable care that is patient-centered and respects
their dignity, while also addressing social and economic factors that influence TB(4).

Tuberculosis control measures are limited by the quality of care provided at the local level.
Providing a quality and timely care for patients with TB is crucial in prevention and control of

the disease

High-quality diagnosis and treatment of TB care ; reduce the suffering and socioeconomic
burden associated with TB; protect poor and vulnerable populations from TB; and support
development of new tools and enable their timely and effective use; pursue high quality directly
observed treatment (DOTSs) expansion; address TB/HIV and other challenges; contribute to
health system strengthening; engage all care providers; empower people with TB; enable and

promote research (5).

This Strategy was linked to the new global targets for reduction in TB cases and deaths that were
set for 2015 as part of the Millennium Development Goals (MDGs) and the STOP TB

partnership. Prior to the COVID-19 pandemic, many countries were making steady progress in
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tackling tuberculosis (TB), with a 9% reduction in incidence seen between 2015 and 2019 and
a 14% drop in deaths in the same period. High-level political commitments at global and
national levels were delivering results. However, a new report from WHO shows that access
to TB services remains a challenge and that global target for prevention and treatment will
likely be missed without urgent action and investments(6).

Ethiopia was ranked fourth among the 30 high TB, HIV and MD —R TB burden countries in the
world in 2019. In 2019, the best estimated incidence and prevalence rate of all forms of TB in
Ethiopia were 164 per 100,000 and 237 per100, 000 respectively.

The COVID-19 pandemic threatens to unwind the gains made over recent years. The impact of
the pandemic on TB services has been severe. Data collated by WHO from high TB burden
countries show sharp drops in TB notifications in 2020. 50% drop in TB case detection over 3
months could result in 400 000 additional TB deaths this year alone. Now a days to mitigate the
impact of COVID-19 on TB, an integrated TB/COVID-19 Screening, testing and management
algorithms have been recommended to be implemented at health facility and community settings
in Ethiopia(6).

1.2 Statement of the problem

Tuberculosis programme emphasize the need to increase the access of quality DOTS by
expanding its diagnostic and treatment service in line with the increasing number of public and
private health facilities. Directly Observed Treatment, Short course Strategy launched by WHO
in 1994, which is the brand name of the internationally recommended strategy for TB control.
The DOTS strategy ensures that infectious TB patients are identified and cured using
standardized drug combination with five key components those are: i. Government commitment
to ensure sustained and comprehensive TB control activities, increase human and financial
resources and make TB control a nationwide priority; ii. Case detection by molecular WHO-
Approved rapid diagnostics (MWRDs) is recommended as an initial test for TB diagnosis and
detection of rifampicin resistance instead of smear microscopy or culture.iii. Standardized short-
course chemotherapy for all diagnosed cases of tuberculosis under proper case-management
conditions, including direct observation of treatment; iv. Regular, uninterrupted supply of all

essential anti-tuberculosis drugs and laboratory supplies; v. Standardized recording and reporting



system that allows assessment of case finding and treatment result for each patient and of the

tuberculosis control programme performance overall(7).

One of the most important components of DOTS s the direct observation of treatment, which
means that a health worker must watch the patient taking each dose. Direct observation of
treatment is important to: - Ensure that patients take the correct treatment regularly; - Notice
rapidly when a patient misses a dose, find out why, and solve the problem; - Monitor any
problem that the patient may experience with the disease, the treatment or other condition(7).

In order to reach the national objectives and targets, the TB and Leprosy Control Program of
Ethiopia is aligned with the globally recommended Stop TB Strategy, The targets of an effective
TBL Control Programme are: i) To achieve and maintain detection of at least 70% of new
sputum smear-positive TB cases; ii) To achieve and maintain a cure rate of at least 85% among
these patients (through DOTS); Treatment of Th has two main phases: intensive phase and
continuation phase. The intensive phase is the phase where three or more drugs are taken for
eight weeks for new cases and 12 weeks for re-treatment cases with the assumption of making
the patient non-infectious and minimize danger of drug resistance development. Where, as the
continuation phase is the phase that follows the intensive phase with at least two drugs for 4-6

month with the assumption of making the patient permanently cured and prevents relapse(8, 9).

Quality is that used by advocates of total quality management (W. Edwards Deming,
1982):“Doing the right thing, right, right way”. It has different dimensions like technical
performance, effectiveness of care, efficiency of service delivery, safety, access to services,
interpersonal relations, continuity of services, physical infrastructure and comfort and choices.
However, the institute of medicine defined quality as the degree to which health services for
individuals and populations increases the likelihood of desired health outcomes and is consistent

with professional knowledge.

The first model to evaluate health care quality, which was developed by Donabedian, includes
the element of: structure, process and output parameters from which inferences can be drawn
about the quality of care(10) . He defined structures as, the tools and resources that providers of
care have at their disposal and the physical and organizational setting where they work (the way

a health care system is set up and the condition under which it is provided), process as the set of



activities that occur within the Health Service Organizations/Health Systems and between
practitioners and patients, where judgment of quality may be made either by direct observation
or by reviewing recorded information (the activities that constitute health care like diagnosis,
treatment, prevention and education) and outcome as the change in patient’s current and future
health status that can be attributed to antecedent Health care (the changes in individual’s health

status that is attributed to health care) (11, 12).

In spite of the fact that TB is preventable, treatable and curable globally, an estimated
10.0 million (range, 8.9-11.0 million) people fell ill with TB in 2019, a number that has been
declining very slowly in recent years. There were an estimated 1.2 million (range, 1.1—
1.3 million) TB deaths among HIV-negative people in 2019 (a reduction from 1.7 million in
2000), and an additional 208 000 deaths (range, 177 000-242 000) among HIV-positive people
(a reduction from 678 000 in 2000). Men (aged >15 years) accounted for 56% of the people who
developed TB in 2019; women accounted for 32% and children (aged <15 years) for 12%.among
all those affected 8.2% were people living with HIV. .

The emergence of MDR and XDR TB in many parts of the world, including Ethiopia, is posing
serious threat to the control of TB. Drug-resistant TB continues to be a public health threat.
Worldwide in 2019, close to half a million people developed Rifampicin-resistant TB (RR-TB),
of which 78% had multidrug-resistant TB (MDR-TB). The burden of MDR-TB in Ethiopia is
increasing. In 2005 the national prevalence of MDR-TB was 1.6% among new patients and
11.8% was retreatment. Ethiopia is one of the 30 high MDR/RR-TB and TB/HIV burden
countries. In 2019, the incidence of MDR/RR-TB in Ethiopia was 0.71% among new TB cases
and 12% among previously treated cases. Moreover, four XDR-TB cases were reported in
Ethiopia in 2017 and 2018 .The prevalence of MTB in Amhara Region was 11% in all age
groups. The Prevalence of all form TB in East Gojjam is 53% ,the pre valence of MDR TB is
27%,thedeath due to TB is 2.8% ,the prevalence of HIV is 1.2%(7, 13).

Even though the prevalence and the impact of TB in East Gojjam is high, the quality of care of
DOTS TB patients in this area is not addressed. Therefore the study intended to assess quality of

care of tuberculosis and its associated factors.



1.3 LITERATURE REVIEW

1.3.1 Structural quality assessment

Structural measures characterize the resources in the health system, describing the setting in
which care occurs and the capacity of that setting to produce quality. It includes professional
characteristics, health service characteristics, infrastructures, vehicles, money, organizational
arrangement equipments and the surrounding environment .The underlying concept in structural
assessment is to decide whether care is provided under conditions favorable for good health care
or not and it is actually relatively the easiest method of quality assessment (14). The WHO and
FMOH recommended adequate supply of drugs and equipment to be part and parcel of
programmatic activities at each level of Th control program where, health facilities have to order

for delivery of Tb drugs and supplies every quarter(7).

A study conducted in Bahiri Dar city administration on seven health institution indicated that the
input, all health institutions have at least one DOTS trained health professionals, laboratory
professionals trained on AFB except ZH. All health institutions have the latest version of TB
manual and on use it, The latest versions of TB register were available and in use in the five
healthy facilities only. Flow charts for TB diagnosis were available and in use in three facilities
only. All health institutions have all anti TB drugs, but laboratory reagents were not available in

one ZC. supervision of TB clinics only 2(28.6%) of them were supervised (15) .

A study conducted in Jima zone, south west Ethiopia indicates that all the health facilities
10(100.0%) under the study had at least one health professional with special training on DOTS,
while 5(50.0%) of them had two. All of them had at least one laboratory technician and in
8(80.0%) of the facilities the laboratory technician had special training on DOTS program Seven
(70.0%) and 6(60.0%) of the health facilities had adequate toilet and sufficient room for the
patient load, respectively. Drug storage was found to be in a very good condition in 2(20.0%) of
the health facilities while TB drugs were available on weekends in only 1(10%) of the Health
facilities. Five (50.0%) of the health facilities had no waiting area for patients or not sufficient
for the patients load, similarly patient privacy was not considered/maintained in these health
facilities. None of the health facilities had separate area for sputum specimen collection. In

6(60.0%) of the health facilities patient complaint/ suggestion mechanism is not practiced. The



overall structural quality was graded very poor in 9 (90.0%) of the health facilities, only Jima
Health Center graded as marginal with the score of 73 %(16).

A qualitative study conducted in Romagna region, Italy, identified three categories of barriers to
effective TB control among which organizational factors; such as the availability of diagnostic
services and of sufficient resources were the main one. The WHO ad hoc committee (1998) on
Th epidemic had also identified the following constraints in the control of Tb; financial
shortages, human resource problems, organizational factors, drug supply problems and lack of
public awareness. Evaluation report of the five year, 1996-2001, program development plan of
the TLCP of FMOH indicted that high turnover of staffs at the service delivery level; inadequate
supervision by all levels involved in the TLCP; lack of mechanisms or commitment for defaulter
tracing; frequent interruptions in the supply of drugs, laboratory utensils and formats and absence
of adequate training and IEC materials at the regional levels as the main problems in Th control
activities(17) .

1.3.2 Process quality assessment:

Process quality assessment denotes what is actually done to and for the patients in giving and
receiving care. It includes the technical aspects of the provided services like provider-client
interaction, availability and use of protocols or guidelines in the provision of care, delay in
getting services adequacy of information and the technical competency of the provider. That is to
say patient’s activity in seeking care and carrying it out and practitioner’s activity in making a

diagnosis and recommending or implementing treatment(14).

A prospective cohort study conducted in west Ethiopia shows that 223 (68.8%) patients were
greeted by provider and 208 (64.2 %) patients participated in part of decision making processes
of service delivery. Of the total observed patients 197(60.8%) patients were advised how to take
drugs, 195 (60.2%) patients were told when the next follow up will be, 193(59.6%) were advised
on the need to comply with treatment, 170(52.5) patients were told when the next AFB wasdone
and 194 (59.9%) asked providers about TB drug treatment conditions. Regarding to the facility
level, 309 (95.4%) patients were given treatment while providers having tables and chair, almost

all patients wait stand to receive treatment and bring water to swallow drug in the TB clinic(18).



And also study conducted in jimma zone indicated that most of the process items were always
registered. However address of patients and name of contact person were not registered in 23%
and 18% of cases which is very important to trace defaulters or trace them earlier so that they
could continue their treatment before defaulting. Overall quality of performance of smear
microscopy was graded as marginal with mean score of 0.67 for all cases. The proper number of
smear was performed in only 38.3% of the cases. Over all 3 smear microscopy were omitted in
20% of the cases this shows that those cases were not monitored throughout the course of

treatment. Timeliness of smear microscopy were observed to be better, mean score 0.97(16).

A study conducted in Tigray region indicated that about 6.8% of Th patients were put on
treatment without any documented evidences(19). Similarly, a study conducted in the SNNPRS,
indicated that Tuberculosis registries were incomplete in many cases where; 26.8% of the 239 Th
patients studied were not registered in the Tuberculosis control program, and all progress records
were missing in 5.4 % of patients due to immediate defaulting(20). Strong inter-personal
relation, which shows trust, respect, confidentiality, courtesy, responsiveness, empathy, effective
listening, and communication between providers and patients is one dimension of quality

through which a client centered services can be rendered(21).

Similar study conducted in Bahiri Dar city administration shows that 184 (73.3 %) patients were
greeted by provider. one hundred eighty seven (74.5 %) patients participated in part of decision
making processes of service delivery ; 202 (80.5%) patients were advised how to take drugs,51
(41.6 %) patients were told when the next follow up was,150(59.8%) were advised on the need
to comply with treatment, 52 (20.7%) patients were asked by the provider and 49(19.5%)asked
providers about TB drug treatment conditions. Regarding to the facility level ,169 (67.3%)
patients were given treatment while providers having tables and chair, almost all patients wait
stand to receive treatment and 232(92.4%) of patients bring water to swallow drug in the TB
clinic(15).

However, a recent anthropological work in West Africa indicated that poor relations between
health-care providers and patients resulted in rejection of public health-care systems(22) .
Similarly 20 study conducted among the Roma communities living in Western and Eastern
Europe found cultural (inadequate communication between the patient and provider) barrier

besides, economic (user fees, cost of transport, lost income/time), knowledge (poor knowledge

7



on part of the providers) and geographic barriers to be the major one in the control of Th among

the study groups(23) .

Additionally, lack of linkages between DOTS and other providers (non-DOTS and HIV care),
missed diagnosis and/or lack of referrals by non-DOTS providers, providers’ poor knowledge of
correct procedures and poor interpersonal communication, poor quality of services (hours, wait
time), health providers fail to give adequate information besides cost, distance to DOTS facility
and lack of resources including human resources had been the main system barriers in

Tuberculosis control(24).

A study conducted in Gambia, indicted that higher defaulting rate was observed among those Th
patients who said they were uncertain that their treatment would not work and among those who

incurred significant time or money costs traveling to receive treatments(25).

1.3.3 Output quality parameters

These measure health care performances and include relevant outcomes as survival rate, status
of physiologic, physical and emotional health and patient satisfaction. They are end results of the
process of patient care and of the timely availability of the necessary inputs(14). According to
study conducted in Bahir Dar city the satisfaction of clients with the different aspects of services
provided indicates that: 143(57%) were satisfied; in adequacy and appropriateness of working
hours; with respect to waiting time 141(56.2%) were satisfied; almost half of the respondents
125(49.8%), were satisfied by the time spent to them by care providers; Satisfaction with regard
to cleanliness and Comfortableness of waiting area were 111(44.2%) and 112(44.6%)
respectively; satisfaction with cleanliness of TB room and equipments /instruments where TB pts
get service were 125 (49.8%) and 129(51.34%) respectively. Meanwhile relatively higher study
participants, 201(80.1%) and 173(68.9%) were satisfied with the respect offered by health
professionals and measures taken to assure privacy respectively with overall satisfaction of
53.3% (15). A similar study conducted in Addis Abeba shows that patients with TB who were on
follow-up of their treatment were following their treatment with dissatisfaction. All of the lost to
follow-up patients with TB were dissatisfied with DOTS. Dissatisfaction is one of the causes to

deviate from follow-up(26).



Study conducted in Jima zone shows that the overall quality of TB care is graded to be poor and
264(66.0%) of the patients received poor quality of care(16). A similar study conducted in Afar
Regional state indicates that higher proportion of patients dissatisfied in the adequacy and
appropriateness of working hours, 133 (63.6%), which can lead to service rejections by the
patients and defaulting which can be associated with incomplete treatment, treatment failure and
drug resistances. However, the majority of respondents 147 (70.3%) were satisfied in the overall

services they received(9).



1.4 Conceptual frameworks

Donabedian's model was used to assess the quality of DOTS strategy implementation in health

institutions. Three aspects of quality: structure, process and outcome factors were considered.
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Figure 1: Conceptual frame work of the study to assess to assess quality directly observed
treatment short course and its associated factors among adult tuberculosis patients in public
health institutions in East Gojjam Zone, North West Ethiopia, 2025

Source: Donabedian A. An introduction to quality assurance in health care, Oxford University
Press. New YorkUSA (9, 10, 18)

1.5 Justification of the study

Tuberculosis is presenting new challenges as a global public health problem, especially at a time
of increasing threats due to HIV infection, multi-drug-resistant and extensively drug-resistant
strains of Mycobacterium tuberculosis and covid -19 . Besides, there has been poor performances
achieved in Tbh control activities in Ethiopia in general and in Amhara Regional State, East
Gojjam in particular, (case detection 47.8 %and Treatment success rate 79.4 %of which 63.5%
complete their treatment and 15.8% were cured) below the WHO standard)(13). Quality
assessment has been considered as one element of quality assurance, which looks for sources of
problems in a system and process. The first model to evaluate health care quality was developed
by Avedis Donabedian and includes the element of structure, process and outcome. As per the
Donabedian’s definition of quality, the ultimate goal of quality assessment in health care
program is to assess whether a program possesses the right things (input), is doing the right
things (processes) and it leads to the right things (outcome) to happen .Even though a few
research is conducted globally and in Ethiopia on the quality of Directly Observed Treatment
Short Course of Tuberculosis, the factor that affect the quality of care of Directly Observed
Treatment Short Course of Tuberculosis, are low. These studies were so far ten year long and
conducted in private health institutions, those are prevalence study .So that this study tried to
address the quality and its predictor of Directly Observed Treatment Short Course of
Tuberculosis in  Amhara regional state, East Gojjam public health institutions by adding

variable (molecular WRDs).
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1.6 Significant of the study

Assessing the quality of Directly Observe Short-Course Treatment of Tuberculosis can have
significant importance in evaluating Tb control activities and in identifying area of
improvements for better and effective Tb control strategies and also the result of this study
contributes a depth information for policy maker and programmers .In addition to this studying
quality of DOTS contribute to improve quality of care for the community and patients by
providing evidence based information. Therefore, this study was conducted to assess the quality
of Directly Observed Treatment Short Course of Tuberculosis in Amhara Regional State, East
Gojjam to identify any gap in providing tuberculosis treatment services and provide baseline

information to decision makers, future researchers and program managers.
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2 OBJECTIVES

2.1 General objective

o Assessment of quality of directly observed treatment short course and its associated factors
among adult Tuberculosis patients in public health institutions in East Gojjam Zone,
Northwest Ethiopia, 2025

2.2 Specific objectives

o To determine patients satisfaction level for DOTS of tuberculosis service.

o To identify the factor associated with quality of care of tuberculosis.
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3 METHODS

3.1 Study area and study period

East Gojjam Zone is one of zone of Amhara National Regional State. It had 19 woreda, 480
kebeles and a total population of about 2,779013. There were 11 hospitals (nine primary, one
compressive specialized and one general) government Hospitals and, 104 Health centers, 423
health posts, and 203 private clinics. Private health institutions were not started DOTS service
yet. There were 3003 all form tuberculosis patient on anti- TB drug. Out of those, 1678 adult TB
patients were on intensive phase. But 21.4% percent of the government health facilities were
providing DOTS. The study was conducted from April 1 to April 30/2025 (27).

3.2 Study design

An institution based cross-sectional study design was employed.

3.3 Population
3.3.1 Source population
All adult Tb patients on the intensive phase of anti -TB treatment in public health facility

providing anti —TB treatment service in the study period.

3.3.2 Study population
All adult Tb patients on the intensive phase of anti -TB treatment in selected public health
facility providing anti —TB treatment service who fulfilled the inclusion criteria and selected by

the sampling technique of the study

3.3.3 Eligibility criteria:

3.3.3.1 Inclusion criteria

o All health facility providing DOTS and have laboratory services (AFB, Gen x-pert), adult TB
patient on intensive phase of treatment who were aged 18 and above and take anti TB drugs

more than two weeks and above were included.

3.3.3.2 Exclusion exclusion criteria
o TB patient’s very seriously ill and can”t talk and listen during the interview period were

excluded.
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3.4 Sample size determination and sampling procedure
3.4.1 Sample size determination

Objective I Single population formula was used .i.e.
N=zaP (1-P)/d?
Where, P=proportion of desired behavior.

Here P of 53.8% is taken, as a study conducted in Bahiri Dar City ,Ethiopia indicated that53.8%
of Tb patients’ are satisfied by over all DOTS TB service(15) .

D=allowable error of 5%
Cl=confidence interval at 95%, two sided Hence,
n= (1.96)%0.538(1-0.538)/ (0.05)?
n=382.

The minimum sample size required for the study was estimated to be 382 then by adding 10%
for possible non-response rate, a total sample size of 421 obtained. Design effect of 1.5 was used

because of we used multistage sampling techniques .i.e.421*1.5
n=631.5
n=632.

Objective 11: the sample size for the second objective was calculated using EPI - Info Version 7.
Considering satisfaction with adequacy and appropriateness of working hours, measures taken to
assure privacy and good communication): 95% CI, power 80 %, ratio of 1. The final sample of
the study was 632 as its was greater than the sample size calculated for the second objective
(373).
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Table 1: Sample size determination of the study to assess quality directly observed treatment
short course and its associated factors among adult tuberculosis patients in public health
institutions in East Gojjam Zone, North West Ethiopia, 2025

. . Non Total
Dissatisf Sample Design COR95
Factors action Size offect  TESPONSE "o | sar_nple Reference
rate size

Satisfaction with
adequacy and 703% 226 15  10% 0313 373 )
appropriateness of
working hours
Measures taken to 0 0
assure privacy 40.4% 151 15 10% 4.72 242 (15)
Good 33% 146 15  10% 43 234 (26)

communication

3.4.2 Sampling Procedures and sampling techniques

There were a total of 115 (11 of them were government hospital and 104 of them were health
center) public health institutions which provides DOTS in East Gojjam zone. The twenty nine
health institutions providing DOTS were selected by multistage sampling method from Zone to
woreda to health center or hospital and then the study unit selected randomly. Twenty nine
health institutions were decided to be taken based on the rule of thumb in sampling for quality of
care study, which states, if the number of units are very large (500-1000) take a 10% sample, if it
is medium size (100-500), take a 20-30% sample and if it is very small (less than 50), take a 30-
50% sample (28, 29). Hence, a 115 health institutions, 25% sample from a sampling frame of 25
health centers and four hospitals are taken. And also health institutions (hospitals and HC) were
selected from each woreda proportionally. After selection of hospital and HC study participants
were selected by systematic random sampling technique every kth interval . The starting point

one to k" interval selected randomly by lottery method.
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Figure 2: Schematic sampling procedure of the study to assess to assess quality directly
observed treatment short course and its associated factors among adult tuberculosis patients in
public health institutions in East Gojjam Zone, North West Ethiopia, 2025

17



3.4.3 Sample size determination of observation, interview of providers and record review

Tb focal person that works in the twenty nine health institutions (twenty six Health Centers and
three Hospitals) were selected purposively in the respective health facilities and were
interviewed. A total of 29 TB experts were selected. One TB expert from each health institutions
was included. The TB register of each selected health facilities was checked to identify

completeness.

3.4.3.1 Record Review (process)

Single proportional survey formula was used i.e.
N=Za?P (1-P) / d?

Where, P=proportion of desired behavior. Here P of 88.5% is taken, as a study conducted in Afar
(30) indicated that 88.5% of Tb patients’ documents are not properly recorded during their

treatment.
D=allowable error of 4%
Cl=confidence interval at 95% Hence,
N1= (1.96)2*0.885(1-0.885)/(0.04)?
N1=245

For reviewing patients’ record, 245 patient’s records were proportionally allocated to the twenty
nine health institutions based on the number of Tb patients’ record in the selected health
institutions. Then the required patients’ record from each health institutions was selected by
systematic random sampling where the first patient’s record was selected randomly using lottery

method.

3.5 Study variables
3.5.1 Dependent variable:

o Satisfaction of patients

3.5.2 Independent variables

> Structure variable:

18



o Availability of trained health professionals on TB control activities
o Full time staff assignment on TB clinic
o Availability of laboratory technician
o Availability of mMWRDs test
o Auvailability of TLCP lab manual
o Availability of TB sputum examination
o Availability of Anti- TB drug
o Availability of TB poster in different language
o Availability of Laboratory supply
» Process variable:
o Auvailability and use of protocols/guidelines in the process of care,
o Documentations of TB records,
o Communications provider to patient
o Availability of regular supervisions
o Auvailability of feedback
o Mode of assessments of TB case
o Methods of monitoring of treatment compliance
o Methods of retrieving from absence
» Socio- demographic variable
o Age
o Sex
o Marital status
o Religion
o Occupation
o Monthly income
» Output/outcome variable:
o Facility, equipment and accessibility factors :
= Waiting time to receive treatment
= Means of transportations
= Overall cleanness of working area

= Time taken to reach health facility
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3.6 Operational definitions

(@]

Process quality: performing the right procedures like having the proper technical
competence and providing the right services was determined by Donabedian’s quality

assessment in health care model and by record review

Quality of registering unit TB register: was assessed by assigning a score of 1 for recorded
items and O for unrecorded items. Maximum attainable score was 1 and minimum score for a
record was 0. Percentage score for each record was calculated and quality of medical
recording was classified as: very poor (0%—49%), poor (50% 59%), marginal (60%—-69%),
good (70%-79%), very good (80%-89%) and excellent (90%-100%). Adherence to the
recommended schedule of sputum smear microscopy was assessed using the WHO
recommended schedule of sputum smear microscopy according to DOTS strategy as a
yardstick (7).

Output quality: having the right outputs to happen like satisfaction with the care provided.
The satisfaction level of the respondents was measured by a Likert scale which contains 17
items. Each item contains a score of a five-point scale ranging from 1 (very dissatisfied) to 5
(very satisfied) ie. (1=strongly dissatisfied, 2=dissatisfied, 3 =neutral, 4 = satisfied,
5 = strongly satisfied). The respondents with a score of less than the mean were classified as

dissatisfied, and those with a score of mean value and above were considered satisfied (16).

Structural quality: having the right inputs like system and provider characteristics were
determined by Donabedian’s quality assessment in health care model. Structural attributes of
quality were assessed using a checklist based on five categories: infrastructure; access;
management and staffing; drugs and diagnostic testing; and patient environment. An average
score for structural quality was computed by assigning a score of 1 for the presence of that
aspect or positive responses, a score of 0, for the absence of that aspect or negative responses
of each aspect. Maximum attainable score is 26, while minimum is 0. Percentage score for
each health facility was calculated and structural quality was classified as; Very good (90-
100), Good (80-89), marginal (70-79), Poor (60-69) and Very poor (16).

Patient satisfaction: the level of satisifaction of pateiens measured by satisifaction

measuring 5 point Likert scale items. Those respondents who had scored mean and above
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satisifaction score were categorized as they were satisified with the service received from the
health facilities and otherwise they were considered as unsatisified

Transfer in: Patients who started treatment in one district and transferred to another district

to continue treatment

Relapse: Patients who has been declared cured or treatment completed from any form of Th
in the past but found to be AFB smear-positive or culture positive

Case detection rate: The percentage of Th cases detected among the total number of Th

cases estimated to occur in a region/country in a year more than 85% is good(7).

Intensive phase: The phase consisting of three or more drugs for the first eight weeks for

new cases and 12 weeks for re-treatment cases.

Continuation phase: The phase that immediately follows the intensive phase consisting of at

least two drugs for 4-6 month.

New cases: Patients who have never had treatment for Tb or have been on anti-Th treatment

for less than four weeks.

Treatment failure: Patient who while on treatment remained smear positive or became again

smear positive at the end of five months or later after commencing treatment.

3.7 Data collection tools and procedure

3.7.1 Data collection tools

Data was captured using an interviewer-administered structured questionnaire. The questionnaire

was prepared through depth review of literatures (9, 15, 18) and from Federal Ministry Health of

Ethiopia TB and Leprosy control manual (7). Donabedian’s quality assessment model in health

care setting used as a proxy framework to arrange measuring items of the questionnaire (10). The

questionnaire contained 25 measuring items in 5-point Likert scale. Of which 14 items were

focused on the structure, 5 items were focused on the process and 6 items were focused on the

outcome of the DOTS. Initially the questionnaire was prepared in English and translated into

Ambharic language (local and official working language of Ethiopia) and translated back to
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English. The questionnaire was pre —tested on 36(5%) patients with TB who were on follow-up
at a health facility which was not included in actual data collection sites. generated feedbacks
and incorporated them. The questionnaire’s overall reliability test was done in the pilot and
actual study. Cronbach’s alpha was obtained from the pilot and actual study, for the structure,
process, and outcome measuring items. Tthe actual data collection was undertaken by preparing
enough copies of the structured interview schedule and training of data collector.

3.7.2 Data collection procedure

The interview guide/protocol with (detail) questions was prepared, pretested and employed to
conduct in-depth interviews with case informants, and with key informants for addressing the
intended objectives of the study, respectively. The key informants were also composed of the
Programme Officers and TLCP, head of health center, woreda and health center TB focal using
interview protocol to guide the interviewing process. All interviews with the informants were
arranged based on respective participants’ convenience and then conducted on a date, and at a

place and time of their choices.

3.8 Data management and analysis

The data from the interview schedule were verified, coded and fed into data entry template of
Epi-data software and then analyzed by SPSS Version 25 to produce outputs like frequency
distribution, arithmetic mean and other measures of descriptive statistics. Besides, open-ended
questions incorporated in the schedule were carefully collected, summarized and then coded into
different categories. Logistic regression was employed to identify factors associated for patients’
overall satisfaction level and factors affect overall quality of DOTS of tuberculosis. Findings at P

value of 5% and confidence interval of 95% were accepted as statistically significant.

3.9 Ethical consideration

Ethical clearance for the proposed research was obtained from Debre Markos University,
College of Medicine and Health Sciences institutional Research Ethical Review Committee
(IRERC. Formal letter of cooperation was written to East Gojjam zone health department and
selected hospital and selected health center and permission was obtained from the hospital and
health center administration. Data was collected after securing informed written consent from

every participant. The confidentiality of information was maintained by excluding personal
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identifiers, interviewing privately, and the signed consent forms were stored in lockable board at
researcher office.

4 RESULTS

4.1 Socio-demographic characteristics

A total of 632 adult tuberculosis patients were involved in this study giving an overall response
rate of 100.0%. Three hundred four (48.1%) of the respondents were male. The mean age of the
study participants was 36.79 years + SD, (SD = 12.23), ranging from 18 years to 62 years. Two
hundred ninety-nine (47.3%) of the respondents were above grade 12 educational status (Table
2).

Table 2: Socio-demographic characteristics of adult tuberculosis patients in East Gojjam Zone,
North West Ethiopia, 2025

Variables Frequency Percent
Sex
Male 304 48.1
Female 328 51.9
Age
Less than 27 years 148 23.4
27-33 years 160 25.3
34-47 years 168 26.6
Greater than 47 years 156 24.7
Marital status
Single 225 35.6
Divorced 54 8.5
Married 287 45.4
Widowed 66 10.4
Educational status
Not educated 18 2.8
Can read & write 106 16.8
Grade 1-12 209 33.1
Above grade 12 299 47.3
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Variables Frequency Percent

Religion
Muslim 90 14.2
Protestant 18 2.8
Orthodox 524 82.9
Occupation
Farmer 66 10.4
Private employee 232 36.7
Merchant 173 27.4
Government employee 54 8.5
Job seeker 36 5.7
Other 71 11.2
Monthly income
Less than 3500 ETB 138 21.8
3500-5199 ETB 178 28.2
5200- 7000 ETB 184 29.1
Greater than 7000 ETB 132 20.9

4.2 TB related characteristics of the respondents

About three-fourth, 470(74.4%) of adult tuberculosis patients were received TB prevention and
control service at health centers. The health facility (TB clinic) where service provided were
accessible for 437(69.1%) of the respondents. Three hundred forty (53.8%) of the respondents
reseponded that service for all TB problem were availiable at the health facility they were served.
Three hundred sixty four (57.6%) of the respondents had visit cost during theier TB clinic visits;
168(46.2%) and 72(69.1%) of the respondents had cost for transport and laboratory and for
laboratory. Surprizingly, 18 (4.9%) of patienets who had visit cost had service fee (Figure 3).
Majority, 566(89.6%) of the respondents perceived the waiting time to get service was short (30

minute and lower) (Table 3).

Table 3: Tuberculosis related characteristics of adult tuberculosis patients in East Gojjam Zone,
North West Ethiopia, 2025

Variables Frequency Percent

Type of health facility where service received
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Variables Frequency Percent
Health center 470 74.4
Hospital 162 25.6

Accessibility of TB clinic
Accessible 437 69.1
Not accessible 195 30.9

Service availability for all TB problem
Yes 340 53.8
No 292 46.2

Visit to TB clinic before
Yes 632 100.0

Presence of visit cost
Yes 364 57.6
No 268 42.4

Period of TB treatment
1-4 weeks 298 47.2
5-8 weeks 334 52.8

Ever faced treatment problem
Yes 101 16.0
No 531 84.0

Waiting time to get service
Short 566 89.6
Long 66 10.4

46.2
50 -
_ 40 A
é 30 A 19.8
§ 14.3 . 14.8
s 20 A
E 4.9
S =7
0 T T T ' '
Transport Service fee Laboratory All of the Transport
above list and
laboratory

Purpose of visit cost
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Figure 3: Prpose of visit cost among adult tuberculosis patients in public health institutions in
East Gojjam Zone, North West Ethiopia, 2025

4.3 Structural attributes quality of DOTS

Stuructural factors of service quality were assessd through infrastructure, availability of trained
stuff, availability of registers, manuals, guidelines and posters, availability of anti-TB drugs and
availability of laboratory and supplies. The descriptive result of these structural factors of quality

has been presented as follow.

4.3.1 Infrastructure

All of the health facilities had separate room for TB clinic and chair and table. Fifteen (51.7%) of
the health facilities able to be attend patients in privacy. Only 9 (31.0%) of the helth facilities
had waiting area where all patients able to sit while waiting for treatment and adequate volume

of water in the Tb clinics (Annex 4.1).

4.3.2 Availability of trained staff
All of the health facilities had at least one health workers trained on TB control activities;
20(69.0%), 5(17.2%) and 4(13.8%) of the health facilities had one, two and three health workers

trained on TB control activities respectively (Annex 4.2).

4.3.3 Auvailability of latest version registers, manuals, guidelines and posters
All of the health facilities had latest version of standard registers, manuals, guidelines and

posters (Annex 4.3).

4.3.4 Auvailability of laboratory and supplies

All of the health facilities had laboratories and services. Similarly, all of the health facilities had
all required tests and reagents and other laboratory supplies according to their standard/level
(Annex 4.4).

4.3.5 Auvailability of drugs
Twenty four (82.8%) of the health facilities had anti-TB drugs namely; Rifampicin Isoniazid
Pyrazinamide Ethambutol, Rifampicin isoniazid Pyrazinamide and Rifampicin isoniazid during

the study period. Seven (24.1%) of the helth facilities ever experienced shortage of drugs. All of
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the health facilities practice FEFO/FIFO; while, majority, 24(82.8%) of the health facilities

determine drug requirements using RRF (Annex 4.5).

4.3.6 Summary of structural attributes quality of DOTS

In summary, the mean scores for structural factors were 53.5% + 33.2 (infrastructure), 67.2% *
10.4 (availability of trained staff), 100.0% (availability of registers, manuals, guidelines and
posters), 82.8% + 35.8 (availability of drugs) and 96.6% = 1.4 (availability of laboratory and
supplies). While, the mean score for structural quality of the health facilities was 80.02% + 15.2.
Based on these mean scores, the stutus of the health facilities was very poor for infrastructure,
poor for availability of trained staff, very good for availability of registers, manuals, guidelines
and posters, good for availability of drugs and very good for availability of laboratory and
supplies. The overall structural quality status of the health facilities was gategorized as good
(Table 4).

Table 4: Summary of structural attributes quality of DOTS among the health facilities that

provide service for adult tuberculosis patients in East Gojjam Zone, North West Ethiopia, 2025

Structural quality related factors Mean  Std. Dev. Status
Infrastructure 53.5 33.2 Very poor
Availability of trained staff 67.2 10.4 Poor
Availability of registers, manuals, guidelines and posters 100.0 0.0 Very good
Availability of drugs 82.8 35.8 Good
Availability of laboratory and supplies 96.6 1.4 Very good
Overall structural quality 80.02 15.2 Good

4.4 Process attributes quality of DOTS

Process factors of service quality were assessd through communication between service provider
and patient, counseling of patients, use of latest registers, manuals, guidelines, required
laboratory tests done according the standard, patient’s treatment according to standard, regular
supervisionand ocumentation of TB prevention and control activities. The descriptive result of

these structural factors of quality has been presented as follow.
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4.4.1 Communication between provider and patient

Health service providers working at 23(79.3%) health facilities were great the patients in a
friendly/polite manner. Patients were participated in part of decision making process at 10
(34.5%) of the health facilitie (Annex 4.6).

4.4.2 Counseling

Regarding counsceling of patients, health care providers working at TB clinics of all health
facilities explain how to take the drugs, explain when to return for the next treatment, explain the
need to comply with the drug treatment and explain when follow-up sputum microscopy is done.
Health care providers working at 17(58.6%) health facilities adviced the patient to bring any
family member/neighborhood having sign and symptoms of Tb to the Health facility. In 16
(55.2%) of the health facilities patient ask the provider for any pieces of information regarding

the treatment and the providers respond to the client’s question (Annex 4.7).

4.4.3 Use of latest registers, manuals, guidelines and formats
As shown below, health care providers working at all health facilities use latest version of

standard registers, manuals, guidelines and formats (Annex 4.8).

4.4.4 Testing of required laboratory tests according to the standard

According the finding of record review, 194 (79.2%) and 50 (20.4%) of the patients had first
acid fast bacilli test and first gene expert test respectively. were male. Sputum smear test on the
second month of treatment was done for 95 (38.8%) of the patients; while, AFB tests on the 5th
and 6/7/11th of treatment were done for 89 (36.3%) of the patients (Annex 4.9).

4.45 Treatment of adult tuberculosis patients

All of the patients were treated according to the standard with appropriate drugs and doses
during the intensive phase of their treatment. But 209 (85.3%) of the patients were treated
according to the standard with appropriate drugs and doses during the continuation phase of their
treatment and the rest 36(14.7%) of the patients treatment drugs and doses were not recorded
(Annex 4.10).
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4.4.6 Regular supervision of TB prevention and control activities

Majority, 24(82.8%) of the health facilities had assigned regular supervisor of TB prevention and
control activities. Four (13.8%), 4(13.8%) and 6 (20.7%) of the halth facilities TB prevention
and control activities were supervised once, two and three and more times in six months

respectively (Annex 4.11).

4.4.7 Documentation

The socio-demographic characteristic of the patients were completely recorded. 194 (79.2%) and
50 (20.4%) of the patient’s first acid fast bacilli test and first gene expert test results were
recorded appropriately. Weight of patient at start and at second month of treatment were
recorded for 226 (92.2%) and 200 (81.6%) of the patients respectively. Treatment outcomes of
the patient’s were appropraitly recorded for 240 (98.0%) of the patients (Annex 4.12).

4.4.8 Summary of process attributes quality of DOTS

In summary, the mean scores for process factors were 66.7% + 28.2 (communication), 75.4% +
19.3 (counsceling), 100.0% (use of latest version registers, manuals, guidelines and posters),
59.6% + 24.3 (required laboratory tests done according the standard) and 100.0% (patients
treatment according to standard), 41.4% =+ 19.2 (regular supervision) and 84.2% = 10.9
(documentation). While, the overall mean score for process quality of the health facilities was
75.3% + 12.2. Based on these mean scores, the stutus of the health facilities was poor for
communication, marginal for counsceling, very good for use of latest standard registers,
manuals, guidelines and posters, very poor for required laboratory tests done according the
standard, very good for patients treatment according to standard, very poor for regular
supervision and good for documentation. The overall process quality status of the health facilities

was categorized as marginal (Table 5).

Table 5: Summary of process attributes quality of DOTS among the health facilities that provide

service for adult tuberculosis patients in East Gojjam Zone, North West Ethiopia, 2025

Process quality related factors Mean  Std. Dev. Status
Communication 66.7 28.2 Poor
Counseling 75.4 19.3 Marginal
Use of latest registers, manuals, guidelines 100.0 0.0 Very good
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Required laboratory tests done according the standard 59.6 24.3 Very poor

Patients treatment according to standard 100.0 0.0 Very good
Regular supervision 41.4 19.2 Very poor
Documentation 84.2 10.9 Good
Overall process quality 75.3 12.2 Marginal

4.5 Services provided for adult tuberculosis patients

From the total patients for whom first AFB and first gene expert tests done, 127(51.8%) and 40
(16.3%) were positive. Regarding patient classification, 127(51.8%) and 46(18.8.8%) of the
patients were mmear positive PTB and smear negaitive PTB respectively and the rest 72 (24.9%)
were MDR TB. All of the patients were treated with RHZE and RH during their intensive and
continuation phases of their treatment respectively. The result of AFB test results were negative
for all tests done at second, 5th and 6/7/11th of treatment. The treatment outcomes of the patients
were cured (82 (33.5%)), loss to follow up (9 (3.7%)), treatment completed (90 (36.7%)),
transfer out (27 (11.0%)), died (10 (4.1%)), unknown (17 (6.9%)) and treatment failure (5
(2.0%)). While, treatment outcome of 5 (2.0%) of the patients was not recorded (Table 6).

Table 6: Services provided to adult tuberculosis patients at the health facilities that provide

service for adult tuberculosis patients in East Gojjam Zone, North West Ethiopia, 2025

Variables Frequency  Percent
First acid fast bacilli result
Positive 127 51.8
Negative 67 27.3
Not recorded 51 20.8
First gene expert result
Positive 40 16.3
Negative 10 4.1
Not recorded 195 79.6
Weight at start of treatment
20-29 Kg 4 1.8
30-39 10 4.4
40-54 Kg 122 54.0
55 Kg and above 90 39.8
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Variables Frequency  Percent
Patient classification

Smear positive PTB 127 51.8

Smear negative PTB 46 18.8

MDR TB 72 29.4
Category of patients

New 240 98.0

Not recorded 5 2.0
Treatment given during the intensive phase

RHZE 245 100.0
Dose of the drugs during the intensive phase

2 tab 14 5.7

3tab 141 57.6

4 tab 90 36.7
Sputum smear result on the second month of treatment

Negative 95 38.8

Not recorded 150 61.2
Weight at second month

30-39 4 2.0

40-54 Kg 100 50.0

55 Kg and above 96 48.0
Drugs given during the continuation phase

RH 209 85.3

Not recorded 36 14.7
Dose of the drugs during the continuation phase

1 tab 5 2.0

2 tab 14 5.7

3tab 100 40.8

4 tab 90 36.7

Not recorded 36 14.7
AFB done on the 5th and 6/7/11th of treatment

Yes 89 36.3

No 156 63.7
AFB test results on the 5th and 6/7/11th of treatment

Negative 89 100.0
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Variables Frequency  Percent

Treatment outcomes of the patient

Cured 82 335
Loss to follow up 9 3.7
Treatment completed 90 36.7
Transfer out 27 11.0
Died 10 4.1
Unknown 17 6.9
Treatment failure 5 2.0
Not recorded 5 2.0

A total of 4029 tests, 773 AFB and 3256 Molecular WHO recommended Rapid Diagnostics
(mWRDs) tests, were done in the last one year. From the total tests done, 223 positives (52 AFB
and 171 Molecular WHO recommended Rapid Diagnostics (mMWRDSs) tests) were detected. As a
result TB detection rate of the health facilities was 5.5% (Annex 4.13).

4.6 Patient satisfaction as an outcome indicator for quality of DOTS

Two hundred eighty seven (45.4%) and 142 (22.5%) of the respondents were very satisified and
satisified on the item ‘Satisfied with health worker’ respectively. On the other hand, 83 (13.1%)
and 11 (1.7%) of the respondents were very dissatisified and dissatisified on the cleanliness of
waiting area’ respectively. Eighteen (2.8%) and 203 (32.1%) of the respondents were very
dissatisified and dissatisified on the item ‘satisifaction with respect offered by the provider’
respectively. One hundred forty four (22.8%) of the respondents dissatisified with provider’s
skill and ability in treating problem; while, 131 (20.7%) and 293 (46.4%) of them were satisified
and very satisified with provider’s skill and ability in treating problem repectively. Majority of
the respondents were satisified on the effectiveness of the service received at the Tb clinic in
solving problem where 173 (27.4%) and 382 (60.4%) of them were satisified and very satisified
repectively (Table 7).

The mean satisfaction score of patients was higher for psychological wellbeingness (4.59),
physical wellbeingness (4.58), overall services received from health worker (4.56) and TB
symptoms reduction (4.49). On the other hand, the mean satisifaction scores were lowest for

satisfaction with treatment schdules (3.2), waiting time satisfaction (3.32), respect offered by the
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provider during visit (3.65) and measures taken to assure privacy during examination and
treatment (3.68). In general the overall satisifaction level of the respondents was ranged from
33.0% to 85.0%; while, the overall mean satisfaction score of the patients was 69.03% + 11.55
(Table 7).
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Table 7: Satisfaction of patients by services provided at the health facilities that provide service for adult tuberculosis patients in East

Gojjam Zone, North West Ethiopia, 2025

Level of satisfaction

Satisfaction assessing items VD D N VS Mean Std. D.
No % No % No % No % No %

Satisfied with health worker 0 0.0 203 321 0 0.0 142 225 287 454 381 1.31
Satisfaction with treatment schedule 6 09 316 50.0 36 5.7 95 150 179 283 3.20 1.34
Cleanness of waiting area 83 131 11 1.7 36 5.7 60 95 442 699 421 1.40
Waiting time satisfaction 6 09 293 464 40 6.3 78 123 215 340 332 1.37
Cleanliness of the examination room 77 122 18 2.8 47 7.4 54 85 436 69.0 4.19 1.39
Comfort of waiting area 95 15.0 23 3.6 36 5.7 48 76 430 68.0 4.10 1.49
Cleanliness of any instrument 42 6.6 35 55 76 12.0 66 104 413 653 4.22 1.24
Respect offered by the provider 18 28 203 321 40 6.3 90 142 281 445 3.65 1.39
Measures taken to assure privacy 18 28 215 340 0 0.0 118 187 281 445 3.68 1.40
Provider’s skill and ability in treating problem 0.0 144 2238 64 101 131 20.7 293 464 3091 1.21
Information given to problems 0.0 179 283 0 0.0 154 244 299 473 391 1.26
Cost incur during treatment period 0.0 102 161 18 28 172 272 340 538 419 1.09
Elzizt:‘éesr;ﬁf;:; ;Tzsgr‘;'ce received at the Tb 0 00 3 57 41 65 173 274 382 604 443 085
TB Symptoms reduction 0 0.0 42 6.6 24 3.8 148 234 418 66.1 4.49 0.85
Psychological wellbeing-ness 0 0.0 42 6.6 09 124 196 460 728 4,59 0.81
Physical wellbeing-ness 0 0.0 42 6.6 6 09 129 204 455 720 458 0.81
Overall services received from health worker 0 0.0 36 5.7 12 19 148 234 436 69.0 4.56 0.79
Overall satisfaction score 69.03 11.55

34



Three hundred twenty four (51.3%, 95% CI = 47.4 — 55.1%), of the respondents had scored
mean and above satisifaction score (Annex 4.14). Hence based on this score these respondents

were categorized as they were satisified with the service received from the health facilities.

4.7 Factors associated with patient satisfaction

The socio-demographic and other characteristics of the study participants and structural and
process factors of the health facilities were examined for the presence of association with
patient’s satisifaction. Binary logistic regression modelling explored the effect and strength of
factors of patient’s satisifaction. The result showed that from the socio-demographic variables
age, marital status, educational status, monthly income and patient’s period on TB treatment had
statistically significant association with patient’s satisifaction. According to the bivariable
logistic regression modelling structural and process related factors namely; type of health
facility, accessibility of TB clinic, presence of visit cost, service availability for all TB problems
and waiting time to get service were were founded to have significant association with patient’s
satisifaction (Table 8).

Multivariable binary logistic regression modelling was performed to assess the independent
effect of each factor that had statistically significant association with patient’s satisifaction in the
bivariable analysis. From the socio-demographic factors age, marital status, educational status
and monthly income were remained to be independent determinant factors for patient’s

satisifaction.

Patient’s satisifaction was differed by age of the patients where those patients who aged less than
27 years were 3.8 times more likely to be satisified compared to those patients who aged who
aged greater than 47 years (AOR = 3.8, 95% CI = 1.8 — 8.0, P = 0.001). The result revealed that
patient’s satisifaction was differed by marital status where those patients who were not currently
married were 2.2 times more likely to be satisified than those patients who were currently
married (AOR = 2.2, 95% CI = 1.3 - 3.8, P = 0.004).

Those patients who had completed above grade 12 education had 3.8 times higher likelihood of
being satisified than those who had no formal education (AOR = 3.8, 95% Cl = 1.8 - 7.8, P <
0.001). Patient’s satisifaction level was increased with increase in monthly income; those

patients who were earned monthly income of 3500-5199 ETB, 5200- 7000 ETB and greater than
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7000 ETB were 3.4, 6.2 and 19.0 times more likely to be satisified respectively (AOR = 3.4,
95% Cl = 1.7 — 6.6, P < 0.001), (AOR = 6.2, 95% CI = 2.8 — 13.7, P < 0.001) and (AOR = 19.0
95% CI = 8.5 — 45.0, P < 0.001). Those patients whose period on TB treatment was 5-8 weeks
had 5.2 times higher probability to be satisified as compared to those patients whose period on
TB treatment was 1-4 weeks (AOR =5.2, 95% CI = 2.9 - 9.3, P < 0.001).

Similarly, structural and process factors namely; type of health facility, accessibility of TB clinic,
presence of visit cost and waiting time to get service were also founded to be independent

determinant factors of patient’s satisifaction.

The probability of satisifaction was 1.9 times higher among those patients who get service at
hospitals than patients who get service at health centers (AOR = 1.9, 95% Cl =12 - 3.1, P =
0.006). Those patients who had accessible TB clinic were 3.2 times more likely to be satisified
than those patients for whom the TB clinic was not accessible (AOR =3.2,95% CI =1.8-5.6, P
< 0.001). Patients who had no visit cost had 7.6 times higher probability to be satisified than
their counterparts (AOR = 7.6, 95% CI = 14.0 — 5.5, P < 0.001). Those patients who get service
with short waiting time were 2.5 times more likely to be satisified than those patients who get
service with longer witing time (AOR = 2.5, 95% CI = 1.2 — 5.2, P = 0.020) (Table 8).
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Table 8: Factors associated with satisfaction of patients by services provided at the health

facilities that provide service for adult tuberculosis patients in East Gojjam Zone, North West

Ethiopia, 2025

Satisfaction status

Variables — — COR (95% CI) AOR (95% ClI)
Satisfied  Unsatisfied

Age

Less than 27 years 111 37  7.6(4.6-12.7)" 3.8(1.8-8.0)"

27-33 years 96 64 3.8(24-6.1)™ 1.0(0.5-2.1)

34-47 years 73 95 1.2(2.4-3.1)" 0.5(0.2-1.0)

Greater than 47 years 44 112 1 1
Marital status

Married 132 155 1 1

Not married 192 153 1.5(1.1-2.0)" 2.2(1.3-3.8)"
Educational status

Not formal education 36 88 1 1

Grade 1-12 95 114 2.0(1.3-3.3)" 1.0(0.5-2.1)

Above grade 12 193 106  4.5(2.8-7.0)" 3.8(1.8-7.8)"
Monthly income (ETB)

Less than 3500 50 88 1 1

3500-5199 74 104 1.3(0.8-2.0) 3.4(1.7-6.6)"

5200- 7000 100 84 2.1(1.3-3.3)" 6.2(2.8-13.7)™

Greater than 7000 100 32 5.5(3.2-9.3)" 19.0(8.5-45.0)"
Period on TB treatment

1-4 weeks 123 175 1 1

5-8 weeks 201 133 2.2(1.6-3.0)" 5.2(2.9-9.3)"
Type of health facility

Health center 221 249 1 1

Hospital 103 59 2.0(1.4-2.8)" 1.9(1.2-3.1)"
Accessibility of TB clinic

Accessible 276 161  5.3(3.6-7.7)" 3.2(1.8-5.6)

Not accessible 48 147 1 1
Presence of visit cost

Yes 132 232 1 1

No 192 76 4.4(3.2-6.2)" 7.6(4.2-14.0)
Service availability for all
TB problems

Yes 198 142 1.8(1.3-2.5)" 1.2(0.7-2.1)

No 126 166 1 1
Waiting time

Short 308 258  3.7(2.1-6.7)" 2.5(1.2-5.2)"

Long 16 50 1 1

* Association is significant at the 0.05 level. ** Association is significant at less than 0.001 level
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5 DISCUSSIONS

This institution based cross-sectional study tried to assess quality of directly observed treatment
short course and its associated factors among adult Tuberculosis patients in public health
institutions in East Gojjam Zone, Northwest Ethiopia. According to Donabedian’s model (10)
patient satisfaction was used as an outcome indicator for quality of DOTS.

The finding of this study shown that the magnitude of patient’s satisifaction among adult
tuberculosis patients was (51.3%, 95% CI = 47.4 — 55.1%). Nearly half of the patients were not
satisified with quality of directly observed treatment short course. This implying that, structural,
process and outcome attributes of DOTS service had problems. This finding was comparable
with findings of studies conducted in Uttar Pradesh, India (56.0%) (31) and Bahir Dar (53.8%)
(15).

However, the finding of the current study was lower than the findings of studies conducted in
India (86.0%) (32), Pakistan (82.0%) (33), India (76.0%) (34), Southern Nigeria (68.0%) (35),
Pakistan (63.94%) (36), Sidama zone, South Ethiopia (90%) (37), Sidama Zone, Southern
Ethiopia (71.6%) (38) and Gamo Zone, Southern Ethiopia (61.17%) (39). The discrepancy might
be due to geographical difference and differences in health care delivery system of the study
health facilities, where the current study included peripheral health centers that were sited in
different geographic locations in the zone. In addition, some of the previous studies included
private health facilities which have different setting, stuff and clinical activities with public
health facilities. The other possible explanation for the variation might be due to health care
workers’ capacity and motivation level and differences in socio-demographic characeteristics of
the study participants. Additionally, this discrepancy may arise from differences in how
satisfaction is operationalized and the techniques used to determine satisfaction status. For
example, in the study conducted in Nigeria, satisfaction was recorded when a patient answered
very satisfied or satisfied to a single question (‘how satisfied were you with the service today?”).
While, in the current study, satisfaction was built on composite variables related to several
indicators, including physical infrastructure, behavior of providers, availability of medicine,
emotional support, cost of service, and respect of patients’ choices; those who got mean and

more overall satisfaction using composite indicator was considered as as satisified.
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The finding of this study revealed that the odds of being satisified with DOTS service was higer
among patients aged less than 27 years than the odds of patients aged greater than 47 years. This
finding was in line with the finding of a study conducted in Pakistan (36), Iraq (40), Nigeria (35),
Nigeria (41), Jimma, Ethiopia (16) and a systematic review in Ethiopia (42). The potential
explanation for this variation of satisifaction level by age might be due to tha fact that younger
patients might be might have better educational status which help them to access and read
diferent DOTS service related teaching materials and make them aware about their
responsibilities and rights towards the treatment. In addition, younger patieents might have better
communication skill and understanding of what they have counsceled and intern satisified with
the service delivered (36). The other plausible rationale might be that older people frequently
have comorbid ailments, have overall physiological decline with age, are less able to access
health care services which result in poor treatment outcomes. This in turn led them to be less
satisified than younger patients. Furthermore, most of the time older individuals have higher
expectetions from health care services; hence, older patients with high expectations tend to be
less satisfied with health services (42).

Marital status was a significant determinant factor of patient’s satisifaction. The result revealed
that patients who were not currently married were more likely to be satisified than those patients
who were currently married. In agreement with this finding, studies conducted in Nigeria (41),
Bahir Dar (15) and a systematic review in Ethiopia (42) reported that patients who were single,
divorced and widowed were more satisified than their married counterparts. This might be due to
the fact that married women could have issues competing with their health care utilization like
having child to care, low access to household finance, even lack of time to care themselves and
result in poor outcome of the service obtained from the health facilities wich inturn made them
less satisified. In contrast to the current study, studies conducted in Pakistan (36) and Nigeria
(35) reported that patients who were divorced and widowed were less satisified with DOTS
services. The studies argued that these groups of patients might have their own children to assist

in taking their own drugs as well as personal maturity might play its own role.

Educational status was the other significant factor of satisifaction where patients who had
completed above grade 12 education were more satisified than those patients who had no formal

education. Concurrently with this finding, studies conducted in West Bengal, India (34), Pakistan
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(36), Nigeria (35), Sidama Zone, Southern Ethiopia (38) and a systematic review in Ethiopia (42)
revealed that higher educational status leads to higher levels of satisfaction. Various studies
argued that illiteracy leads to ignorance which in turn leads to dissatisfaction to the given
services (33, 41, 43). This finding could be justified by the fact that patients with higher
education are much more likely to appreciate information and services provided by DOTS staff
as well as make better informed decision to improve their health as a result be more saticisied by
the service obtained. The other possible explanation maight be the fact that literate patients had
more knowledge, understood the signage and directions to TB centers, knew how to talk and
interact in a better way with health professionals, are less dependent on health facilities for
example, literate patients can read posters and pamphlets. Therefore, they could be more satisfied
than the illiterate patients (34).

On the other hand, a study conducted in Kampala (44) revealed a contradicting finding that
shown highly educated patients were less likely to be satisfied due to their high expectations, and
tend to be less satisfied with health care services. This discrepancy might be due to the
differences in educational status classification of the study subjects where, the highest
educational status was completing gread 12 and above and in the pervious studies the highest

educational status was first degree and above.

In this study, monthly income was founded as a significant factor of satisifaction. The finding
revealed that patient’s satisifaction level was increased with increase in monthly income. That is
patients who had good economic background were more satisfied than poor. In agreement with
this finding studies conducted in Pakistan (36), Uttar Pradesh, India (56.0%) (31) and Ethiopia
(42) reported a positive association between higher satisifaction alevel and higher economic
status. The possible explanation for this finding might be the fact that patients belonging to the
low-income group had several socio-economic constraints; for example, they could not finance

their medical expenditures and transportation costs that led to their lower satisfaction.

Period on TB treatment was another significant factor of satisifaction; the TB patients who took
treatment for 5-8 weeks weeks or were more likely to be satisfied with the DOTS service
compared to those patients whose period on TB treatment was 1-4 weeks. This study finding was

supported by previous study findings conducted in Gamo Zone, Southern Ethiopia (39), Sidama
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Zone, Southern Ethiopia (38) and Ethiopia (42) that reported patients with increased treatment
duration and those with improvement in symptom reduction were more likely to be satisfied with
DOTS services. One of the possible explanations for this finding might be as an increase in
duration of TB treatment, the patients’ adherence with treatment and decrease in their sign and

symptoms which in turn might increase their satisfaction.

Type of health facility where the patients got DOTS services was the other significant factor of
satisifaction. The probability of being satisified was higher among those patients who get service
at hospitals compared to those patients who get service at health centers. This finding was in line
with the findings of studies conducted in Nigeria (35) and Ethiopia (42). This might be due to the
fact that technical quality, communication, time spent with doctor, and accessibility and
convenience were found to be better amongst participants attending DOTS service at hospitals

which in turn could led to higher level of satisifaction by the service delivered.

Accessibility of TB clinic was the other important factor of satisifaction; Living near DOTS
clinic was associated with an increased satisifaction of patients. Those patients who had
accessible TB clinic were more likely to be satisified than those patients for whom the TB clinic
was not accessible. In agreement with the current study, studies conducted in India (32), Pakistan
(33), Nigeria (35), Bahir Dar (15), Sidama Zone, Southern Ethiopia (38) and Ethiopia (42)
reported a significant association between accessibility of TB clinic and patient satisifaction. The
plausible explanation for this finding might be explaind by the fact that the national TB control
program encourages TB patients to access care in DOTS facilities closest to them to ensure
effective patient monitoring and prevent treatment interruption. These situations might help the
patients to have better outcomes and as a result make the patients satisified by the service they
had from such health facilities. This finding might also explained by the fact that when the
service is accessible to the clients, they might have no or decreased visit cost, they might have
frequent and close contact with the care providers and they might have better adeherence to the
treatment and could have better outcome. These conditions in turn might lead the patients to be

satisified with the service provided.

In the current study presence of visit cost by the patients was founded as a significant factor of

satisifaction. The patients who spent transportation, laboratory, food and other costs to get
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service from the health facilities were less likely to be satisfied with DOTS as compared with
those who had no visit costs. This finding was in line with the findings of studies conducted in
India (32), Pakistan (33), Nigeria (35), Gamo Zone, Southern Ethiopia (39), and aystematic
review in Ethiopia (42). The possible explanation for this is the fact that since the study area
included hospitals and health centers with different geographical locations, less road
accessibility, absence of all required laboratory services where the patients might be exposed to
high transport, laboratory and other costs, which might lead to patients’ dissatisfaction with the
DOT service. Another possible reason could be, although TB services are supposed to be
provided free of charge, TB affected families spend different types of costs in the process of
seeking care, which might include health and non-health related costs which might lead them to
dissatisfaction. Payment for TB services was associated with lower satisfaction with staff
attitude, an expression that the patients were not happy with facility staff that collect money for a
service that ought to be free. It could also mean that patients hold care providers responsible for
any payment made for TB services. Elsewhere, incurrence of unnecessary service cost has been

associated with dissatisfaction with health services.

Waiting time to get service was significantly associated with patient satisifaction. Those patients
who get service with short waiting time were more likely to be satisified than those patients who
get service with longer witing time. In support of this finding, studies conducted in India (32),
Pakistan (33), Nigeria (35), Sidama Zone, Southern Ethiopia (38) and Ethiopia (42) revealed that
perceived waiting time was significantly associated with patient satisfaction where the level of
satisfaction decreased with an increasein perceived length of waiting time. Low satisfaction with
waiting time could be because of inadequacy of trained personnel to provide TB services results
in increased work load for few trained staff and consequently delay in accessing care. In
addition, low satisfaction with waiting time could also be due the fact that most people affected
are within the economically productive age group and are engaged in one economic activity or
the other, such that spending long time in DOTS facility results in high opportunity costs.
Opportunity costs in this context are the earnings lost or could be lost by an individual

consequent upon time spent while accessing TB care.
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Possible limitations of the study
1. The cross-sectional nature of the study does not allow establishing causality of associations

and the results should be interpreted cautiously.

2. The study used only quantitative data and hence this study did not triangulate information

with qualitative data from different sources.
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6 CONCLUSIONS AND RECOMMENDATIONS

6.1 Conclusions
Based on the analysis results of its data and by considering the above possible limitations into

account, the current study drowns the following conclusions:

The study revealed that nearly fifty two percent of the patients were satisivied with the DOTSs
service; still the the level of patient’s satisifaction is low in the study area where a significant
number of the patients were not saticified with the service. This might be an indication that the
quality of the service is poor. Eventhough, availability of drugs, laboratory services and other
materials were good, infrastructure and availability of trained stuffs were very poor and poor
respectively. In addition, process quality related factors; communication between provider and
patient, performance of required laboratory tests and regular supervision of DOTS services were

Vvery poor.

This study identified that patient characteristics and helth facility structural and process factors,
namely; age, marital status, educational status, monthly income, type of health facility,
accessibility of TB clinic, presence of visit cost and waiting time to get service were factors
significantly associated with patient’s satisifaction. Being younger, unmarried, having higher
educational status, having higher monthly income, attending service at hospitals, accessibility of

TB clinic, absence of visit cost and short waiting time were important predictors of satisifaction.
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6.2 Recommendations

Based on its finding and by considering it conclusions drown in to account, this study forwarded
the following recommendations. Since patient characteristics and structural and process factors
affect patient satisfaction level, interventions to improve the quality of DOTS sevice and

patient’s satisifaction should focus on these significant factors.

o The regional health Bureau, Zonal health office, and health institutions need to facilitate

accessibility, and construct TB clinic with standards like having proper waiting room.

o Health care facility managers should plan and implement interventions focusing on
improving infrastructure of the health facilities, fulfilling the required number of trained
staffs and proiding refresher training for the health care providers,

o The respective health institutions need to provide periodic refreshments on job trainings and
develop mechanisms to improve the qualities of staffing.

o Health care facility managers should implement interventions to improve accessibility of the

service and avoid unnecessary Visit costs.

o Regular supervision and follow up of TB programme with proper schedule and feedback
need to be practiced by each health institution, zonal health office, and Regional health

Bureau as their own concerns.

o Health care providers should make the service patient friendly and great emphasis should be
given for interaction and communication with patients. They should have to communicate in

polite and understandable manner

o Health care providers should provide prompt service delivery to reduce waiting, which would

enhance DOTS service qualtty of their health facilities.

o Health professional working in TB clinic should treat TB patients by keeping their own

privacy and provide quality service

o Qualitative studies on satisfaction of the TB patients are more conclusive than the
quantitative ones. Hence, qualitative studies are required to be conducted among the TB

patients to enlighten the dissatisfaction part more elaborately
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8 APPENDIXES

8.1 Annex-1: Questioners
Form I Questionnaire prepared to assess the structure of Tb clinics in Amhara regional state East
Gojjam Zone Health institutions.

Health facility name:-

Ser.no | Questions Answers Code
Staffing
200 Number of Health workers in the 1). MD
health institution 2. HO
3. Nurses
4. Lab.tech.

5. Pharmacy tech.
__ 6.Infectious
disease specialist
7. Other (specify)-------

201 Number of health workers trained 1. One. 2. Two .3.

on TB control activities Three & above 4. Not
at all.

202 Is there a full time staff assigned in | 1. Yes 2. No---skip to
the TB clinic? 205

203 If yes, did he/she ever train on Th 1. Yes 2. No
control activities?

204 Is she/he received refreshment 1. Yes------ when-------
trainings on Tb control activities 2. No
soon?

205 Do you have laboratory technician | 1. Yes 2. No

in your health facility?

206 If yes, did he/she ever train on AFB | 1. Yes 2. No




techniques?

207 Is she/he received refreshment 1. Yes----when-----
trainings soon? 2. No
208 Do you have molecular WHO 1.Yes 2. No
recommended Rapid Diagnostics
(mWRDs) such as the Xpert
MTB/RIF assay?
209 1. Yes 2. No
If yes for Q 205 and 208 is he/she
ever train on molecular WHO
recommended Rapid Diagnostics
(mMWRDs ) such as the Xpert
MTB/RIF assay?techniques?
210 Is she/he received refreshment 1. Yes------ when----- 2.
trainings soon? No
Materials Availability | In use
Yes | No yes | no
211 Latest version of TLCP manual If no why?
212 Latest version of TLCP lab. Manual
213 Latest version of Tb unit registry
214 Latest Tb referral & transfer form
215 Latest version of Th sputum
examination request form
216 Latest version of quarterly case
finding, treatment outcome and
other Tb control activity report form
217 Tb flip chart
218 Flow chart for Dx and Rx of PTB
219 Tb posters in different language
220 Tb posters in different language
Availability | In use
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Anti TB drugs

yes [No |[yes [No

221 RHZE
RHZ
RH
Ethambutol
INH
222 Have you ever experienced shortage | 1.yes 2.no
of drugs?
223 If yes, for how long? 1. less than a week
2. about a week
3. about two weeks
4. more than two weeks
224 Do you practice FEFO/FIFO? 1.Yes 2. No
225 How do you determine your drug 1. Quantification
requirements? 2. Guessing
3. Higher officials
determine for us
4. Other(specify)
Laboratory supplies avilability | In use
yes | no | yes |no
226 Molecular WHO recommended
Rapid Diagnostics (MWRDs ) such
as the Xpert MTB/RIF assay?
227 Microscope —Binocular -
Electrical/Daylight
228 Xylene (toluene)
229 Immersion oil with a dropper
230 Sputum cups
231 Glove
232 Cotton wool swab
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233 Cotton/gauze

234 Pen-blue/red

235 Slides

236 Slide holder

237 Wire loop/Wooden applicator

238 Bunsen burner/Spiral Lamp Burner

239 Forceps for holding slide and fixing

240 Staining reagent

241 Filter paper and glass flasks

242 Slide rack for staining

243 Basin if their is no Sink

244 Water filter can with a tap if no
running water

245 Alarm clock

246 Waste receptacle (metal with lid)

247 Box for keeping examined slides

248 Bucket for water

249 Disinfectant-5% phenol or 10%

sodium hypo chloride.

250. Are laboratory services available in the health facility? 1. Yes , 2. No

251. If yes, is AFB done? 1. Yes 2. No

252. Total number of AFB tests done in the last year.

253. Total number of AFB tests with positive test result.

254. Total number of patients using laboratory services in the last year.

255. If yes for Q 250 Is Molecular WHO recommended Rapid Diagnostics (mWRDS) such as
the Xpert MTB/RIF assay done?

53




256 .Total number of Molecular WHO recommended Rapid Diagnostics (mWRDs) test done in
the last year?

257. Total number of Molecular WHO recommended Rapid Diagnostics (mMWRDS) test positive
/detected?

Form I1. Observation checklist for Service Delivery/process

Provider- patient interaction:
300. Does the provider great the patient in a friendly/polite manner? 1. Yes, 2. No.
301. Does the patient participate in part of decision making process? 1. Yes, 2. No.
302. Do the provider and patient speak the same language? 1. Yes, 2. No.

Information provision:

304. Does the provider explain how to take the drugs? 1. Yes, 2. No.
305. Does the provider explain when to return for the next treatment? 1. Yes, 2. No.
306. Does the provider explain the need to comply with the drug treatment? 1. Yes, 2. No.
307. Does the provider explain when follow-up sputum microscopy is done? 1. Yes, 2. No.

308. Does the provider advices the patient to bring any family member/neighborhood having

sign and symptoms of Tb to the Health facility? 1. Yes, 2. No.
309. Does the provider ask the patient for any concerns regarding the treatment? 1. Yes, 2. No.

310. Does the patient ask the provider for any pieces of information regarding the treatment? 1.
Yes, 2. No.

311. If yes, did the provider respond to the client’s question? 1. Yes, 2. No.
Facilities:

312 Does the provider have a chair and table? 1. Yes, 2. No.
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313. Does the patient be able to be attended in privacy? 1. Yes, 2. No.
314. Are all patients able to sit while waiting for treatment? 1. Yes, 2. No.

315. Is adequate volume of water available in the Tb clinics? 1. Yes, 2. No

Form I11. Health worker interview

400. Where does the health facility usually get medications and supplies? 1. RHB. 3. NGO. 2.
FMOH

401. How drugs and supplies are usually received? 1. Delivered to facility 2. Picked up from the

supplier
402. What is the most common cause of a delay in delivery of supplies? (Check all that apply.)
1. Inadequate transport
2. Administrative difficulties
3. Insufficient staff
4. Financial problems
403. Do you have a regular supervisor? 1. Yes, 2. No (If NO, go to question 408.)
404. Do you have a schedule for supervisory visits? 1. Yes, 2. No

405. How many times have you had a visit from a supervisor? - In the last 6 months

(number of times) - In the last 12 months (number of times)

406. What did your supervisor do the last time he/she supervised you? (Check all that apply.)
1. Delivered supplies (drugs, lab supplies, etc.) 2. Observed Tb registry form,
3. Observed treatment of Tb patients, 4. Reviewed reports prepared by health worker

5. Updated health worker on current information 6. Discussed problems with Health Workers.

55



407. A. Did you receive feedback from that supervisory session? 1. Yes, 2. No B. If YES, in

what form?
1. Supervisory register 2. Oral report 3. Written report
408. What are the most difficult problems that you face in doing your job? (Check all that apply.)
1. Lack of training 2. Staff shortages (turn over) 3. Poor communication system,

4. Poor working environment 5. Patients don’t come to health facility,

6. Lack of supervision (feedback on performance) 7. Inadequate (poor) transportation system,
8. Lack of supplies and/or stock (health facility, housing) 9. Improper working time
409. Have you discussed these problems with your supervisor? 1. Yes 2. No
410. Have you received trainings on Th control activities in the last 12 months? 1. Yes 2. No

411. How do you assess suspected cases for Th? 1. Collect and examine sputum for AFB
microscopy, 2. Challenge with broad-spectrum antibiotics, 3. Refer for Diagnosis to higher level

health facility, 4,using molecular mMWRDs 5 .other

412. What procedures do you follow for sputum collection and examination for suspected cases?
1. Collect sputum immediately and appoint him for the next day, 2. Appoint the patient to bring

his/her sputum the following three mornings, 3.spot-spot
413. How do you decide final diagnosis?

1. If Sputum microscopy is suggestive of Tb, 2. If suspected cases don’t to respond to

broad-spectrum antibiotics,

3. X-ray findings suggesting Th, 4. If referred in from other health facility. 5. by mWRDs
6.other

414. How do you monitor patient for treatment compliance?

1. Daily filling the registration forms, 2. Checking for absentees on monthly basis (for those

on continuation phase), 3. No means of monitoring.
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415. How do you retrieve for absentees? (Check all that apply) 1. Contact his/her contact

person,

2. Immediately report to my supervisor, 3. Tell to Administrator/opinion leaders of the patient’s

district, 4. Send information through other patients, 5. Do nothing

416. What do you think is your role Tb control activities? (Check all that apply.) 1. Giving health
education to patients and the community (Tb), 2. Referring/assessing suspected cases for
investigation, 3. Diagnose and treat cases, 4. Retrieve absentees, 5. Keep patient records, 6.

Report activity reports timely,

417. How do you provide anti-Tb drugs for your pt during intensive phase? 1. Under
Supervision. 2. Give them drugs to take at home & come back after finishing. 3. other

418. When do you report Tb control activity report? 1. Monthly, 2. Quarterly, 3. Bi-annually,

4. Annually, 5. When asked by supervisor.

Form 1V. Questionnaire prepared to assess the appropriateness /document review of DOTS

services given in Amhara regional state East Gojjam Zone Health institutions.
Health facility name
500. Patient’s unit Tb Number. 1. 2. Not recorded ----
501. Sex of the patient . 1. Male 2. Female 3. Not recorded -----
502. Age of the patient .1. 2. Not recorded -----
503. Initial diagnostic AFB result 1. Positive. 2. Negative. 3. Not done/unrecorded -----
504 . Weight ofthe patient 1. 2. Not recorded ---

505. Classification of the patient 1. Smear positive PTB 3. EPTB 2. Smear negative PTB
4.MDR 5. Not recorded --/
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506. Category of the patient 1. New 2. Transfer in 3. Relapse 4. Failure .5. Loss to follow-up .
6. Not recorded. 7. Others

507. Treatment given during the intensive phase 1. 2. Not recorded -------

508. Dose of the drugs during the intensive phase 1. 2. Not recorded -------

509 . Sputum smear result on the 2 nd month of treatment 1. Positive. 2. Negative. 3. Not

done/unrecorded

510 .Weight of the of the patient on the second month of treatment 1. _ 2. Not
recorded ----

511. Drugs given during the continuation phase 1. 2. Not recorded ---

512. Dose of the drugs during the continuation phase 1. 2. Not recorded ----

513. Is AFB done on the 5th and 7/11th of treatment? 1. Yes 2. No---skip to 516
514. If yes, the result is 1. Positive. 2. Negative. /---/

515. Treatment outcomes of the patient 1. Cured .2 loss to follow up .3. Treatment completed 4.

Transfer out. 5. Died .6. Unknown 7. Treatment Failure

516. Completeness of the registration form 1. Complete 2. Incomplete

Form VI. Questionnaire prepared to assess Tb client’s satisfaction level/output quality/ in the

service in in Amhara regional state East Gojjam Zone Health institutions.
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CONSENT:

Hello, my name is . I am working as data collector in a study conducted by the
Debre -Markos University college of health science Department of public Health to assess the
quality of DOTS in Amhara regional state East Gojjam Zone Health institutions. As you are
randomly selected from patients taking treatment services in this health institution, I kindly
request you to participate in this study. I will ask you some questions related to the services you
are getting from this health institution. Your name will not be written in this form and you will
never be used in connection with any information you tell me. You don’t have to answer any
question that you don’t want to answer and you may end this interview at any time you want to.
Your answers are completely confidential. Your honest answers to these questions will help us
better understand about the quality of DOTS services in the Region. The interview will take only

about 20-25 minutes. So are you willing to participate in the study?

Yes . Go to the next page.

No . Acknowledge and go to the next patient.

Health institution’s name and type

Interviewer

Date of interview

Supervisor: Name , Signature
Ser | Questions Response category code
no

General information

600 | Sex 1.male---- 2.female

601 | Age of the patient (in years& in months for
children)

602 | Marital Status 1. Single 2.Divorced
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3. Married 4. Widowed

603 | Educational status 1. llliterate 2) 6-12 grade 3. Read &
Write 4) Above 12 grade 5. 1-6 grade

604 | Religion 1. Muslim 2. Protestant 3. Orthodox
Christians 4. Other (specify)

605 | Occupation 1. Pastoral 4. Private Business 2.
Agro-pastoral 5. Merchant 3. Gov’t
employee 6. Other (specify)

606 | What is your approximate monthly

income in Birr?
607 | Do you incur cost for your visit? 1. Yes 2. No----skip to 610
608 | If yes, for what purpose? 1. Transport 4.laboratory services 2.
Food & Reception 5. Other (specify)
3. Provider’ fee
609 | Have you ever visited this clinic for | 1. Yes 2. No
Tb services before?

610 | How long have you been since you
start Rx?

611 | Do you have problem with the 1. Yes 2. No
treatment?

612 | Do you able to get the Tb clinic 1. Yes 2. No
easily?

613 a | How long (minutes/ hours) does it Minuets /hours

normally take you to the Tb clinic?

613 b | By what means you normally get to 1. Walking 3. Car 2. Stretcher 4.

the Tb clinic? Other (specify)
Organizational issues:
614 | How satisfied are you with the 1. Satisfied 2. Very satisfied 3.

adequacy of the schedule (working

hours) of the Tb clinic for your

Neutral/ I don’t know. 4.dissatisfied

5.very dissatisfied .

60




treatment?

615 | A fter arriving at the Tb clinic, how 1. Satisfied 2. Very satisfied 3.
satisfied are you with the time spent | Neutral/ I don’t know. 4.dissatisfied
waiting to receive your treatment 5.very dissatisfied.

615 a | About how long (min/hours) did you (minutes/hours
have to wait?

615 b | How long have you waited today? (minutes/hours

616 | How satisfied are you with the time 1. Satisfied 2. Very satisfied 3.
the health worker spent with you Neutral/ I don’t know. 4.dissatisfied
during your visit? 5.very dissatisfied.

Facility equipment and supplies:

617 | The overall cleanliness of the waiting | 1. Satisfied 2. Dissatisfied 3. Neutral/
area? | don’t know

618 | The overall comfort of the waiting 1. Satisfied 2. Very satisfied 3.
area? Neutral/ I don’t know. 4.dissatisfied

5.very dissatisfied

619 | The over cleanliness of the 1. Satisfied 2. Very satisfied 3.
examination room/place where you Neutral/ I don’t know. 4.dissatisfied
received service? 5.very dissatisfied

620 | The cleanliness of any instrument or | 1. Satisfied 2. Very satisfied 3.
equipment used by the health Neutral/ I don’t know. 4.dissatisfied
workers to treat or examine you? 5.very dissatisfied

621 | Have you ever experienced shortage | 1.Yes 2. No. if no Q 624
of drugs during your treatment
period?

622 | If yes, for how long? (in days/months)

623 | What measures did you take? 1. Referred to other Health facility 2.

Purchased from private clinic

3.Interrupted treatment 4. Other
(specify)
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Availability of Service:

624 | Were all the services you need to 1.Yes 2. No
treat your problem available at the Th
clinic during your visits?

625 | If not, please list any services, which | 1. lack of Health Worker in Tb clinic,
are not available at the clinic but are | 2. lack of X-ray services 3.
important to meet your need? Interruption of laboratory services 4.

Interruption of anti-Tb drugs.
Interpersonal qualities of service
provider:

626 | How are satisfied with:

626.1 | The respect offered by the provider 1. Satisfied 2. Very satisfied 3.
during your visit? Neutral/ I don’t know. 4.dissatisfied

5.very dissatisfied.

626.2 | The measures taken to assure privacy | 1. Satisfied 2. Very satisfied 3.
during your examination and Neutral/ I don’t know. 4.dissatisfied
treatment? 5.very dissatisfied.

Professional competence and skill of
the Health workers:

627 | How are satisfied with:

627.1 | The provider’s skill and ability in 1. Satisfied 2. Very satisfied 3.
treating your problem? Neutral/ I don’t know. 4.dissatisfied

5.very dissatisfied.sdgsdwqwsqdws

627.2 | The completeness of the information | 1. Satisfied 2. Very satisfied 3.
given to you about your problem? Neutral/ I don’t know. 4.dissatisfied

5.very dissatisfied
Cost:
628 | How satisfied are you with the cost 1. Satisfied 2. Very satisfied 3.

you incur during your treatment

period?

Neutral/ I don’t know. 4.dissatisfied

5.very dissatisfied.
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Efficacy of treatment:

629. | The effectiveness of the service you | 1. Satisfied 2. Very satisfied 3.
received at the Tb clinic in solving Neutral/ I don’t know. 4. Dissatisfied

your problem? 5.very dissatisfied.

629.1 | TB Symptoms reduction 1. Satisfied 2. Very satisfied 3.
Neutral/ I don’t know. 4.dissatisfied

5.very dissatisfied.

629.2 | psychological wellbeing-ness 1. Satisfied 2. Very satisfied 3.
Neutral/ I don’t know. 4.dissatisfied

5.very dissatisfied.

629.3 | physical wellbeing-ness 1. Satisfied 2. Very satisfied 3.
Neutral/ I don’t know. 4. Dissatisfied
5.very dissatisfied.

629.2 | The overall services you received 1. Satisfied 2. Very satisfied 3.
from the health worker? Neutral/ I don’t know. 4. Dissatisfied

5.very dissatisfied.

630 | Would you recommend the services | 1. Yes 2. No
at this health facility to someone

else?

Thank you

Source :- Depth review of literatures (9, 15, 18) and from Federal Ministry Health of Ethiopia

TB and Leprosy control manual (7).
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8.2 Annex-2: Amharic version questionnaire

P& | MLEP NATIL NAAP ARTNT O 4P 189 HY PMT +2F 01N, AALh T
hBLEBF AdDIgRIgD PtH I B

PMG +&d> AgP:-

+.¢ MPEPTF JPART N & WA+EF 200 NMT +L0™> M-AM LA PMT NATEPPF NHT 1).
RIP8, 2. hTh 3. 1ChT 4. ANGRS £N1RYT 5 &CaN,
+ALAT _ 6.1AAL NAFPT NEAANT 7. AA (R91AR)-------- 201 NN, @M +INLF AL
APAMS P77 PMG NATTPPTF NHAF 1. ATL. 2. AT 3. AT AT NHLP NAL 4. Neped-A. 202
Nt AALA BAM PO TH WA+E + N A? 1. AP 2. AELATR-—-D L 205 L HAA 203 AP
NPT ACAACA NEN, *PARC +oINLF AL AAMST DNLPA/ONBAT? 1. AP 2. A2 LATD 204
ACOHACA, NECM NA £, @DADC +9INEF PTILA ~AMST OALPA/DNBAT? 1. AP------0DF-—
- 2. RRRAJP 205 NMT +£TTFU PANGTE FALAT AA? 1. AP 2. ARERAGP 206 AP NUPTE
ACOHACA, NANE MY NAA, (AFB) ALhT AR MAMST OALPA/ONBAT? 1. AP 2. RELAGP
207 ACATACA, NPCMN PARLA AMS MNLPA/ONBAT? 1. AP----0DF - 2. h2LA9™ 208
AL KANTCE ATPEN/ACALAG (Xpert MTB/RIF) PA NSAT® M SCET PARAPNG MY
PANMAC FRLALPTF (MWRDS) AXPH? 1. AP 2. A2 LATD 209 AR P 205 AT 208 APANP
AP NPT ACAHACA, AR RANTCT AIPEN/ACARAG (Xpert MTB/RIF) NA NGAT® MG
ECET PMAPNG LMY PANGAC 2L PF (MWRDS) thLhT AR ~AMT
MALPA/DNBAT? 1. AP 2. ARLATP 210 ACA/ACA NPCM PALA A2AMT MNLPA/DASAT?
1. AP---—--DFem 2. AR LATD RARNT +757F NATATAT AL AP PATR AP PATR 211 PRC
TR PEN/ATRR €MML TE9LIP (TLCP) aRan/p 9o P+ PAIR NIPY? 212 PSCAN THO-
PEN/ATRE €DML TP (TLCP) AN ARADZ P 213 P&LCA TLHM- P+N, NEA AOHIN
214 P&CA 1HO- PN, L4.4-A AT PHO-OC & 215 PRCAN LHM- PANF IRLADL PR $7 216
P&CN LHD P41 90T PRH &AJT PARTIRT Mt AT AdeT PEN, @ DARC +oINGF 47 CF
$& 217 PN, 1N F (flip chart) 218 AN 1$CA (PTB) JoCAR¢% AT MATRT &4 126 (Flow
chart) 219 N+APR £ILPF P+HIE. PN, 7N+CTF 220 N+ALR IRPTF P+HIE. O£, 7N+CF

8Z-tN MEILHT 737 NATATART AL AP PATR AP PAJR 221 RHZE RHZ RH A 9P MFA
INH (hR2HLPH. ) 222 AL 51+ At AIMIRPF PM-PA? 1.AP 2.PA9R 223 AP NUPTT AR
PUA 1H? 1. DAL AFRYF PN 2. AL N9 F 7299 3. AT A9+ 1299 4. hUA+ N9°7+
NAR 224 panBan/p 1H, PAP/PAREan/ P 1H PN (FEFO/FIFO) ANG-CT &1+1N4A? 1. AP 2.
ARLAGR 225 Pan eyt &ATTPT ATLT EONTA? 1. AT 2. 919°F 3. N&+8 NASAMSF
ARG 2ONTA 4. AA (R9AR) PANGTE 0L PT T131F NATA AT AL AP PATR AP PATR 226
R18 AANTCF AIPEN/ACARAS (Xpert MTB/RIF) £/ NGATR MG ECEF PaR.aRng. £ M7
PANM-AC I°LARLPF (MWRDS)? 227 NEFNAC AANTLN/PT NCYT MENCHNT 228
HEA T (FALT) 229 P9 DASP HEF (Immersion oil) NMANF IC 230 PAF M-+, P
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rNPPF 231 371 232 P AR (Cotton wool swab) 233 i/ Im-H 234 $AT° PAD-
ANAZNF-NTIPP/$L 235 NALLT 236 PNALE a0 PH 237 PAN $ANT/PATERT ATANFC 238
34T NCIC/PANT TNANA APN4F 239 NALLT AT PH AT ATIN+hNA PR, PIA9IA RCATH
240 PMPAM P LAETF 241 POIMLP M PT AT PAPAFMF MCA™ATF 242 ATYPAGD

PR PIAIA PNALE DR L/ P 243 P-Y MNP NAA 778 244 Paadh @Y hAA Pax-Y
@M MAC NNYN, JC 245 P14 P (ST 246 PSAA TIMLPTLE (NZT A8 PAG:) 247
PHan/ang. AALLTYT ATRNPRM AMY 248 POxY NASL, 249 B8Z-1+NL-5% 4TA MLID 10%
N8PIR YL 7N el L8

NMI® mél NHU NFF PPNt AOMLST ML ATICE ++CTFAPPA::

PR 1: PANL TS A1AINTT

250. NMS +LI™> PANLSES ATAIT AA? 1. AP 2.PA9®

251. @MANP AP NUPYT P&l (AFB) J2CaR4. ENTMTA? 1. AP 2.
AENTmY9P

252. NAL - GanF: 0+ 2/ 7 Phh&, (AFB) PPCARLPF MPAA NHF=

253. nNYHU @A &mFFa 7HtN (Positive) PUT PAAEN, (AFB) J2CDLPF
MPAA NHF::

254. NAL@ 9@ F PANF2 ATA AT PHMP T Fhaq PF MPAA NHF:

255. AD PP 250 AANP AP NUPIT ATL ANNTCT AIEN/L& (Xpert MTB/RIF) P

NBAGE MG SCEF PADNG PANM-AC &MY PIPCARL HEPTF (MWRDS) £hFMTA?
1.AP 2. hEhGm¥ge

256. NALD: DT P+ 827 PIRANMAC &M% PIRCADL HEPTF (MWRDS) MPAA
NH+?

257. nNYHU @A @M FFO 7H4N/P+7TNTF®- (positive/detected) PARANM-AC
£M% PIRCADL HEPF (MWRDS) MPAA NHF?

PR 11. PA1AIAT ANMD/Y LT AN HCHC

PATAATF e, AT PFhM, a®D+INC: 300. AT AL Fham @Y
N@8ETH/NFTUTT AATRF BAMA? 1. AP, 2. ARAMIR, 301, Fham- NMAL ANMD LT
AN LAT4EA? 1. AP, 2. ARATEID. 302. A74TAT NEBM- AT FNTM ATE ARTT £
291427 1. AP, 2. R2G149P.

PO/ B APCNE: 304. A1AIF (B0 ALY LRET AT T (PM-NL AT8ANT PN 1.
AP, 2. RPN ¢-¢-9. 305. A1 AT AEhLM APMEL YNIPG anF ananAf A78ANT PN-¢-A? 1.
AP, 2. RPN, 306. A1 AT AGLO- PAREY L UNTRT@T NFANA PN +d ANLAT
PRy PNGA? 1. AP, 2. RPNEEIR. 307. A4 AGLO: PATFA PAAF 9RCaRs. D%
AL 079 PNGGA? 1. AP, 2. APNLE-9P. 308. A1 AT AL T93EM-9° P4, T°ANT AS
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FRANTT PANTT PNAAN ANA/INT DL MG +2a™> 378 PaDm LAPRLA? 1. AP, 2.
ALODACIR. 309. A74%AT N FNT.M-T huhIeem IC N+LPH NI/ PP AT8AD-
EMLPA? 1. AP, 2. AEMEPIR. 310. FNT.M A74A T NebL®-F hUuhIeT®- IC N+ PH
T M-79° a8 /Mm PR LML PA? 1. AP, 2. AEMELPIR. 311, MANP AP NPT A71A%1AF
AL ALTNG @ M PP IPAR AM+A? 1. AP, 2. AANMYIP.

PeNARN APCNT/U13: 312. A1A%T AL MINC AT MES&H AAGR? 1. AP, 2. PAM-9,
313. Fhmm N9A/NENP A F0F LFAA? 1. AP, 2. A&FAIR. 314, AIR Fha PF Uhoeg
APMNE abam LFAA? 1. AP, 2. ALTFAID. 315, NN, AALhT &N Nd POXY APM7
L15A? 1. AP, 2. A27H9D,

P 1. PMST NATP PA OMLP /MLt Th

400. PMT +Ra> ANHFD-Y 1H LY L$FT AT APCNTTT NPT L1542 1. hhdA
MG N.C (RHB). 3. @390 F+® Al SCEFT (NGO). 2. Ndoll-d MG MNP T LN+EC
(FMOH)

401. MY $TF AT APCNTT ANHEDT 1H ATL&F LPNAA? 1. ML +£a™ RRCAA 2.
NAdLND LMASA

402. PASCNTT AOHIPT PIT 9o PF 9P LIM? (PR, APAN+M-T Ui £9°LM)

403. N¢ P33 H AADRP(

404. PANTSLRC FICF

405. Ne AdtE hATREC

406. P77HN T+

407. meNg +@MML/ATCALHC AAPT? 1. AP, 2. PARID (APANP 'PARIR NPT DL
PP 408 £A4)

408. AtSMMLIAFTCALHC FNHET aCY NG AAPT? 1. AP, 2. PATID

409. N+&MML/NTCALHC FNHT A TF LH A5 HPA? - NAGT 6 DT DD

(P1H NHT) - NA4F 12 DT N (P1H NHT)

410. +@MMLP/INTCALHCP ATREZA TH ASMMCPF T°F ALLIF?
(PR aRAN+@T U 29D M)

411. ABCNEFT (RLYLPTT PANGTL ASPTFT MHT) ALCAA

412. PN, aRARHIN P PR +APANTA

413. PN, NPTV UNIT AAMMD +aRAREA

414. NMS NAT™P@- P+HIE, L7 CHTT 19°9199,4

415. AMS NAT™PM- M FP AL EPTFY A I

416. NMT NAT>PPF IC NFICTF AL +MPLLtA

417. U. NH.P P NEA LH INZARAN ATF+PA? 1. AP, 2. ARATTUIR A. AP

nU7: Ng°T aRAN?
418. PeMAC HIN 2. PPA L7CH 3. P& L7CF
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419. NEPT NMNGNT U PP IDAPF NMIP ANF IS TICT TPIET TFO?
(PARANTD-T Uk £I°LMy)

420. PAAMST AMZT 2. PAG+HE AMEF (HO-M-C/A$T) 3. Bha PaRIgE He,

421. 2ha ehe ANNN, 5. FNMPTF ML MG +ea> 420D M.gD

422. PRMML ADLE (NALARTP AL INLARAN AAGRAMT) 7. N& PALY (Bham)
panaay ACY+

423. PAPCNTT AT/MEIR PAIOTH AT (PMG +RIRE AR P) 9. +N, PALY PN
A9+

424. ATHUT FCF N+HEMMEP/IATCALHCP IC D PL+PA? 1. AP 2.
Aot PPU-9™

425. NA4T 12 M&F AP NN, EMMEL ATPNPAPT AL NAMTPTT
AT HPA? 1. AP 2. ARATTU9P

426. PEN, NAFT PtMZMSG APFT ATEF LORLIRLA/L70D)TAD 1. AN T

NAANAN Akk&N, (AFB) MEACANT J°LAP¢ aBAR, 2. N4 PA PAhAPIR MAT
PO A ATENEENTFY NAPAMT aRqPNC, 3. AJRCADE ML N&+E PMT +ERI° aDAR,
4. PANDAC M7 PIRLAL HEPFT (MWRDS) NARMI® 5 AT (£7AR.)

427. AtMZMé F8ETF PhnF AANAN AT JRCARL ATHL /o I QLY Y2 tTT
2Nt+AA? 1. @8 P+ AN T ABANAN AT APME 7 ¢M(C ADAMF, 2. FhTqm-
NMenA+t ANF MPFTF ANFOT AT8 PAPM $MC AAMT, 3. M8 PO--ME PD- (Spot-
spot)

428. PODERLZAMT IOLARL AT 8T BEMATA?

429. PARZF MEACANT JoCaR4 £NT PR PARANT NPT, 2. P+MZM&t Fha Pt
AN PA PAODIR MAT ATLAEE ATENE DT FRAR hAAM:.,

430. PRANGE 3T £N7 PR ParAR+ NPT, 4. NAA PMG +29° L4.C +2CT
nanm, 5. NPANM-AC €M7 PIPLADL HEPTF (MWRDS) 6. AT (£9AR.)

431. PN @7 PUATRT At+a (compliance) AT 8T £&MMeA?

432. NPd'r PADADHIN P $RFT NALA™AT 2. NPM4 P$4+T NADL +R (NPMEL
Un9=q (continuation phase) A2 AxT), 3. Io 492 PAREMML P HE PATP,

433, PP4TY FNPF (absentees) AT8&T LAPAAK/ENF+AA? (PARL.APANT®T A
298/ mr) 1. AT/ 0$CN A T3777C,

434, M8 P+ AtEMMLR/NTCNLHL 47°CF ML, 3. AFhTM M8
ANTBEL/PAIC ATIIAPT ARVIC, 4. NAAT FNTPTF Nrd d°ZE dPAR, 5, goygD
AATY L9

435, Nt EMMLL ATPNLAPT @-ND PACAP TT Io1L1M NAG- PANA?
(PaaAN+@®T U £9°2M) 1. AFNTLPTF AT ATUNZAN PMT FIUCT aRAMT
("A £N), 2. +MZM4 F8EF7 AFRCADL. apAp/aR)gRige 3 NASFT ARCIRE AP 4,
Pbq FNT PFY audpAp /AN F+4, 5, PFNa A/ EPFT apPH, 6. PAIPNSA
C7TCEFT NM&E+ PN
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436. Nhe&+& PUhIRT MP T (intensive phase) AFNMP Pel-+N ALY 1L$+FT ATLT
2AMA? 1. NATFA NC. 2. NNF @A AT8.MAS A Y1 +FF AAMT AT AehCrr
AYR.A0AM ARYIC, 3. AT (£91AR)

437. PEN ®EMMLL ATPNPN L7CHY OF PPCNA? 1. NPD4, 2. NP GaP+, 3,
NPALNT de,
438. Negae+ 5 N+&MML/AFTCALHC AMP.

2 1V. DA hAA NP 1890 HY PM.T +2 T @-Np P AMD-T P2 FN (DOTS)
A1A9AF +1N 1+ AdR7I9R79R P+HIE A MLP /PATL J9R 79/

MG +&ao- fgo 500. PFhm.a- PN, APAL M 1. 2. AATORHING® -
---501. PN @ 2= 1. MYL 2. AF 3. AATAPHINGD ----- 502. PFNam- 0 &R 1,
2. ARATMRHINGD ----- 503. PapBan/ Pm- P k&N, (AFB) J2Ca04. @Myt 1. 7HtN

(Positive). 2. 12t (Negative). 3. AA+ALIR/RA+TTOHING® ----- 504. PFha9,m- NNLF 1,

2. AAtaoHINg® - 505, PN m- PNASF F2LN 1. NANF F°CaRL 0+27M PATIN
71 CA (Smear positive PTB) 3. NATN @6 PA PN, NAF (EPTB) 2. NANF J°CaDL PA+LITM
PATN 1$CA (Smear negative PTB) 4. ANt A2 &Y1$F PAP P+, NAJF (MDR) 5. AA+aRHING® -
-/ 506. PFha,m 922 1. A8.N 2. NAA NF PAPm 3. P1ZANT 4. URTRT LA+ANAT 5. Atta
PLZM . 6. AATAPHING®, 7. AdeT (£91AR) 507. Nh&+E PURIRT M@ (intensive phase)
P+AMM® Uh9ee 1. 2. AATARHINGD ------- 508. Nh&+4§ PURIRT M+
(intensive phase) P+AM@- Pa LY+ a®mM7 1, 2. ARATAPHING® ------- 500.
nUhRTm- N25 @ MC P+77@- PAR S JRCA4 ™Mt 1. 7H+N (Positive). 2. 124N
(Negative). 3. AA+ALIR/AA+ARHING® 510. NUNTRTED: NFA+HED- OC PFha,m- ANLF 1.

2. ARATAPHING® ---- 511. NPMEL PUNIRT P (continuation phase) P+Am-

an pyy 1. 2. RATAPHING® --- 512. NPM L PUNIRT M& (continuation phase)
P+AMM- PaR Y1+ adm7 1, 2. AAtdPHING® - 513, NUNIPT M- N55 @~ AT
N78@-/115@ OC Phh& N, (AFB) J2CaRL +2C3A2 1. AP 2. AATLLTIP---M L M PR 516 £AS
514. @ANP AP NUPIT @Mk 1. 7H+tA (Positive). 2. 13+ (Negative). /---/ 515, ¢ Fham m-
PUNIRT ™Mt 1. 087 .2 AtTA PRZIM 3. UNIRT PSP 4. ML AA NJ P+AN. 5. PP+ 6.
PAFDP 7. UNIPT PA+ANAT 516, PARADHIN P $&. Ayt 1, O+TRA 2, PA+TRA

NMI® mél 2U 2 VI AT +2PH NEATE ML ATICT ATLMN+TAM: ++HCTFMPA:

mMmeP

+.¢ mhPePT PIPAN AT LT he
AMPAL /5
600 PEs 1. ™YL - 2. At
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601

602

603

604

605

606
607

608

609

610

611

612

613 U

613 A

614

615

615U

PFhaym o g

PINF Uit

PTIUCT B2

YemeE

Ph¢ dBNA

MCY® NP Na19°+ N3+ NC 10-?
ATFNETP Meh, POMA?

AP NUPTE ATRT GATH?

NHU N&F AN, ATAAF 2UTT
AALN 1 NF+0 POrPA?

Un9eT (RX) NER4 9o PUA 1H,
PIP+?

NUATRT®- AL FoC AANPT?

PN AA LT NPAA BT
2FAN?

ML N, AA L AGREZN N+ATREL.
9o PUA 1H (BRP/NST)
REABENPFA?

ME N, AA LI N+ATRL NgR7
Y78 L48A?

ECEFR 180T

AUNGREP 4N AA LI PLH AAS
(Phe- Ma2F) Nk AOUR 927 PUA
PLNPFA?

@E N, NA L N&ZA NBA
UNgREPY AR TF NAD MNP
NAAGT TH 927 PUA NtPA?

(NG@+ [ AURGF NDC)

1. PAIN/F 2. O+4 /T 3. £IN/F 4.
nag/m,n+ P9R+N+/N+

1. PATTZ/F 2) N6-128 N&EA 3. MINNT
aRg PR FA/PIPTTA 4) N125 h&EA NAL
5. N1-65 h&A

1. @NAGR 2. TCENFTF 3. ACFRNN
NCAEPT 4. AA (B9AR)

1. ACNF ARC 4. P14 1912 2. N&A ACH
ARC 5. 198, 3. PARTONF AL+E 6. AA
(£°1AR)

(NNC)
1. AP 2. RAADMY® ——— (DL 610 LAS)

1. @33 4, PANGRL A4 2.
gooINIG NP 5. AA (AR 3.
PATAIAT AGR, NEP

1. AP 2. RAG»S 9P

(NP FTF/AIRY FF DT/ aD )
1. AP 2. PANFID

1. AP 2. hATATD

(BbPPTING +F)

1. NA%IC 3. NAPNG 2, NPEH 4. AA
(2°1AR)

1. ZAFAL 2. NMIR ZAFAL 3. 1AA+E
13RA@-$ IR 4. AdZNUIP 5. NMIP
hdZhU-9o

1. ZAFAL 2. N2 ZAFAU 3. 1AA+E
13/AAM-$ID 4, ARAZNU9P 5. NMIP
AAZNU9P

AGOMNG 9o PUA 1H (B4/NSH) (ELPPF/NG +1)
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615 A

616

617

618

619

620

621

622

623

624

625

626

626.1

£EFNPFA?
Hé 927 PUA 1H MNP PA?

NFNHTP T PMT NAT™ PO
NACNP IC NAALE- 1H 927 PUA
ntPa?

PtRa> RS PF AT APCNTF:

PAPMNEP NF@ AMPAL T16UG?

PAPMN$ L NFM AMPAL FOFF?

A1t P+PNANT PTRCARE
A&A/NF AMPAL T0UT?

PMS NAT>PPTF ACAPT A9hgn
MP gD AGRADLaD( Pt (M dD-NF:
MIFM-g° aBALP MLIP aPIA7P
16UT?

NUAIeT LHP PaneYi+ amdt
AIMAPPT PM-Pe\?

AP NUPTE ATRY PUA 1H?

gy ACIRE MNS.?

PATIAINT P C/AAMEC:
NFNTETP @PF FICPT ATHhg

P PNLATFPT UAID ATAI AT
NtN, hA L £77F 1NC?

NALT: ANAP &AVTPT AGHaR AT
ANEATL PUF 17C 917 NAA LR
PMRLTT A1A AT TY EHCHSG?

PATAIAT Neh. @ PIAANNP
nvset:

ne.h+At 9% PUA Lh+PA:

NFNETP OPF NATATAT A0+

PHAMPF ANC?

(R PPTFING )
1. ZAFAL 2. NMIR CAFAL 3. 1AA+E

1AAADPIP 4, AAZNUIR 5. NMIP
AAZhU9P

1. ZAFAL 2. RAZNU9R 3. 1AM+
4%/ RAD- G

1. ZAFAL 2. NM9R ZAFAU 3. 1AA+E
1AAADPIP 4. AAZNUIR 5. NMIP
AAZhU9D

1. ZAFAL 2. NM9R ZAFAU 3. TAA+HE
1AAAD-PIP 4, RAZNUIR 5. NMIP
AAZhU-9D

1. ZAFAL 2. NMIR ZAFAU- 3. 1AA+S
13 /AAM$ID 4, AAZNUIR 5. NMID
AAZNU9

1. AP 2. AAIMADAGR (RAJMADHGD NPy
ML PP 624 LAS)

(N$TH/NDLT)

1. @L AA PMT +£9° +AM: 2. 914 hALH
M 3. URTPG ARAM- 4. AA (291A%)

1. AP 2. RR2TH9P INC

1. Mg NAT™P NN, AA LA AATRSC 2,
PRNNLE A4 T AMCT 3. PANLTL
ATA% T aRe/m 4, Pel-tN, LY LR T
ang/m

1. ZAFAL 2. N2 ZAFAU- 3. 1AA+E
13/AAM-$ID 4, ARAZNU9P 5. NMgD
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NgRCans. AS NUNIRT MPT
626.2 FARTTT AT I P+MNS
ACTEPT?

PMS NAD-PPF a0 )b} A
huAT:

627 N.h+aA+ 9% PUA Lh+PA:

PATAIAT NEb. @ FOICPTY NTRhgR

627.1
218 PAD AUAT AT The?

627.2 NA FCP P+AMPF pan/E
a9
Mg, :

628 NUA9RT LHP N, LOM-F M,

go UL LNt PA?

PUNIT @ MM F T

NN AALH PtPNAT AT4%14F
629. FoCPT NACE FF 278 PAD-
@M FT977?

629.1 PN, PANTT aodif?

629.2 PAT-ANT 2UTTF "R t?

629.3 PANA LU NERT?

629.2 NMS NATEPM- P+bNAT AMPAL
(P27 a1t

$1L) '

630 NHYU eMS +£I° Paq AM-

A0 T AAA AD- £APALA?
Export to Sheets

hAZNU9P

1. ZAFAL 2. NMIR A FAU 3. 1AA+E
1A AADPID 4. AAZNUIR 5. NMIP
AAZhU9D

1. ZAFAL 2. NM9R ZAFAU 3. 1AA+E
1A AADPIP 4, AAZNUIR 5. NMIP
AAZNU9D

1. ZAFAL 2. NM9IR ZAFAU 3. TAA+HE
1A AADPIP 4. AAZNUIR 5. NMIP
AAZhU-9D

1. ZAFAL 2. NM9IR ZAFAU 3. 1AA+HE
1A AAD-PIP 4, RAZNUIR 5. NMIP
AAZhU-9D

1. ZAFAU 2. NmI® LA FAU 3. TAA+T
1R/RAD-$ID 4. ARAZNUI 5. NMIP
AAZNU-9P

1. ZAFAU 2. N(mI® LA FAL 3. TAA+T
13/AAM-$ I 4, RAZNU9R 5. NMIP
AAZNU-9P

1. ZAFAL 2. NMIR ZnFAL 3. 1AA+E
13RA@-$ IR 4. AdZNUIP 5. NMIP
haZhU-9®

1. ZAFAL 2. NMIR ZAFAL 3. 1AA+E
13RA@-$ IR 4. AdZNUIP 5. NMIP
haZhU-9o

1. CAFAL 2. N2 ZAFAU 3. 1AA+E
13/AAM-$ID 4, ARAZNU9P 5. NMID
AAZNU9P

1. AP 2. Add™HCIP
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Generate Audio Overview

PhII°TF Y.L+ (CONSENT):

AAgGRT fag, 2NAA: A% PN TN RLNCAL MT ALTN DAL PUNZTAN MG
AEA NATIZ NAA TPNG-& 189 HY PMT +£9F P2FN (DOTS) A74%AT M-t AdR7gRI9D
Na.PLcIm met AL NARZE ANANYT APNZU 10 ACNP NHU PMS +29° PUAIRS
A7A%F N NF+A FNMPT aehnd NOM AA+IRZM-E NHU MG+ AL AT8.A+4 NFUFS
AMLPAL: NHU MT +£9° NAT, P TFF A1d%1AeT et M PEPTT AMLPPFAL: NP
NHU & AL ALR&EI® AT ATRLAM-Y YIFM-G° aD/ B a97yFP NgOYGD DA A LIAK IO
AORARAN AR R4 ATFY IF TG0 M PE ADADAN AEMNSNPFID ATIR £UT A APMLS
NEAFT 1H LM LFAA: PARAM-T ARANT A NAA T AMEP §FO= ARTHY M PRPF
PRAMT $7 ANT NHAA PADT LT ATAIAT Mt NTAA ACRZ8TF R28TA: $A
mme+¢ N20-25 L¢P PUA NF LEDNSA:

AAHU NG+ AMRA+E £ PLT 1PFH?

AP (@ MPMAD- 1% BAG) RELALTD . (RAPAIa- ML M PMmAD- Fham,
£AG)
PMG +2ao Age AT QL% PAMMED 41,
PAMMED P+LLINT 7 +&MM/ATCALHC: AP
, &CM

6.1 ™ML ST
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% | MLDP NATHL NAAPR 99N F PP 18R HY PG +299%F N, hALhTF7
AL B BT [structure AOR7gRIgR P+HIE:

v | wreey PIRAT AM LT he
1 | nms +ga™> @am i 1). h9m8, 200
PMT NACPPF NHT 2. hh
3. 1CHF

4, ANG%¢ LAY
5. 4CMN, LAY
6.7AAL NAFPF NTAANT 7. AA (£IAR)--------

Nt €DHC +NEG+ AL | 1. AL, 2. PAT 3. wAF AT NH.P NAL 4. NEeed-P. 201
MHAMS P71F MG
NAT™PPF NHF

N+N A LH @AM paoiy 1. AP 2. AR LAGE-—-M P, 205 L HAN 202
U, WG +aoen A?

AP NPT ACAHACA, NN, 1. AP 2. RRLAGP 203
®HPNC +oINET AL
AAMST ONLPA/DNBAT?
1. AP 2. hRRAG

ACI/RCA, NPCNA £N, | 1. AP---mm-ODFeeeeee 2. hR2LAGD 204
MM +oNLT PAILA
MAMT MALPA/DNEAT?
1. AP aog 2.
heLAgR

NMG +LDFU PANGTE | 1. AP 2. AR LATP 205
+ALAYT AA?

AP NPT ACAACA NANLE | 1. AP 2. ARRAGD 206
&M NAA, (AFB) thihF
AL MAMS
DMALPA/DASAT?

ACOHACA, N$CN Pe9LAR 1. AP--—-ODF-oe 2 L LAGP 207
MAMT MALPA/DNSAT?

AR RANTCH 1. AP 2. R EAT® 208
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hIPEN/ACAL A& (Xpert
MTB/RIF) £/ NIAT® M5
£CET PMaPNG £M7
PAND-AC FPCARLPF
(MWRDs) Ak P+?

10

A PP 205 AT 208 APANP
AP NUPTT ACA/ACH AR
ARANTCTH
rIPEN/ACAR & (Xpert
MTB/RIF) NA NGAT® MT
ECEF Paaeng MY
PAND-AC J2CaE-PF
(MWRDs) £h1LhF AL
AAMST ONLPA/DNSAT?

1L.AP 2. hEEAT

209

11

ACH/ACA NSCM Pam LA
AMT ONLPA/DNEBAT?

2. REEAT

210

®ARNT

NA74°1AeT AL

AP

PAT™

AP

PAGR

12

PHCA) LMD PHN/ATES
&ML TP (TLCP)
aoangp gon Pk PAGP
N2 %

211

13

PHCA) LMD PHN/ATES
&ML TELI® (TLCP)
PAN (P4 aRaDy P

212

14

PPCAN 1H® PN, hEA
anH7

213

15

PPCN LHMO PN 2444
AS PHO-M-C &

214

16

PPCN 1LHD- PR
gRCaRsL M PR

215

17

PPCN 1H® P4 Ga0t
PhH &AJT Prhhoq

216
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@Mt AT Adet PEN
L +oINGF L7 CF
oy

18 | etn, 704 (flip chart) 217
19 | AN 14CA (PTB) 218
gorans. x5 hhoeg &AF
126& (Flow chart)
20 | N+APR £YLPF P+HIE, 219

PN, 7h+CF

8s-tN eI

21

RHZE

RHZ

RH

Ethambutol

INH

222 PARE 51T AT AIMIRPT POrPA?

1.AP 2.PA9"

223 AP NU1E AR PUA 1H?

1. hATE A9RT+H
LN 2. AL
A9yt 7899 3.
UAT A9RYF
1299 4. hUA+T
A9°TF NAL

224 PAREAD/ P IH, PAG/PAREAD, P 1H, PN (FEFO/FIFO)

ANGCT 21 NGA?

1. AP 2. hELAIR?
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5051t &ANTPT ATET LONTA?

1. At 2.
990+t 3. N&+§
NAAMGF ARS
LONTA 4. AA
(29178

PANGHE 0P PT

22

226 AL KANTCT
AT LN/ACAR A&
(Xpert MTB/RIF) P/
NYA M5 SCEF
panaong £M7
TANG-AC
goLans. P
(mWRDSs)?

23

227 N2 NAC
rRANTLA/[PT NCYTY
@meAChhT

24

228 HRAY (FAr L)

25

229 PIMAP HET
(Immersion oil)

hmNa ac

26

230 PARF ML+, P
nNePT

26

231 3%%

27

232 P A9R M+
(Cotton wool swab)

28

233 /7@t

29

234 PAT® PAD-
ANALNF-NTILR/$ L
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30

235 NARAT

31

236 PhAR & ap pH

32

237 PAN
PANT/PATCRT
ATANRTC

33

238 MINT NCIC/PANT
1NN N4t

34

239 NALET AdR PH
A5 ATN+hha
P, PIAIA ECATN

35

240 PqPAm P
CRETF

36

241 PYMLP Ml PF
AG PO >t
MCa>-h+

37

242 ATPAID
PIRLIAIA PNALE
mpecesr

38

243 P@-Y MNP
nAA 778

39

244 P4 N @Y NAA
P@-Y MMLP MNC
N0, Jc

40

245 PP NG

41

246 PSAR MM b, P
(N N8 PAD) 247
P+an/ans. NAR LT

42

247 P+an /e,
NALLFT AGYhbaDm
Ay
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43

248 P Ne\8,

44

249 84-1NL-5% £54
mL9™ 10% NAe P
127Nl BB

P2 1: PANL TS A1AINTT

NMG +La™> PANGFEL AIATATF AA? 1LAP 2.
PAGD

MmANP AP NPT PAAEN, (AFB) J°CaRL ENTMTA? 1. AP 2.
RENEDITE

NAL@» GaO% P+227 PRGN, (AFB) FPLARLPTF MPAA NHT:

NH =

NIHY @-AP O-MFF0 7HER (Positive) P PAAEN, (AFB) FPCaRLPTF MPAA

NAL D Ga@F PANLTE ATA AT PHMPaD FNaQ PF MPAA
NHF:

AM P 250 MANP AP YT AL RANTCT KIPEN/CE (Xpert
MTB/RIF) A& NGAT® MG &CET PR aDNgG FPANMD-AC M7
pgecans. HE,PF (MWRDs) £NTMTA?

1A% 2.
AENTORT

NAL M- 3a0F 0+L2/TF PARPANM-AL M7 PIPCARL HE,PF
(MWRDs) M»AA NH+?

P2 1. PAT1AIAT AAMD/Y LT+ AN I HCHC

PA1A%1ATF Neh, AT PN, a0 h+INC:

300. A7A°1 T NebL M- 1. AP, 2. RRNAMI,
Fha @
NOEEYF/NTUTT AAIR
£AMA?
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301. Fham Na@=N%
ANMMD Y2+ MNP
L2AT4A?

. AP, 2.

hEATETP,

302. A74°1AF Neb @~ AT
FNa- AL ALTT £
£97¢-+?

. AP, 2.

ARG 149",

Pan/ B APCNF:

304. A74°1AF Neb, M-
m Y1 $ERYT AT
m@m>AL AT8ANT
PNEGEA?.

. hP, 2.

APNEETP

305. A74°1AF Neb, M-
APmME Yngrg aoF
amanAf AT8ANT
PNEGA?

. hP, 2.

APNEETP.

306. A7A%1AF Nen, 0
paoe Y1t Uhgeam-y
Nthnd ®ns+4A ANEAT
@MUY PNLA?

. hP, 2.

APNEETP.

307. A4/ Neh, O
PATTA Phn g IRCaRL
mEF A7L9,84
SNEEA?.

AP, 2.

ASNGETR

308. A74A%1AF NepLm-
mMITM-9° O+, PANT
AT PANTT PANTT
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MG +Ha> 4758 Padm
£aDRLA?
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AEOPACID,

309. A741AeTF Neh, O
Fha@y hyhgeem- Ic
N+PLOH NIT/m PP
ATSAD- EMEPA?
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AEMESPIP,
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310. FhM@ A7+
Aeh. @Y NUhIRTm- IC
N+PPH 1T @m-F9o
a/B/mPe EMLPA?

1. AP, 2. REME IR,

311. APANP AP NPT
A1A1eF Aeh, M-
ALTINT @ mPE IRAR
NAPtA?

1. A®P, 2. ARAAMYP.

PeNRN APCNT/U1 T

312. A7A°%1 AT Ach. 0>
MINC AT MLE&H AAD-?

1. AP, 2. PAD-9P,

313. Fham N7/NENP
a0 0% BFAAN?

1. AP, 2. RETFATP,

314. A9 Fhaq Pt
Uhoeq APMNe e abm
2FAN?

1. AP, 2. RRFAIE.

315. NN, hALhT @-hm
N P@-Y MY £754?

1. AP, 2. hRT59P,

$2 IV. NATZ hAA NP 189 HY PG +2 M F @-Nd PLAM®-Y P2 FN
(DOTS) A7dAF +1N,7F Ad®79279 P+HIE AOML P /PNT1L 12799/

500. PFhag.a- P4, AOAP
em(

1. 2. AKATIPHING® ----

1. @72 2. At 3. AA+APHINGD -----

502. PFNm- H LRz —---

1. 2. hAtaRHING®
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503. PanEan/ pm-

1. 7H+-N (Positive). 2. 12N (Negative). 3.

Phi&M, (AFB) °COR¢. AATN TP AATTDHINGD —---
MMt
504. pFNm.m hNL+ 1. 2. AATdPHINGD ---

505. PFhamm-
PNAAFIeeN

1. NAhF FRCARe 0+237M PATN 7$CA (Smear positive
PTB)

2. hAYN @6 PA PEN N (EPTB)

3. NAhZF FoCaP4 PA+ZI7M PATN 19CA (Smear
negative PTB)

4. ANt @@ eY1$F P+AGRR PN, NHF (MDR) 5.
AATTRHING® ---

506. PFhm,m- 9oL

1. h8.N 2. NAA NF PaPm 3. PIZANT 4. Uh9ee
PATANAT 5. AFTA PLZM . 6. ARATAPHINGE, 7. AT
(£97%.)

507. Nh&+3 PUNIRS
M™%+ (intensive phase)

1. 2. ARA+@HING® oo

P+AM@ Yh9eq

509. NUNIRT M- N25 M- 1. 7HtA (Positive). 2. 121N (Negative). 3.
MC P+7T@ PARF AA+NAZIR/AAT+aRHINGD

goCans. MMt

510. NUNIPT O 1. 2. RA+AOHING® ----
NUA+ED- ™G PFhamm-

hANLt

511. N$MEL PUNIRT M&F | 1. 2. RATIOHING® ---

(continuation phase)
PtAM LY $+

513. NUAIPT M- N55 @ AT
N7&8@/115 @ (.,
P& (AFB) 9oCaDL
t+LC3a?

1. AP 2. Adt+8L79P---M L M P 516 LAG

514. @®ANP AP hUT:
oM+

1. 7H+tA (Positive). 2. 131N (Negative). /---/

515. PFhm m- PUNIRT
oMt

1. P87.2 AtFA PR4M 3. UNTPT PMTPP 4. ML AA
Ng e+AN. 5. P4P+ 6. PAFD$ 7. UNTRT PA+ANAT

516. PARADHIN,P A
aeiy

1. f+TA 2. PA+TAA
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P2 V1. NATL DAA TPNEP 1890 HY PG +2MF @D P AMD-T PN,
A1A%AF N+aANT PLINETFY PACHhI £28/PA1AIAT Mmé-T AdRIIR 9D

P+HIE O ML P
600
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601
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605
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0% | meye e nager Avr 010
NC 107 —
607
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612

PN AALIET NPAN

e AN 1. AP 2. ARATAGD
613 ML N hA L AdRe /N
U N+AgRL 9o PUA 1H, (L PPF/INGFT)
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8.3 Annex-3: National diagnostic algorithm for all presumptive TB cases

Persons to be screened and evaluated for TB (includes patients with CXR abnormality)

k'

Conduct Symptoms based TB Screening

(Current Cough, fever, night sweats, loss of weight)

v

Positive TB Screen (symptoms and signs
suggestive of TB) or patient with CXR
abnormalities suggestive of TB

|

Il

signs Suggestive of TB)

Negative TB Screen (No symptoms and

!

}

High-Risk Group for TB*

Not from high-risk group

for TB

Do CXR Screening

l

| !

Advise and

educate patient on

CXR
Bacteriologic evallfation usirTg abnormality g)(z;mal .| TB, Consider TPT
mWRDs, Smear Mlcrf)scopy if suggestive if eligible, Clinical
no mWRD onsite of TB judgment for
detected treatment
decisions
i 3 v v v
MTB MTB Detected MTB MTB Detected No result,
Not MTB Detected error or
(not trace) Detected (not t ) (trace) - -
detected RIF (not trace) no RI?CG RIF invalid
Resistance not RIF Indeterminate Indeterminate
detected Resistance
detected

High-Risk group for TB includes: Household contacts of TB/DR-TB, including children, People

who live in urban slums, Prisoners, Health workers, People residing or working in congregate
settings, Persons with under nutrition, PLHIV, Diabetics, People who smoke or use alcohol

harmfully, Persons above 65 years of age, Refugees and returnees, Pastoralist communities,

Internally displaced persons, Homeless/street persons and families.
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8.4 Annex-4: Analysis outputs

1. Infrastructure related characteristics of the health facilities that provide service for adult

tuberculosis patients in East Gojjam Zone, North West Ethiopia, 2025

Variables Frequency  Percent
Separate room available for TB clinic

Yes 29 100.0
The provider have a chair and table

Yes 29 100.0
The patient be able to be attended in privacy

Yes 15 51.7

No 14 48.3
All patients able to sit while waiting for treatment

Yes 9 31.0

No 20 69.0
Adequate volume of water available in the Tb clinics

Yes 9 31.0

No 20 69.0

2. Availability of trained stuffs in the health facilities that provide service for adult tuberculosis

patients in East Gojjam Zone, North West Ethiopia, 2025

Variables No %
Number of health workers trained on TB control activities

One 20 69.0

Two 5 17.2

Three and above 4 13.8
Availability of a full time staff assigned in the TB clinic

Yes 29 100.0
Ever trained on Tb control activities

Yes 29 100.0
Received refreshment trainings on Th control activities within 12 month

Yes 2 6.9

No 27 93.1
Availability of laboratory technician

Yes 29 100.0
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Variables
Ever train on AFB techniques
Yes
No
Received refreshment trainings within 12 month
Yes
No

%

89.7
10.3

6.9
93.1

3. Availability of latest version registers, manuals, guidelines and posters in the health facilities
that provide service for adult tuberculosis patients in East Gojjam Zone, North West

Ethiopia, 2025

Variables No %
TLCP manual

Yes 29 100.0
TLCP lab. Manual

Yes 29 100.0
Tb unit registry

Yes 29 100.0
Tb referral & transfer form

Yes 29 100.0
Tb sputum examination request form

Yes 29 100.0
Quarterly Tb control activity report forms

Yes 29 100.0
Tb flip chart

Yes 29 100.0
Flow chart for diagnosis and treatment of PTB

Yes 29 100.0
Tb posters in different language

Yes 29 100.0
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4. Availability of laboratory and supplies in the health facilities that provide service for adult

tuberculosis patients in East Gojjam Zone, North West Ethiopia, 2025

Variables No %
Molecular WHO recommended Rapid Diagnostics (MWRDs ) Yes 4 13.8
such as the Xpert MTB/RIF assay No 25 86.2
Microscope —Binocular -Electrical/Daylight Yes 29 100.0
Diethyl ether Yes 29 100.0
Xylene (toluene) Yes 29 100.0
Immersion oil with a dropper Yes 29 100.0
Sputum cups Yes 29 100.0
Gloves Yes 29 100.0
Cotton wool swab Yes 29 100.0
Cotton/gauze Yes 29 100.0
Pen-blue/red Yes 29 100.0
Slides Yes 29 100.0
Slide holder Yes 29 100.0
Wire loop/Wooden applicator Yes 29 100.0
Bunsen burner/Spiral Lamp Burner Yes 29 100.0
Forceps for holding slide and fixing Yes 29 100.0
Staining reagent Yes 29 100.0
Filter paper and glass flasks Yes 29 100.0
Slide rack for staining Yes 29 100.0
Basin if there is no Sink Yes 29 100.0
Water filter can with a tap if no running water Yes 29 100.0
Alarm clock Yes 29 100.0
Waste receptacle (metal with lid) Yes 29 100.0
Box for keeping examined slides Yes 29 100.0
Bucket for water Yes 29 100.0
Laboratory services available in the health facility Yes 29 100.0
AFB done Yes 21 86.2

No 4 13.8
WHO recommended Rapid Diagnostics (mMWRDSs) such as the Yes 4 13.8
Xpert MTB/RIF assay done No o5 86.2
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5. Availability of anti-tuberculosis drugs in the health facilities that provide service for adult
tuberculosis patients in East Gojjam Zone, North West Ethiopia, 2025

Variables No %
Rifampicin Isoniazid Pyrazinamide Ethambutol

Yes 24 82.8

No 5 17.2
Rifampicin isoniazid Pyrazinamide

Yes 24 82.8

No 5 17.2
Rifampicin isoniazid

Yes 24 82.8

No 5 17.2
Ethambutol

Yes 26 89.7

No 3 10.3
INH

Yes 24 82.8

No 5 17.2
Ever experienced shortage of drugs

No 22 75.9

Yes 7 24.1
If yes, for how long

Two months 2 28.6

Three to six month 2 28.6

More than six month 3 42.9
Practice FEFO/FIFO

Yes 29 100.0
Way of determining drug requirements

Calculation 5 17.2

RRF 24 82.8
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6. Communication between health care providers and tuberculosis patients at the health
facilities that provide service for adult tuberculosis patients in East Gojjam Zone, North West
Ethiopia, 2025

Variables Frequency  Percent
Provider great the patient in a friendly/polite manner
Yes 23 79.3
No 6 20.7
Patient participate in part of decision making process
Yes 10 34.5
No 19 65.5
Provider and patient speak the same language
Yes 25 86.2
No 4 13.8

7. Counseling of tuberculosis patients at the health facilities that provide service for adult
tuberculosis patients in East Gojjam Zone, North West Ethiopia, 2025

Variables No %
Provider explain how to take the drugs

Yes 29 100.0
Provider explain when to return for the next treatment

Yes 29 100.0
Provider explain the need to comply with the drug treatment

Yes 29 100.0
Provider explain when follow-up sputum microscopy is done

Yes 29 100.0

Provider advices the patient to bring any family member/neighborhood having
sign and symptoms of Tb to the Health facility

Yes 17 58.6

No 12 41.4
Provider ask the patient for any concerns regarding the treatment

Yes 10 34.5

No 19 65.5
Patient ask the provider for any pieces of information regarding the treatment

Yes 16 55.2

No 13 44.8

Provider respond to the client’s question
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Variables No %

Yes 16 100.0

8. Use of latest registers, manuals, guidelines and formats among health care providers at the
health facilities that provide service for adult tuberculosis patients in East Gojjam Zone,
North West Ethiopia, 2025

Variables No %
Latest version of TLCP manual use Yes 29 100.0
Latest version of TLCP lab. Manual use Yes 29 100.0
Latest version of Tb unit registry use Yes 29 100.0
Latest Tb referral & transfer form use Yes 29 100.0
Latest version of Th sputum examination request form use Yes 29 100.0
Latest version of quarterly Tb control activity report form use Yes 29 100.0

9. Laboratory tests done for adult tuberculosis patients at the health facilities that provide
service for adult tuberculosis patients in East Gojjam Zone, North West Ethiopia, 2025

Variables No %
First acid fast bacilli test
Yes 194 79.2
No 51 20.8
First gene expert test
Yes 50 20.4
No 195 79.6
Sputum smear test on the second month of treatment
Yes 95 38.8
No 150 61.2
AFB done on the 5th and 6/7/11th of treatment
Yes 89 36.3
No 156 63.7
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10. Treatment of adult tuberculosis patients at the health facilities that provide service for adult
tuberculosis patients in East Gojjam Zone, North West Ethiopia, 2025

Variables No %
Treatment given during the intensive phase

Yes 245 100.0
Dose of the drugs during the intensive phase

Yes 245 100.0
Drugs given during the continuation phase

Yes 209 85.3

Not recorded 36 14.7
Dose of the drugs during the continuation phase

Yes 209 85.3

Not recorded 36 14.7

11. Regular supervision of TB prevention and control activities at the health facilities that
provide service for adult tuberculosis patients in East Gojjam Zone, North West Ethiopia,
2025

Variables No %
Presence of a regular supervisor
Yes 24 82.8
No 5 17.2
Presence of schedule for supervisory visits
No 29 100.0
Frequency of supervisory visit from a supervisor
One in six month 4 13.8
Two in six month 4 13.8
More than 3 in six month 6 20.7
No visit 15 51.7
Activities supervised
Observed Tb registry form 6 42.9
All TB prevention and control activities 8 57.1
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12. Documentation of TB prevention and control activities at the health facilities that provide
service for adult tuberculosis patients in East Gojjam Zone, North West Ethiopia, 2025

Variables No %
Demographic characteristics

Recorded 245 100.0
First acid fast bacilli result

Recorded 194 79.2

Not recorded 51 20.8
First gene expert result

Recorded 50 20.4

Not recorded 195 79.6
Weight of patient at start

Recorded 226 92.2

Not recorded 19 7.8
Patient classification

Recorded 245 100.0
Patient category

Recorded 240 98.0

Not recorded 5 2.0
Treatment given during the intensive phase

Recorded 245 100.0
Dose of the drugs during the intensive phase

Recorded 245 100.0
Sputum smear result on the second month of treatment

Recorded 95 38.8

Not recorded 150 61.2
Weight of patient at second month of treatment

Recorded 200 81.6

Not recorded 45 18.4
Drugs given during the continuation phase

Recorded 209 85.3

Not recorded 36 14.7
Dose of the drugs during the continuation phase

Recorded 209 85.3

Not recorded 36 14.7
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Variables No %

AFB tests on the 5th and 6/7/11th of treatment

Recorded 245 100.0
Treatment outcomes of the patient

Recorded 240 98.0

Not recorded 5 2.0

13. TB detection rate the health facilities that provide service for adult tuberculosis patients in
East Gojjam Zone, North West Ethiopia, 2025

Activities Frequency
Total number of AFB tests done in the last one year 773
Total number of AFB tests with positives detected in the last one year 52
Total number of Molecular WHO recommended Rapid Diagnostics (MWRDs) tests 3956
done in the last one year
Total number of Molecular WHO recommended Rapid Diagnostics (mMWRDS)

. . . 171
tests with positives detected in the last one year
Total number of laboratory tests done in the last one year 4029
Total number of positives detected in the last one year 223
Case detection rate 5.5%
14. Satisifaction score of patients
Satisfaction score Frequency Percent Cumulative Percent
33.00 6 0.9 0.9
35.00 6 0.9 1.9
38.00 18 2.8 4.7
46.00 18 2.8 7.6
56.00 29 4.6 12.2
60.00 36 5.7 17.9
61.00 30 4.7 22.6
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62.00 12 1.9 24.5
64.00 48 7.6 32.1
65.00 29 4.6 36.7
67.00 18 2.8 39.6
68.00 11 1.7 41.3
69.00 29 4.6 45.9
70.00 18 2.8 48.7
71.00 18 2.8 51.6
72.00 42 6.6 58.2
73.00 18 2.8 61.1
74.00 18 2.8 63.9
76.00 42 6.6 70.6
77.00 12 1.9 72.5
78.00 18 2.8 75.3
79.00 54 8.5 83.9
80.00 18 2.8 86.7
81.00 18 2.8 89.6
82.00 18 2.8 92.4
84.00 12 1.9 94.3
85.00 36 5.7 100.0
Total 632 100.0
15. Bivariable binary logistic regression analysis output
15.1. Category of health facility (First)
Variables in the Equation
95% C.I.for
EXP(B)
B |S.E.| Wald |df|Sig. |Exp(B)| Lower | Upper
Step | Type of health facility(1) .676(.188|13.001| 1|.000| 1.967 1.362 2.841
12 Constant -1.092| 1.666| 1|.197| .888
119

a. Variable(s) entered on step 1: Type of health facility.
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15.2.

Age of the patient (Last)

Variables in the Equation

95% C.l.for EXP(B)
B S.E. | Wald |df| Sig. | Exp(B) Lower Upper
Step 12 [Age 70.015| 3| .000
Age(1) 2.033| .260| 61.053( 1| .000 7.636 4.586 12.716
Age(2) 1.340| .240| 31.110( 1| .000 3.818 2.384 6.114
Age(3) .671| .236| 8.055| 1| .005 1.956 1.231 3.109
Constant -.934| .178| 27.576( 1| .000 .393

a. Variable(s) entered on step 1: Age.

15.3. Marital status of patient (First)
Variables in the Equation
95% C.l.for EXP(B)
B |S.E.|Wald |df| Sig. | Exp(B) | Lower Upper
Step 1% | Marital status(1) .388|.161|5.832| 1|.016| 1.474 1.076 2.018
Constant -.161(.118|1.839| 1|.175 .852
a. Variable(s) entered on step 1: Marital status.
15.4. Educational status (First)
Variables in the Equation
95% C.I.for
EXP(B)
B |S.E.| Wald |df|Sig. |Exp(B)| Lower | Upper
Step | Educational status 46.182| 2|.000
12 Educational status(1) .711|.242| 8.662| 1|.003| 2.037 1.268 3.272
Educational status(2) 1.493|.232]41.469| 1|.000| 4.451 2.825 7.011
Constant -.8941.198/20.411| 1/.000| .409

a. Variable(s) entered on step 1: Educational status.

15.5. Monthly income (First)
Variables in the Equation
95% C.l.for EXP(B)
B |S.E.| Wald |df| Sig. | Exp(B) | Lower Upper
Step 1* | Monthly income 48.003| 3| .000
Monthly income(1) 225(.233]  .929| 1| .335| 1.252 793 1.979

97




Monthly income(2) 740 .231| 10.271| 1|.001| 2.095 1.333 3.294
Monthly income(3) | 1.705| .269| 40.022| 1| .000| 5.500 3.243 9.327
Constant -.565| .177| 10.189| 1| .001 .568

a. Variable(s) entered on step 1: Monthly income.

15.6. Presence of visit cost (First)
Variables in the Equation
95% C.l.for EXP(B)
B S.E. | Wald |df| Sig. | Exp(B) Lower Upper
Step 1 |Presence of 1.491| .174| 73.455| 1| .000 4.440 3.158 6.244
visit cost(1)
Constant -.564| .109| 26.756| 1| .000 .569

a. Variable(s) entered on step 1: Presence of visit cost.

15.7. Period on treatment (First)
Variables in the Equation
95% C.l.for EXP(B)
B |S.E.| Wald |df| Sig. |Exp(B)| Lower Upper
Step 12 | Period of TB treatment(1) | .766|.162|22.252| 1|.000| 2.150 1.564 2.955
Constant -.353|.118| 8.980| 1/.003| .703
a. Variable(s) entered on step 1: Period of TB treatment.
15.8. Accessibility of service (Last)
Variables in the Equation
95% C.I.for
EXP(B)
B S.E. | Wald df Sig. |Exp(B)| Lower | Upper
Step | Accessibility of 1.658| .194| 73.384 1| .000| 5.250| 3.592| 7.672
12 TB clinic(1)
Constant -1.119| .166]| 45.328 1/ .000| .327
a. Variable(s) entered on step 1: Accessibility of TB clinic.
15.9. Waiting time (Last)
Variables in the Equation
B S.E. | Wald |[df]| Sig. | Exp(B) | 95% C.I.for EXP(B)
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Lower Upper
Step 1* | Waiting time(1) 1.317] .299] 19.341 .000| 3.731 2.075 6.708
Constant -1.139] .287| 15.737| 1| .000 320
a. Variable(s) entered on step 1: Waiting time.
15.10. Availability of all TB treatment services
Variables in the Equation
95% C.I.for
EXP(B)
B |S.E.| Wald |df| Sig. |Exp(B)| Lower | Upper
Step |Service availability for all TB | .608|.161|14.196| 1(.000| 1.837| 1.339| 2.521
12 problem(1)
Constant -1.118| 5.445| 1|.020| .759
276

a. Variable(s) entered on step 1: Service availability for all TB problem.
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16. Multivariable binary logistic regression analysis output

Variables in the Equation

95% C.I.for
EXP(B)
B S.E. | Wald |df]| Sig. | Exp(B) | Lower | Upper

Step | Type of health .658| .241| 7.463( 1| .006 1.931| 1.204 3.095
12 facility(1)

Age 28.546| 3| .000

Age(1) 1.330| .383| 12.028( 1| .001| 3.780( 1.783 8.014

Age(2) 017 .362 002 1| .963| 1.017 501 2.065

Age(3) -707| .376| 3.527| 1] .060 493 236 1.031

Marital status(1) .783| .276| 8.074| 1| .004| 2.189| 1.275 3.757

Educational status 26.892| 2| .000

Educational status(1) .039| .349 012] 1| .912] 1.040 524 2.060

Educational status(2) | 1.331| .370| 12.968| 1| .000| 3.786| 1.834 7.813

Monthly income 47.713| 3| .000

Monthly income(1) 1.210| .346| 12.253| 1| .000| 3.354| 1.703 6.604

Monthly income(2) 1.828| .402| 20.695| 1| .000| 6.222 2.831| 13.678

Monthly income(3) 2.943| .440| 44.628| 1| .000( 18.965| 7.999| 44.966

Presence of visit 2.033| .308| 43.466| 1| .000( 7.633| 4.172| 13.968

cost(1)

Period on TB 1.646| .297| 30.786| 1| .000| 5.184| 2.899 9.270

treatment(1)

Accessibility of TB 1.166| .283| 16.931| 1| .000| 3.211| 1.842 5.596

clinic(1)

Waiting time(1) .900| .386( 5.424| 1] .020| 2.460( 1.153 5.246

Service availability 76| .291 366 1| .545 1.193 674 2.111

for all TB problem(1)

Constant -6.152| .678| 82.275| 1| .000 .002

a. Variable(s) entered on step 1: Type of health facility, Age, Marital status, Educational status,
Monthly income, Presence of visit cost, Period on TB treatment, Accessibility of TB clinic,
Waiting time, Service availability for all TB problem.
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