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Abstract
Background: - Knowledge, attitude and practice gaps are among the main chalenges in
providing quality basic health services to the urban community. This can be among the reasons
for low tuberculosis case detection by urban health extension professionals. Identifying
knowledge, attitude and practice gaps and associated factors, and taking active measures towards

the gaps could improve tubercul osis case detection.

Objective: - To assess the level of knowledge, attitude and practice of urban health extension
professionals towards tuberculosis case detection and associated factors in Addis Ababa,
Ethiopia

Methods: - A cross-sectional study design was used from April to May 2019 in randomly
selected four sub-cities in Addis Ababa, Ethiopia. Data was collected from 402 study participants
using structured questionnaire. Epi info version 7 was used for data entry and SPSS version 20
software for data analyses. To identify variables which have significant association with the
outcome variables, multivariable logistic regression analysis was performed. The statistical

significant was determined by adjusted odds ratio with 95% confidence interval.

Result: - This study showed that 56.2 of the respondents have good knowledge, 58.5% good
attitude and 52% good practice towards tuberculosis case detection. Age group of 25-34 years
old and frequency of supportive supervision on weekly basis are significantly associated with
good knowledge with p-value of 0.008]AOR=2.487, (95% CI =1.265-4.888)] and p-value of
0.006[AOR=2.911, (95% CI=1.361-6.225)] respectively. Similarly getting referral feedbacks
from the catchment health centres is significantly associated with the good practice of the study
respondents with p-value of 0.001]AOR=3.526, (95% CIl=1.665-7.467).

Conclusion: - This study reveals that half of the urban heath extension professionals have a
good knowledge, attitude and practice which is relatively not satisfactory to provide good quality
services to the urban community. Interventions that boost the knowledge, attitude and practice
level of them should be implemented including frequent supportive supervision, providing
referral feedback timely from the heath centers and engaging family members in supporting

tuberculosis patients.



1. INTRODUCTION

1.1 Background
Tuberculosis (TB) is a chronic infectious disease caused by a bacterium called Mycobacterium

tuberculosis. Throughout the world TB is amajor public health problem(1,2). About one third of
the population in the world is estimated to be infected with tubercle bacilli and is at risk of
developing active TB at any time in the future. Mainly the disease affects the lungs (pulmonary
TB) but it can also affect other sites of our body which is known as extra pulmonary TB)(1-4).
TB is the ninth leading cause of mortality worldwide, and the leading cause from a single
infectious agent, ranking above HIV/AIDS(3).

According to the Ministry of Health, 2017, annual report among all forms of the TB cases, 40%
were bacteriologically confirmed new and relapse, 29% were clinically diagnosed new cases and
31% were extra pulmonary new TB cases in Ethiopia. Among the total TB cases detected in the
year 4.2% were previoudly treated cases. There was a high variation among regions and city
administrations that range from 88 cases to 368 per 100,000 in Somali and Dire Dawa
respectively. Addis Ababa city administration is among those with more than 200 cases per
100,000(5).

As a strategy urban health extension program was one of the focus areas during implementation
of Health Sector Development Plan IV to strengthen urban health services. This program mainly
focuses on health promotion and disease prevention activities at the community level. The main
objective of urban health extension program (UHEP) is to provide home and community based

health promotion as well as preventive quality health services for urban community.

Implementation of urban health extension program was started in Addis Ababa in 2009 by
deploying female diploma nurses after providing 3 months pre-service training on service
packages to provide basic health service at community level (6,7). Disease prevention, promoting
healthy life styles, providing basic curative services and screening and referring clients/cases to
the health facility for further investigation are among the main focus areas of the program(8).
Tuberculosis prevention and control program is one of the packages included in the program

packages(6). Involvement of the community in TB prevention and control activities, which is



community Based Tuberculosis Care (CBTC), is a working partnership among the health sector
and the community in TB prevention and care activities (1,2,9). Providing quality TB prevention
and controlling services at community level is crucial to reduce transmission of TB, morbidity
and mortality by TB isthe main purpose of CBTC(9).

In tuberculosis prevention and control program health extension professionals have great role
like actively searching for tuberculosis suspects during their home visits, early identification of
tuberculosis suspects, tracing contacts of TB cases, and supporting and encouraging TB patients
to adhere to their medications and tracing of defaulters and referring them to the health facility
for further investigation and treatment (2,5,9,10).

Despite their contribution in tuberculosis prevention and control program, as shown in health
extension program assessment result which was done by ministry of health and mid-term review
of health sector transformation plan (HSTP), health extension professionals have competency
gaps in providing services in the urban community(7,11). In addition to that as indicated in the
specia bulletin 2019 of federal ministry of health, generally health extension professionals have
knowledge, attitude and skill gaps in delivering quality health services to their communities(12).

The health service provider having good level of knowledge could have good level good level of
confidence to provide the service and hence may have practice of detecting tuberculosis suspects.
And this may increase tuberculosis case detection ability of the service provider(13). Frequent
household visit by headth extension professionals increases the chance of getting adequate
information about tuberculosis for the community. An individual with sufficient information
about signs and symptoms of tuberculosis can visit the health facility at any time when the
situation happens (14). The aim of this study was to assess knowledge, attitude and practice level
of urban health extension professionals (UHE-ps) and associated factors towards TB case
detection.



1.2. Statement of the problem

According to the annual report of Federal Ministry of Health, 2017, one-third of the estimated
people with tuberculosis are un-detected and un-treated every year in Ethiopia. The report in the
same year shows that tuberculosis case detection rate of Addis Ababa was 64%, which is below
the target set for the year (85%). Addis Ababa city administration is one of the high tuberculosis
burden regiona states (5).

In the annual plan of Addis Ababa Regional Hedth Bureau in 2017, among all forms of
tuberculosis cases detected, 40% of them were expected from UHE-ps through referral of
presumptive tuberculosis cases to the health facilities. But the contribution of UHE-ps in

tuberculosis case detection was only 3%(15).

For the low performance one of the contributing factors is knowledge, attitude and practice gaps
in providing quality services in addition to access issues. Different studies, reviews and
assessment results clearly show that they have competency gaps in the general program
area(7,11,12). And a study done in Addis Ababa on the competency level of UHE-ps shows that
amost haf of the UHE-ps were not competent(16). The result of the special bulletin 2019 of
federa ministry of health, also shows that knowledge, attitude and practice gaps exist in
delivering quality health services to their communities(12). It is obvious that knowledge and
attitude gaps among the service providers affect tuberculosis case detection through decreased
interest to visit households and less confidence to perform their duty in the community. Hence,
this could affect their practice in accomplishing activities that increase their case detection
ability(11,14).

By considering the gaps on their competency gaps(7,11,12) with the low TB case detection(15)
by UHE-ps, this study was designed to assess the level of knowledge, attitude and practice
(KAP) and associated factors towards TB case detection among UHE-ps. Identifying the real
factors could help to resolve the problem and improves the case detection by UHE-ps by
improving their KAP level.



1.3. Significance of the study

Early detection of suspect cases reduces the infectious period of the tuberculosis disease.
Effective screening of suspected TB cases can increase the detection rate and have great
contribution to achieve tuberculosis prevention and control goals and improves the health

condition of the general community regarding tuberculosis.

Identifying urban health extension professionals’ knowledge, attitude and practice gaps and
taking active measures towards the gaps could improve tuberculosis case detection. This study
also will benefit the health system by recommending identified factors that are associated with
the KAP of UHE-ps towards TB case detection, providing the findings to the policy makers and
planners. Information about KAP of UHE-ps towards TB case detection in urban setting is not
known, specifically at Addis Ababa. It also helps to cover the areas not addressed by others. And
it will serve as future reference for researchers on the area since little is done on the area. The
result of this study could also be used by Addis Ababa regiona heath bureau or FMOH to
optimize the approach to increase TB case detection by UHE-ps. In addition to that findings of
this study could be used when revising the CBTC implementation manual and the approaches.



2. LITERATURE REVIEW

Community-based screening of TB case significantly improves the case detection rate (CDR) for
all age groups (17). More than two folds of new tuberculosis cases were detected through active
case finding compared to routine passive case finding at health facility. Study done in Somali
region shows that 20.3% of the tuberculosis patients detected were referred by health extension
workers from the nearby community(14). For every smear-positive case on the treatment of
tuberculosis a the health facility, there are 2.5 undetected pulmonary tuberculosis (PTB) cases
found in the community (18).

Involvement of HEWS in the tuberculosis disease prevention and control activities in the
community improves the TB case detection because of improved access to the services for the
local community (17). Nearly two folds of tuberculosis cases were identified by health extension
workers (66%) through door-to-door visits in the community compared to clients identified in
the health facility (34%). Through the household visits by health extension workers, contacts of
the tuberculosis smear positive cases were identified. Among identified household contacts,
14.9% of them had symptoms suggestive of TB(19).

In the study conducted in the southern Ethiopia, almost one-third of the study participants
consult their parents, close friends, religious leaders and elders or community leaders rather than
consulting health workers during their illnesses if they got tuberculosis(20). This may result in
high number of undiagnosed TB cases in the community. One of the most important barriers to

improve tuberculosis care isidentified as low tuberculosis case detection rate (21).

2.1. Leve of knowledge, attitude and practice of health extension wor ker ss‘community

health workerstowards TB case detection

A study conducted in Brazil on active case finding of tuberculosis, most of the community health
workers (CHWSs) have weaknesses in cough investigation at home visits (22). Another study
conducted in Nigeria shows that half of the study participants are well knowledgeable and half of
them had not satisfactory knowledge about tuberculosis. For example majority of the
respondents of the study were unaware about the duration of the treatment of tuberculosis and
even one-fourth of the study participants had no awareness about cure of tuberculosis using
DOTs strategy (23).



Regarding attitude of the study participants study conducted in Nigeria shows that almost all
respondents of the study have compassion and desire to support a person with tuberculosis
diseases. There is dstatisticaly significant association between work experiences of the
community health workers and attitude towards tuberculosis with P-value of 0.049 (23).

A study conducted in Ethiopian Somali region shows that overal 20.3% of the PTB patients
were referred by HEWSs for further investigation and treatment from their community. The same
study shows that more than half of the PTB patients had never been visited by a HEW. A home
visit by HEWSs nearly tripled the chance of being referred by HEWSs to the hedth facility for
further investigation. Less frequent home visits by HEWSs is directly related to delay of health
care seeking of the patients; in which it affects early case detection of tuberculosis (14).

A study conducted in southern region clearly indicates that actively searching for TB suspect
cases in the community have great effect on tuberculosis case detection rate(24). Work
experience of the study participants is significantly associated with their case detection practice
with P-value of 0.003(23).

On the other hands, even if they had taken in-service training most of the health extension
professionals were in problems in demonstrating required competencies in delivering quality
services to the community in their catchment areas which is as aresult of lack of critical thinking
and knowledge(25).



2.2. Factors affecting knowledge, attitude and practice of health extension

wor ker ss‘community health workerstowards TB case detection

Different studies show that there are many factors that affect KAP of health care professionals.
The factors can be either external or internal. Mainly the influencing factors can be categorized
in to socio-demographic individual (provider)related factors, heath system related factors and

environmental factors (26).

2.2.1. Socio-demographic and individual (provider) related factors

A study conducted in Nigeria shows that the age of the study participants was associated with
their knowledge towards tuberculosis. Study participants of younger age have better knowledge
of tuberculosis. In the same study, year of service of the respondents is also associated with
attitude and practice with P-values 0.049 and 0.003 respectively. But sex, educational level,
religion, marital status and workshop attendance have no association with knowledge, attitude

and practice of respondents of the study towards tuberculosis (23).

There are also different conditions that affect the ability of heath extension professionals to
perform their work in a better way. Problem solving approaches and the commitment they have
on their day to day activity to provide better quality services to the community are among the
factors that affect their performance (27,28). Frequency of home visits by health extension
professional s increases the chance of the referral of the suspect cases to the health facility. Home
to home visit by the health extension workers tripled referral of the suspect cases to the health
facility(17).

A study conducted in southern part of Ethiopia shows that through the visits by HEWS,
household contacts had symptoms suggestive to tuberculosis (19). Becoming active part of case
detection of tuberculosis contributes to gaining of experience, new knowledge and skills which

in turn improves their satisfaction (27).



2.2.2. Environmental factors

In the study conducted in Northern Ethiopia, most of the study participants indicated that they
had no support from their families and from the community(29). Because of fear of TB infection
and inappropriate heath education messages by media, some community members stigmatize
tuberculosis patients. As a result stigma is one of the factors that cause delay of health seeking
behavior of TB patients and which affects early detection of TB cases(29,30). Geographic factors
like distance from the health posts to the households in the boarder of the kebele(in the urban
context may be transport cost) are also other factors that affect the case detection and hence it
influences the case detection practice level of the health extension workers. In addition to that
lack of ownership and community support are also among the barriers that affect sustainability of

the community health programs.

2.2.3. Health system related factors

Strong health system has generally great contribution in better tuberculosis case detection. There
are many health system related factors that influence case detection of tuberculosis. For example,
in-service training, supportive supervision from woreda or regiona health bureau and absence of
formal referral papers to refer presumptive TB cases (17). It is clear that supervision skills and
approaches are very important to motivate and improve the performance of HEWs. But a study
shows that the approach relays on faultfinding, infrequent and non-systemic supervision types
which created discomfort for their work(31).

Providing training for health extension workers to increase their capacity has direct effect on
tuberculosis case detection rate(16). Lack of in-service training is identified as one of the factors
for low involvement of health extension workers in referral of suspected cases to the health
facility. After receiving refresher training, HEWs were more motivated to visit households (17).
Getting trained empowered the health extension workers and motivates them to work more
effectively (27,31). Another issuein relation to the health system is poor referral linkage between
health centers and health extension professionals and poor experience of providing feedbacks to
health extension workers for referred suspect cases (17,32).



In addition to that incentives are among crucia factors for HEW’s better performance and
improve quality of tuberculosis case detection. Poor feedback of the results and too few health
extension workers carrying out house-to house visit are some of the barriers in the intervention
activities. Providing incentives (for example telephone airtime) to health extension workers for
each number of cases screened and number of patients diagnosed was used to motivate and

facilitate the communication(27).

Transportation cost may have its own effect on the case detection. Another challenges
community health volunteers (CHVs) facing was lack of referral form to refer suspected
tuberculosis case to the health centers/health facilities. To overcome the problems regular follow
up is very effective but not conducted regularly by the CHVs because of the reasons like
transportation problem, low CHV's motivation and more focus was given to activities of non-
governmental organizations (NGO) for which they worked(33).

A qualitative study conducted in Oromia regional state shows that health extension workers are
burdened by additional tasks which are non-health related and from other sectors. So many
activities have been added to the HEP program because of integration with different areas(31).
Situational analysis done by Yae Global Heath leadership institute on Ethiopian health
extension program shows that more than two third of the HEWs believe that they are overloaded
with different assigned tasks which have been affecting their performance(34). Another study
also shows that different development partners are also using HEWs to implement their program
activities which have been creating heavier workloads for HEWS(35).



3. CONCEPTUAL FRAMEWORK

The conceptual framework for this study is constructed based on the factors that influence tuberculosis case detection by HEW's that
areindicated in the literature part and by adopting National Tuberculosis program conceptual framework.

Socio-demographic factors

v Age
v Marital status
v" Educationa level

Individual (service provider) v Environmental factors
related factors

to the patients

v" Closed doors
v' Commitment KAP of UHE-ps v Transport cost of TB patients
v Confidence towards TB case v’ stigmaby the society

v’ older or younger age of suspects
v' Problem solving ability detection v' Families or community support
v

Year of experiences

Health system related factors

Training

Supportive supervision
Workloads/urgent tasks
Presence or absence of
guidelines or manuals
Feedback system

AN

<

10



4. OBJECTIVES

4.1.

4.2.

>

vV V V V

General objective

To assess the level of knowledge, attitude and practice towards tuberculosis case
detection and associated factors among urban health extension professionals working in
Addis Ababa, Ethiopia.

Specific objectives

To determine knowledge of UHE-ps towards TB case detection

To determine attitude level of UHE-ps towards TB case detection

To determine practice level of UHE-ps towards TB case detection

To identify factors affecting knowledge, attitude and practice level of UHE-ps towards

TB case detection.
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5. METHODS

5.1. Study area and study period
This study was carried out in Addis Ababa, Ethiopia. Addis Ababa is the capital city of Federal

Democratic Republic of Ethiopia and has 10 sub cities and 119 woredas (smallest administrative
unit). Addis Ababa is the largest city in the country by population, with a total population of
3,384,569 according to the 2007 census. Figure 1 shows map of the study area. Currently there
are total of 98 government health centersin Addis Ababa. In the selected four sub cities there are
43 woredas and 36 health centers. All of the health centers are currently providing tuberculosis
prevention and control services. Totally there are 1141 UHE-ps currently working in Addis
Ababa. In the selected four sub-cities currently there are 440 UHE-ps serving atotal of 1,177,022

populations.

The study period was from April-May, 2019.

Figure 1: Map of Addis Ababa city administration (source: - Addis Ababa city administration
website http://www.addisababa.gov.et/es/web/guest/city-map)

12




5.2. Study design

Institution based quantitative cross-sectional study design was employed to assess knowledge,
attitude and practice of urban health extension professionalsin detecting TB suspects.

5.3.  Sourcepopulation

The source population was all urban health extension professionals working in Addis Ababa.

5.4. Study population

The study population constitutes UHE-ps working in the randomly selected four sub-cities.

55. Samplesize

The proportion of UHE-ps knowledge, attitude and practice towards TB case detection is
unknown. Because of lack of the evidences, 50% proportion was taken for sample size
determination. Moreover, it assumes the degree of precision for generalization as 0.05 and
degree of confidence with which to conclude equals 95%. With the above assumptions the

sample size was calculated using simgle population proportion.

Assumption

n = Sample size
Zy 2 = 1.96, which is the upper percentile of the standard normal distribution.

p = proportion of UHE-ps knowledge, attitude and practice towards TB detection, which is
approximately 50%

d = degree of precision 0.05

By deploying single population proportion formula the sample size was calculated using the
formula

(za/2)2.p(1-p)
- d2

il

 (196)2(0.5x05) =384
B 0.05%

By adding 10% for non- response rate; and finally it makes the total sample size 422.
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5.6. Samplingtechnique

There are 10 sub-citiesin Addis Ababa city administration. For the purpose of this study four sub
cities were selected randomly/lottery method/. The four sub-cities included in this study were
Akaki Kality sub-city, Gulele sub-city, Lideta sub-city and Yeka sub-city. All urban health
extension professionals in the selected four sub cities were included in the study. The main
reason to include all urban health extension professionalsin the four selected sub citiesis that the
total number of UHE-ps in the four sub citiesis nearly equal to the sample size of the study. And
in addition to that scarcity of resource to cover more than four sub cities in this study. There
were 440 urban health extension professionals active before data collection (during project

proposal preparation) period in the selected four sub-citiesin Addis Ababa.
5.6.1. Inclusion criteria

All urban health extension professionals working in the selected four sub cities were included in
the study. There are 440 UHE-ps in the selected four sub-cities. As indicated above the main

reason to include all UHE-psin the four selected sub citiesisrelated to their number.

5.6.2. Exclusion criteria
a. Service year of lessthan six months.

b. Serioudly ill, including maternity leave

5.7. Datacollection procedures

A self-administered questionnaire was used to collect data. The questionnaire contains variables
related to socio-demographic, general questions, knowledge, attitude and practice of UHE-ps
towards TB case detection. Origina guestionnaire was prepared in English and translated to
Amharic language (national language of Ethiopia) and finally back to English to check its
consistency. Pre-test was done before actual data collection to check the clarity, sequence,
consistency and time required to fill the entire questionnaire. For the pre-test 10% (on 40 UHE-
ps) of the total sample size was used. Some amendments were done after pre-test. Four data
collectors were recruited to facilitate the data collection process. One day training was provided
to the data collectors by the principal investigator. During the orientation, the importance of

obtaining the respondents consent and respecting their right to respond or not to respond to the
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whole questionnaire or any part of the questions was emphasized, in addition to ensuring
confidentiality. A brief explanation of the study was given to the study participants. All data

collectors were closely supervised by the principal investigator.

The study tool was adapted from different previous related studies(13,20,23,27,36). Generally
the questionnaire contained 40 questions consisting of five sections: Section A: Socio-
demographic information (4 questions). This included the respondents’ age, education level,
marital status and years’ experience as UHE-ps. Section B: General information questions (10
guestions) related to tuberculosis case detection. Section C: Knowledge about TB (10questions).
In this section, the respondents were asked about the as the cause of disease, the mode of
transmission, signs and symptoms, prevention measures, related to treatment and etc. Section D:
Attitude on TB. The respondents were asked about their feelings regarding TB case detection
which were answered on the Likert-scale. Section E: practice section. In this section participants
were asked about their practice of home visits, referring suspect cases and coordination between
UHE-ps and TB department and related questions.

5.8. Operational definitions

Urban health extension professionals refers to female diplomaor level 1V nurses hired to work
in the community basically on preventive and basic curative services focusing on households,
youth centers and schools.

Competency refersto skills, traits, qualities or characteristics that contribute to a person's ability

to perform responsibilities in an organization.

Community Based Tuberculosis Care (CBTC) is a working partnership among the health

sector and the community in TB prevention and care activities(9)

Tuberculosis suspects refers to any person with cough for two weeks or more; or with other
signs and symptoms TB patients like fever for more than 2 weeks, night sweats, unexplained
weight loss and loss of appetite; or people living with HIV/AIDS with cough of any duration.

Tuberculosis case detection refers to identification of tuberculosis suspects (people with
symptoms of TB) by urban health extension professionals during their home visits; or it refers to
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a symptom based screening of tuberculosis suspects in the community and referring them to the
health facility for further investigation(10).

A TB contact is defined as a person living in the same household or being in frequent contact

with a person who has pulmonary tuberculosis.

Environmental factors refer to those factors which are externa to the service providers that
affect the KAP level of the study participants towards tuberculosis case detection. These are
geographic factors, factors related to the TB suspects/patients (social, financial, cultural etc.), age

of the clients and others

Health system related factors refers to factors that may determine the KAP level of UHE-ps
which are related to the health system like training, supervision, workload, coordination between
PHCUSs, feedback system etc.

Good knowledge refers to the knowledge level of the study participants whose knowledge score

from the knowledge questions was equal or greater than the mean score of knowledge.

Good attitude refers to the level of an attitude of the participants of the study whose score from
the attitude questions is greater than or equal to the mean score of attitude.

Good practice refers to the practice level of the study participants whose practice score from the

practice questions is greater than or equal to the mean score of practice.

5.9. Data management

The collected data was checked for completeness, accuracy and clarity. Codes were given to the
each questionnaire, and participant during data collection, so that any identified errors could get
traced back using the codes. The necessary feedback was given to the data collectors. Coded data
was entered into Epi info version 7 computer software package. After the entry of every
guestionnaire is completed, the soft copy of every questionnaire was checked with its hard copy
to see for the consistency. After the cross checking, cleaning was made to avoid missing values,
outliers and other inconsistencies before analysis. Data was cleaned using frequency to see the
missing value and descending and ascending order to see the outliers. Cleaned data was exported

to SPSS version 20 software package for analysis. Data was handled in different folders and
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backups were kept in different stages of analysis and report writing by giving consecutive

Version names.

5.10. Dataanalysisprocedures

The coded data was entered in to computer using Epi Info version 7 software and transferred to
SPSS version 20. Coding of different variables was aso carried out before analysis. Missing
values, duplicates and outliers in the data were checked. Descriptive statistical values such as;
frequencies, percentage, mean and standard deviations were used primarily to summarize as well
as to describe the data.

Logistic regression analysis was carried out at two levels. Bi- variable and multi- variable
analysis was done between independents and dependent variables to identify independent factors.
A binary logistic regresson model was used to identify factors associated with KAP level of
UHE-ps towards TB case detection. Variables with P-value less than 0.2 in bivariate analysis
were entered in to multivariable logistic regressions to control confounders. Multivariable
logistic regression model was used to identify factors associated with KAP level of UHE-ps
towards TB case detection. During the anaysis p-vaue and 95% CI for OR was used in
determining the significance of association. Result was presented in text, table and graphs.

5.11. Study variables

5.11.1. Dependent variables
v Levd of knowledge

v Leve of atitude
v Levd of practice
5.11.2. Independent variables

a) Socio-demographic and individua provider related variables (age, marital status,
educational level, work experience as UHE-ps, commitment, confidence, problem
solving ability, etc.)

b) Environmental variables (Closed doors, families or community support to the
patients, stigma by the society)

c) Health system-related variables (training, supportive supervision & Feedback

system, workloads/urgent tasks, presence or absence of guidelines or manuals
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5.12. Dataquality assurance

Quality of the data was assured through careful design, transation and retransation and pre-
testing of the questionnaire, close supervision of the data collectors and proper handling of the
data. Questions were made easy and clear. After pre-test on 40 UHE-ps from Kirkos sub-city,
some necessary modifications were made on the tool based on the findings during the pre-test.
Training was provided to data collectors on the study tool and data collection producers prior to
the beginning of the data collection. Each questionnaire was coded separately after data
collection. The principal investigator supervised the field activity closely on daily basis. Data
entry was done carefully after checking each questionnaire filled by the respondents. And aso
data cleaning was aso done after finalizing data entry to Epi info version 7 and exporting to

SPSS version 20 version.
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5.13. Ethical consideration

Ethical clearance for the research was obtained from Research Ethical Committee (REC) of
Addis Ababa University, college of health science, school of public health. After getting
approval by the REC, letter was also obtained from Addis Ababa University, collage of Health
Sciences, school of Public Health. Ethical clearance was also given by Addis Ababa regiona
health bureau, Headlth Research and Emergency Management Directorate. Letters of
support/permission was received from Addis Ababa regiona Health Bureau and sub-city health
offices in the study area. Informed consent was aso obtained from the respondents before the
data collection. Similarly the respondents were informed about the purpose of the study. The
respondents were aso informed that all information obtained from them will be kept confidential
and is meant only for the purpose of the study. The respondents were aso informed that she will
have the right either to involve or not in the study. The study will be important to contribute
necessary information for decision makers and other concerned bodies in the study area and at

nationa level at large.

5.14. Dissemination of results

Final copy of the report will be submitted to Addis Ababa University, School of public health.
The finding of the study will be communicated to all relevant organizations and bodies who can
make use of the study findings including Addis Ababa Health Bureau, Addis Ababa University,
School of Public Health, and Ministry of Health and will be sent for publication to Local or
International Journals.
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6. RESULT

A total of 402 female urban health extension professionals were participated in this study giving
the response rate of 95.26%.

6.1.  Sociodemographic characteristics

The mean age of the study participants was 27.8(3.51+SD). Nearly 80% (319) of the respondents
were in the age group of 25-34 years. Regarding their marital status, more than half (56%) of the
respondents are married and nearly 40% of them were single. Over 80% of the respondents are
diploma graduates where as others are BSC degree holders. Their work experiences as an urban
health extension professionals ranges from 7 months to 10 years. The mean service duration of
the study participants of this study as urban hedth extension professiona is 4.66. The
sociodemographic characteristics of the respondents are shown in the table 1.

Table 1: Socio-demographic characteristics of respondents in selected four Sub-
city, Addis Ababa, Ethiopia, April-May 2019, (N=402)

Variables Number Percent
Age-group
<24 63 15.67
25-34 319 79.35
>35 20 4.98
Total 402 100
Marital status
Single 159 39.55
Married 225 55.97
Divorced 8 1.99
Widowed 7 174
Separated 3 0.75
Total 402 100
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Educational status

Degree 72 17.91
Diploma 330 82.09
Total 402 100
Work experiences
<3 years 169 42.04
4-6 years 105 26.12
=7 years 128 31.84
Total 402 100

6.2. Leve of knowledge, attitude and practice of urban health extension professionals

.  Knowledge towardstuberculosis case detection

For the question asked about the cause of tuberculosis, 397(98.76%) of the respondents stated the
answer correctly as mycobacterium tuberculosis. For the true/false question, “TB is mainly a
disease of the lungs, but it can also affect other parts of the body”, about 358(89.01%) of the
study participants stated the answer correctly.

More than half 205 (51.00%) of the study participants know that “a person infected with TB
stays infected for a life and may develop the disease at any time in the future”. Regarding the
signs and symptoms of tuberculosis 370(92.04%) stated cough (Persistent, productive, blood
stained), 338(84.08%) stated appetite loss, 354(88.06%) stated night sweetening, 347(86.32%)
stated weight loss and 31(7.71%) listed additional signs and symptoms of tuberculosis chest pain
(24), chills (2), fatigue (3) and fever (2).

For the question “Who is at risk of acquiring TB? respondents response include diabetic patients
72(17.91%), people living with HIV/AIDS 362(90.05%), children under the age of five and elderly
people 203(50.49%) ,those who have close contact with people with active TB 324(80.59%) and
people living in overcrowded setting (13), immunocompromised people (7) and health care
workers(1).
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For the question how a person prevents infection by tuberculosis the most frequently mentioned

responses are opening windows at home 391(97.26%), good nutrition 255(63.43%) and cooking

caw milk before feeding 329(81.84%). Other responses include opening windows in public

transport buses, properly disposing sputum, minimizing contact with confirmed TB patients and

early starting of treatment and properly completing the treatment. For the question asked about

the main aim of tuberculosis treatment the most frequently selected responses are cure patient
from TB 389(96.77%, decrease TB transmission 360(89.55%), prevent death from TB disease
335(83.33%) and prevent the devel opment of acquired drug resistance 310(77.11%).

Table 2: Knowledge of urban health extension professionals towards tubercul osis case detection

in selected four sub cities, Addis Ababa, Ethiopia, April-May 2019, (N=402)

Questions Response Frequency Percent
What is the cause of Correct response 397  98.76
tuberculosis? Incorrect response 5 1.24
TBismainly adisease of the Ty e 358  g905
lungs, but it can also affect :
other parts of the body. False 4 1095
A person infected with TB stays ~ 17U€ 205  51.00
infected for alife and may False 194 48.26
develop the disease at any time '
in the future | don’t know 3 0.75
Poor appetite 338 84.08
What are the main signs and Wight loss 347  86.32
Symptoms of PTB? (multiple Night sweating 354 88.06
answers possible) _ _ _
Cough(Persistent, productive, blood stained) 370 92.04
Diabetic patients 72 17.91
Who is &t risk of e TRo People living with HIV/AIDS 362 90.05
o0 is at risk of acquiring TB*~ . .
(Risk groups for TB?) (Multiple Cgl?;en under the age of five and elderly 203
answers possible?) peop 50.50
People who have close contact with active 304
TB cases 80.60
How can a person prevent Openl ng windows at home 391 97.26
getting TB infections? Good nutrition 255 63.43
multiple answers are
|(oossi b?e) Cooking caw milk before feeding 329 8184
A TB contact is a person who True 314 78.11

22



has been living with a confirmed
TB patient.

What isthe main aim of
tubercul osis treatment?
(multiple choiceis possible)

How many phases a TB
treatments do have?

DOT is the most effective
strategy for making sure patients
take their medicines.

Fase

| don’t know

Curethe patient from TB
Decrease TB transmission
Prevent death from TB disease

Prevent the development of acquired drug
resistance

One
Two
I don’t know
True
Fase
| don’t know

86

389
360
335

310

26
340
36
325
67
10

21.39

0.50
96.77
89.55
83.33

77.11

6.47
84.58
8.96
80.85
16.67
2.49

The mean score of the knowledge of the study participants was 7.53(x1.51 SD). Among the

study participants 226(56.22%) of them have good knowledge towards tuberculosis case

detection. But 176(43.78%) of the study participants have poor knowledge towards tuberculosis

case detection. More details are in table 3 bel ow.

Knowledge level of the study participants

= Poor knowledge

E Good knowledge

Figure 2: Knowledge level of the study participants in selected four sub cities, Addis Ababa,
Ethiopia, April-May 2019, (N=402)
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Table 3: Knowledge level of the study participants in each sub groups of the socio-demographic
variables in the four selected sub cities, Addis Ababa, Ethiopia, April-May 2019, (N=402)

Good knowledge Poor knowledge Total
Frequency Percent Frequency Percent Frequency Percent
AgeGroup <24 years 27 42.86% 36 57.14% 63 100%
25-34 years 187 58.62% 132 41.38% 319 100%
=35 years 12 60.00% 8 40.00% 20 100%
Educational Diploma 192 58.18% 138 41.82% 330 100%
level Degree 34 47.22% 38 52.78% 72 100%
Marital Single 89 55.97% 70 44.03% 159 100%
status Married 137 56.38% 106 43.62% 243 100%
Work <3 years 89 52.66% 80 47.34% 169 100%
experience  4-6 years 55 52.38% 50 47.62% 105 100%
>7 years 82 64.06% 46 35.94% 128 100%

Il. Attitudetowardstuberculosis case detection

Among the study participants 279 (69.40%) of the respondents strongly agree that community
engagement is essential for the tuberculosis control activities. However 45(11.19%) of the
respondents disagree that community engagement is essential for the tuberculosis control
activities. Among the study participants asked for the importance of tuberculosis related training
provided to them, around 61 (15%) of the respondents do not think that the training provided to
them is important to improve their knowledge, attitude and practice towards TB case detection.
But most of the respondents, strongly agree 169(42.04) and agree 116(28.86%) that the training
that they have received was important to improve their competency in tuberculosis case

detection.
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For the question, “Do you think that enough recognition or motivation was given to best
performers of TB case detection activities?” the participants of the study responded that strongly
agree 100(24.88%), agree 82(20.39%), neutral 64(15.92%), disagree 122(30.35%) and strongly
disagree 34(8.46%). Nearly two-third (64.9%) of the respondents strongly agrees for the question
they were asked for whether they are happy to help any tuberculosis patients whom they get
during their home to home visit. But till 12.2% (49) of the respondents are not happy to help

any tuberculosis patients they found during their home to home visits.

Almost 90% (358) of the study participants believe that continuous supportive supervision can
improve their practice of identifying tuberculosis suspect cases in the community. And 10% of
the respondents either do not believe that continuous supportive supervision by those who are
responsible to supervise them can improve their practice or have no any idea about the
importance of the supportive supervision on their practice improvement of the on tuberculosis
case detection.

More than 94% of the respondents believe that properly documenting TB patients and suspect
cases data is helpful for effective follow-ups of tuberculosis cases. And more than 4% of the
study participants either do not believe that proper documentation of TB suspects data is
important or they have no idea about the documentation of referred suspect cases or patients
data.

306(76.12%) of the participants believe that minimizing urgent/unplanned tasks can increase
their capacity of TB case detection. But 37(9.20%) of the study respondents didn’t believe that
minimizing unplanned tasks can increase their case detection and 59(14.68%) of them not sure

that minimizing unplanned tasks either increase their case detection capacity or not.

Regarding whether stigma and discrimination are a concern for TB patients in the community
where the urban health extension professionals have been working, the response from them is
around 62.44%(251) of the respondents believe that there is stigma and discrimination for TB
patients, whereas nearly 29.85%(120) of the study participants do not believe it is the problem in
their community where they have been working. The detail of the attitude responses of the study

participants is presented in the table 4 below as:
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Table 4:- Attitude of the study participants towards tuberculosis case detection among urban

health extension professionals in selected four sub cities, Addis Ababa, Ethiopia, April-May

2019, (N=402)

Responses

Questions Strongly
agree

Agree Neutral Disagree

Strongly
disagree

Do you agree that community
engagement isessential for  279(69.40%)

the control of TB?

Do you think that the training

provided to you was

important to improve your 169(42.04%)
knowledge, attitude and

practice towards TB case

detection

Do you think that enough
recognition or motivation 100(24.88%)
was given to best performers

of TB case detection

| am happy to help any TB
patients whom | get during 261(64.93%)

my home to home visit

Do you believe that

continuous supportive

supervision can improve my 223(55.47%)
practice of identifying TB

suspect casesin the

community

71(17.66%)  6(1.49%)  45(11.19%)

116(28.86%) 55(13.68%) 54(13.43%)

82(20.39%)  64(15.92%) 122(30.35%

81(20.15%)  8(1.99%)  49(12.19%)

135(33.58%) 28(6.97%)  13(3.23%)
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8(1.99%)

34(8.46%)

3(0.75%)

3(0.75%)



Do you think that properly

documenting TB patients

and suspect cases dateis 309(76.87%)
helpful for effective follow-

ups of TB case?

Do you think that
Minimizing urgent tasks can 191(47.51%)
increase our capacity of TB

case detection?

Do you believe that stigma

and discriminationisa

concern for TB patientsin a 99(24.63%)
community where you have

been working?

71(17.66%)

115(28.61%)

152(37.81%)

16(3.98%)

59(14.68%)

31(7.71%)

4(0.99%)

36(8.96%)

106(26.37%

2(0.49%)

1(0.25%)

14(3.48%)

Regarding attitude level of the study participants, the mean score of attitude was 32.77(x3.86

SD). Among the study participants 235(58.46%) of the respondents have good attitude towards

tuberculosis case detection with mean score of >32.77 from the attitude questions. On the other

hands 167(41.54%) of the study participants have poor attitude level towards tuberculosis case

detection.

Attitude level

= Good attitide

®m Poor attitude

Figure 3. Attitude level of the study participants in selected four sub cities, Addis Ababa,

Ethiopia, April-May 2019, (N=402)
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Table 5: Attitude level of the study participants in each sub groups of the socio-demographic
variables in the four selected sub cities, Addis Ababa, Ethiopia, April-May 2019, (N=402)

Attitude Level
Variable Category Good attitude Poor attitude Total
Frequency Percent Frequency Percent Frequency Percent
Age group <24 years 43 68.25 20 3175 63 100
25-34 years 180 56.43 139 43.57 319 100
>35 years 12 60.00 8 40.00 20 100
Educational Degree 40 55.56 32 44.46 72 100
level Diploma 195 59.09 135 40.91 330 100
Marital status  Single 108 67.92 51 32.08 159 100
Married 127 52.36 116 47.74 243 100
Work <3 years 103 60.95 66 39.05 169 100
experience as
UHE-ps 4-6 years 54 51.43 51 48.57 105 100
>7 years 78 60.94 50 39.06 128 100

[1l. Practicetowardstuberculoss case detection

Among the study participants nearly 365(90.79%) of the respondents have had household visits
for TB patients or suspects in the last six months. And 37(9.20%) of the study participants have

never visited households for tubercul osis cases or suspects.

86% of the respondents (among who never visited households for TB patients), did not visit
households because of the closed doors during home visits in the catchment areas. But 14% of
the respondents among those who didn’t visited households for tuberculosis didn’t specify their
reasons for why they didn’t visited.

Regarding the frequency of the household visits for tubercul osis patients or suspects, 143(39.2%)
every week, twice aweek 135(37%), every day 55(15.1%) and 32(8.8%) of them have different
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household visiting schedules [monthly (16), twice a month (12) and as unplanned and as needed
by UHE-ps (4)].

As shown in the figure 4 concerning the services an urban health extension professionals have
been providing for households or community during home visits or in the genera community
regarding tuberculosis prevention and control program, the most repeatedly mentioned service
was health education 379(94.28). And the study participants responded referral of the suspect
cases to the catchment health center 338(84.08%); contact tracing 320(79.60%), defaulter tracing
300(74.63%) and follow up of TB patients on treatment (6 participants). In addition to that
284(70.65%) of the study participants have been providing al the four listed services for the

community.

Almost all 99.8% (401) participants in this study were involved in tuberculosis case detection.
Regarding their experience of asking every person for “cough more than two weeks” during their
routine house to house visits, about 241(60.09%) responded that always they have been asking
and nearly 159(39.65%) of the respondents were asking ‘sometimes’.

As UHE-ps, 224(55.72%) of the study participants have been referring Th suspect cases to the
catchment health center ‘aways’, whereas 177(44.03%) of the respondents have been referring

tuberculosis suspect cases to the health center “‘sometimes’.

29



Number of UHE-ps providing TB prevention and control services**

400

350

300

250

200

150

100 B Frequency

50 REE
a 5 B Percentage
iy
&
r.? é‘ &
é’ -5 o )
& q‘")'k L oy &
= & &~ N3 o
» &° # & R
& 5 < &
4.'@ e‘}.
® N
o &
&

** Multiple answers were possible
Figure 4: Number of study participants providing TB prevention and control services in selected

four sub cities, Addis Ababa, Ethiopia, April-May 2019, (N=402)

The main barriers that have been influencing the case detection by the UHE-ps are ‘referred
suspects not going to the health centre’, ‘not willing to be open to tell their fillings/symptoms to
UHE-ps’, ‘not getting feedbacks from the health centres’ (Table 6)
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Table 6: Main challenges UHE-ps have been facing regarding referral of Th suspect casesto the
health center in selected four sub cities, Addis Ababa, Ethiopia, April-May 2019, (N=242)

Main challenges Frequency Percent

Referred suspects not going to the health center 65 26.86
Not willing to be open(not telling his’her
feelings/symptoms properly) and not practicing the advice 50 20.66
given to them

Not getting feedbacks from the health centers, shortage of

_ 27 11.16

referral dlips
Thereferred TB suspects not going to the health facility on

_ 18 7.44
time

Misconceptions and thoughts in the community that it is

simple cough, chills, it'snot TB, it will relief soon by itself 16 6.61
they think that those who have TB have HIV
Absence of health center in the woreda and distance from
the health center isfar for the community and wide to 15 6.19
cover by one UHE-ps

oor patient handling and unsatisfying servicesin the

hoorp J Y 15 6.19
health center

Others** 36 14.88

** Absence of laboratory investigations, X-ray and GeneXpert in the health center (8), Absence of people at
home during home visits (7), Workload (7), confidentiality problem in the health professionas (2), Fear of
discrimination (2), giving less value for UHE-ps because our only role is referring suspects we are not
participating in the treatment part (2), going to another heath facility far from the catchment which is
difficult to follow their real status (2), low attention for TB prevention activities (2), Not properly following
and defaulting from the treatment (2), being not trained(UHE-ps) (1) and needs continuous follow-up and

health education (1)
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Regarding the relation between health extension professionals and health center’s TB department
or TB focal persons, more than 250(62.19%) of the respondents have formal relation with the TB
department of their catchment health center. Whereas 152(37.81%) respondents have no formal
relation with the health center TB department. Among the study participants 230(57.21%) of the
study respondents are using the Tb guideline/package regularly. But 172(42.79%) of the study
respondents have not been using the TB guideline on their routine activities.

The mean score of the study participants for the practice was 5.50 (£1.49 SD). Of the study
participants 209(51.99%), whose mean score from the practice questions are greater than or
equal to the mean score, have good practice towards tuberculosis case detection. And 193
(48.01%) of the study participants have poor knowledge level towards tuberculosis case

detection.

Practice level

B Good practice

B Poor practice

Figure 5: Practice level of the study participants in selected four sub cities, Addis Ababa,
Ethiopia, April-May 2019, (N=402)

32



Table 7. Practice level of the study participants in each sub groups of the socio-demographic
variables in the four selected sub cities, Addis Ababa, Ethiopia, April-May 2019, (N=402)

Practice Level
Good practice Poor practice Total
Variable Category  Frequency Percent Frequency Percent Frequency Percent
Agegroup <24 years 29 46.03 34 53.97 63 100
25-34 years 168 52.66 151 47.34 319 100
>35 years 12 60.00 8 40.00 20 100
Educationa Degree 41 56.94 31 43.06 72 100
level Diploma 168 50.91 162 49.09 330 100
Marital Single 85 53.46 74 46.54 159 100
Status Married 124 51.03 119 4897 243 100
Work <3 years 85 50.30 84 49.70 169 100
EXPENeNnce 4 6 venrs 56 53.33 49 46.67 105 100
as UHE-ps
>7 years 68 53.13 60 46.88 128 100

6.3. Factorsaffecting knowledge, attitude and practice of urban health extension

professionals towar ds tuber culosis case detection

All possible factors that were expected to be associated with the KAP level of the health
extension professionas towards tuberculosis case detection were fitted in the binary and
multivariable logistic regression and those factors that show significance association were used

in the analysis of the result.
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6.3.1. Sociodemographic and UHE-ps (providers) related factors

As shown in the table 8 below, important variables which were independently associated with
the knowledge level of the study participants such as age, educational level, marital status and
work experiences as UHE-ps were identified by bivariate analysis and P-value <0.2 were
selected for multivariable analysis. Based on the analysis demographic characteristics like age,
educational level and their work experience as UHE-ps had showed association with their

knowledge level.

Among the sociodemographic factors age group of 25-34 years was significantly associated with
the knowledge level of the study participants. The respondents’ age group of 25-34 years old are
more than two times more likely to have good knowledge towards tuberculosis case detection
compared with those in age group of <24 years old with the p-value of 0.008[AOD = 2.49, 95%
Cl = (1.27-4.89)]. But age group of =35 years old is not significantly associated with the

knowledge level of the study participants towards tubercul osis case detection.

And educational status of the study participants is significantly associated with the knowledge
level of the study participants. Study participants who are diplomain their educationa status are
two times more likely to have good knowledge compared to those who are degree holders with
p-value of 0.001[AOR = 2.29, 95%CI = (1.23-4.30)].

The work experience of the respondents as urban health extension professionals is not

significantly associated with the knowledge level of the study participants.
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Table 8: Bivariate and multivariable analysis of factors associated with knowledge level of the study
participants towards TB case detection in selected four sub cities, Addis Ababa, Ethiopia, April-May

2019, (N=402)

Knowledge Level
Variables Good Poor COR (95% ClI) AOR (95% CI) P-value
Age-group
<24 years 27(11.95%) 36(20.45%) 1.00
25-34 years 187(82.74%) 132(75.0%) 1.89(1.09-3.26)* 2.49(1.27-4.89) 0.008
>35 years 12(5.31%) 8(4.55%) 2(0.72-5.57) 2.06(0.65-6.55) 0.223
Educational Level
Diploma 192(84.96%) 138(78.4%) 1.56(0.93-2.59) 2.29(1.23-4.30) 0.01
Degree 34(15.04%)  38(21.6%) 1.00
Work experience
<3years 89(39.38%)  80(45.5%) 0.62(0.39-0.99)* 0.83(0.45-1.52) 0.537
4-6 years 55(24.34%)  50(28.4%) 0.62(0.37-1.05) 0.59(0.33-1.07) 0.081
>7years 82(36.28%)  46(26.1%) 1.00
Supportive
supervision
No 141(62.39%)  132(75%) 1.00
Yes 85(37.61%) 44(25%) 1.81(1.17-2.79)* 1.45(0.89-2.36 0.138
Frequency of
supportive
supervision
Weekly 62(29.70%)  46(27.7%) 2.47(1.24-4.92)* 2.91(1.36-6.23) 0.006
mont;WI cea 129(61.70%) 87(52.4%)  2.72(1.44-5.13)* 3.32(165-6.65  0.001
Monthly 18(8.60%)  33(19.9%) 1.00
Whois
responsibleto
supervise UHE-ps
UHEP
. 03(44.5%)  108(65.1%) 1.87(0.68-5.10) 1.94(0.68-5.52) 0.217
supervisor
Supervisors
from dtterent 11(52.6%)  45(27.1%)  5.29(189-14.80)*  6.20(2.11-18.26)  0.001

level**
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Health

professionals

from the 6 13
catchment

health centre

1.00

* Represented are P-value less than 0.05 and considered as significantly associated with the outcome

variable for COR

** |eaders and professionals who supervises UHE-ps (like Sub city HEP officers, woreda health office

heads, core process owners

As shown in table 9 below, marital status of the respondents of the study shows statistically

significant association with attitude level of the study participants towards tuberculosis case
detection with p-value of 0.005 [AOR = 1.96, (95% Cl= 1.23-3.13)]. Study participants who are

single in their marital status are nearly two times more likely to have good attitude towards

tuberculosis case detection when compared with those who are married. But work experience of

the study participants as an urban health extension professionals have no significant association

with an attitude level of the study respondents.

Statistically significant association was aso observed between knowledge level of the study

respondents and their attitude level. Study participants who have good knowledge level towards

tuberculosis case detection are more than two (2.39) time more likely to have good attitude level
towards tubercul osis case detection with p-value of <0.001 [AOR = 2.39, (95% CI=1.53-3.75)].

Table 9: Bivariate and multivariable logistic regression analysis of sociodemographic factors associated

with attitude level regarding tuberculosis case detection among urban health extension professionals in
selected four sub cities, Addis Ababa, Ethiopia, Aprill-May 2019 (N=402) (95%CI)

Attitude level
Independent Variable
Good Poor COR (95% CI) AOR (95% ClI) p-values

Marital Status

Single 108 51 1.93(1.27-2.94)* 1.96(1.23-3.13) 0.005

Married 127 116 1.00
Work Experience

<3 years 103 66 1(0.63-1.60) 0.87(0.51-1.48) 0.61

36



4-6 years 54 51 0.68(0.40-1.14) 0.67(0.38-1.19) 0.17

>7 years 78 50 1.00

Commitment
No 57 31 1.00
Yes 178 136 0.71(0.44-1.16) 0.85(0.49-1.46) 0.55

Frequency of

supportive supervision

(N=375)
Weekly 68 40 1.64(0.83-3.21) 1.35(0.65-2.81) 0.42
Twice amonth 118 98 1.01(0.52-1.96) 0.97
Monthly 26 25 1.00

Family support
Very good support 71 30 1.80(0.99-3.28) 1.24(0.63-2.46) 0.53
M edium support 114 99 0.88(0.53-1.44) 0.57(0.32-1.01) 0.06
Low support 50 38 1.00

Knowledge L evel
Good knowledge 149 77 2.03(1.35-3.03)* 2.39(1.53-3.75) <0.001
Poor knowledge 86 90 1.00

Getting feedback from

theHC
Always 61 31 1.66(0.88-3.14) 1.79(0.86-3.69) 0.12
Sometimes 136 104 1.10(0.65-1.88) 1.29(0.70-2.39) 0.41
Never 38 32 1.00

* Represented are P-value less than 0.05 and considered as significantly associated with the outcome
variable for COR
Regarding practice level of the study participants as shown in table 10, statistically significant
association was also observed with the knowledge level of the respondents. Among the
respondents of the study, those who have good level of knowledge have good practice level
towards tuberculosis case detection with p-value of 0.001 [AOR = 2.219, (95% CI=1.402-
3.511)].
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Table 10: Bivariate and multivariable logistic regression analysis of factors associated with practice

regarding tubercul osis case detection among urban health extension professionals in selected four sub
cities, Addis Ababa, Ethiopia, April-May 2019 (N=396) (95%ClI)

Independent Variable Prectice Level
Good Poor COR (95% Cl) AOR (95% ClI) p-vaue
Frequency of supportive supervision
Weekly 66 42 1.91 (0.98-3.75) 1.50 (0.71-3.15) 0.284
Twice aweek 106 110 1.17 (0.64-2.17) 0.97 (0.49-1.87) 0.916
Monthly 23 28 1.00
Family support
Veg’ugo"d 67 34 3.45 (1.89-6.28)* 233(1.18-458)  0.014
pport
Medium support 110 103 1.87 (1.12-3.12)* 1.258(0.69-2.28) 0.448
Low support 32 56 1.00
Knowledge L evel
Good Knowledge 136 90 2.13(1.43-3.18)* 2.22(1.40-3.51) 0.001
Poor Knowledge 73 103 1.00
Attitude Level
Good Attitude 136 99 1.77(1.19-2.64)* 1.31(0.8-2.06) 0.248
Poor Attitude 73 94 1.00
Frequency of getting
referral feedbacks
from the catchment
HC
Always 59 33 3.43 (1.79-6.58)* 3.53(1.67-7.47) 0.001
Sometimes 126 114 2.19 (1.22-3.69)* 2.53 (1.32-4.85) 0.005
Never get 24 46 1.00
Beingtrained on TB
No 91 115 1.00
Yes 118 78 1.91(1.29-2.84)* 1.47(0.94-2.31) 0.094
Having TB guideine
No 48 66 1.00
Yes 161 127 1.74(1.12-2.70)* 1.32(0.79-2.19) 0.28

** Represents P-value less than or equal to 0.05 and considered as significantly associated with the

outcome variable for bivariable analysis
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Work experience as an urban health extension professionals, commitment, confidence and
problem solving ability of UHE-ps on her day to day activities have no statistically significant
association with knowledge, attitude and practice level of the study participants.

6.3.2. Environmental factors

Different factors which were identified as environmental factors (which are external factors for
health extension professionals, except health system related factors, that affect case detection
capacity of UHE-ps) like transport cost of the TB patients, doors being closed during home to
home vigits, stigma and discrimination of TB patients in the community, TB suspects/patients
being under age of five years or older age and community or family support to TB patients were
fitted in the binary logistic regression model. Based on the above analysis community/family
members support to TB patients has shown an association with the practice level of the study
participants. Those study participants who stated family/community support to the TB patients as
“good support” are 2.33 times more likely to have good practice towards tuberculosis case
detection than those who stated family support to the TB patients as * very low support” with p-
value of 0.014[AOR = 2.33, (95% CI = 1.18-4.58)]. The details are shown in the table 10 above.
But others are not significantly associated with knowledge, attitude or practice level of the study

participants.

6.3.3. Health system related factors

From the multivariable analysis, factors associated with KAP of the study participants are
identified. Among the factors used in the analysis some of them show significant association

with the KAP level of the study participants.

Frequency of supportive supervision provided to urban health extension professionas is
significantly associated with their knowledge level as shown in table 8 above. Study participants
who have been getting supportive supervision weekly are three times more likely to have good
knowledge compared to those who get on monthly with the p-value of 0.006[AOR = 2.91, (95%
Cl=1.36-6.23)]. And those who have been getting supportive supervision twice a month are 3.3
time more likely to have good knowledge than those who have been getting supportive
supervision on monthly basis with the p-value of 0.001[AOR=3.32, (95% CI=1.65-6.65)]. But
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frequencies of supportive supervision have no statistically significant association with attitude

and practice level of the study participants.

Among the study participants those who are supervised by supervisors from different level (i.e.
sub city hedth extension program officers, disease prevention and control core process
coordinators, woreda health office heads) are six times more likely to have good knowledge than
those who have been supervised by health professionals from the catchment health center with
the p-value of 0.001 [AOR=6.20, (95% Cl=2.11-18.26)]. But being supervised by health
extension program supervisors is not significantly associated with knowledge, attitude and

practice level of the study participants.

Statistically significant association was observed between frequency of getting referral feedbacks
from the catchment health centers and practice level of the study respondents. Study participants
who have been getting referral feedbacks from the catchment heath center for the referred
suspects cases ‘aways’ are 3.53 times more likely to have good knowledge level towards
tuberculosis case detection compared with those who never have got referral feedback for the
referred suspect cases with p-value of 0.001J/AOR = 3.53, (95% CI = 1.67-7.47)]. Study
participants who have been getting referral feedback ‘sometimes’ are 2.528 times more likely to
have good practice towards tuberculosis case detection than those who have never got referra
feedback with p-value of 0.005[AOR = 2.53, (95% CI = 1.32-4.85)].

But getting tuberculosis related training and presence of community based tuberculosis guideline
is not significantly associated with knowledge, attitude and practice level of the study
participants. Statistically significant association is also not observed between frequency of
getting supportive supervision and attitude and practice level of the study participants. Details
are shown in tables 8, 9 and 10.
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7. DISCUSSION

In this study among the study participants 56.2% of them have good knowledge towards
tuberculosis case detection. The knowledge level of the study participants in this study is
relatively similar with the studies done in Mozambique (57.3%)(36). But it is higher when
compared to the study done in Nigeria (50%)(23). The possible reason for this may be due the
massive Integrated Refresher Training(IRT) for urban heath extension professionals provided
before one year(2). In addition to that different professiona mix, who work as CHWSs, in the

study conducted in Nigeriamay aso be a reason.

Among the study participants involved in this study 58.5% of them have good attitude towards
tuberculosis case detection. The attitude level of the study participants done in Nigeria, which
was 43.7%, is lower than the attitude level of this study(23). And in the study done in
Mozambique the attitude level of the study participants was relatively better than our study
results even if the level of attitude is not specified in the article, but for each measurement the
level of attitude is clearly indicated(36). Most of the urban heath extension professionals have
less interested in the general work or program and due to this reason their attrition rate is even
more than 10% every year, this may be one of the indications for their lower level of
attitude(37,38).

Regarding the practice level, 52% of the study participants have good practice level towards
tuberculosis case detection. This shows that the practice level of the study participants in this
study is higher than similar study conducted in Mozambique in which only 35.6% of the study
participants have good practice about tuberculosis(36). This is may be due to some of them in
M ozambique case had never worked with TB patients. But UHE-ps have at least some exposure

in tuberculosis control and prevention activities.

The result of this study shows that the age group of 25-34 years old is significantly associated
with the knowledge level of the study participants with the p-value of 0.008. Similarly the study
conducted in Nigeriain similar study participants shows that the younger age group of the study
respondents have a better knowledge on tuberculosis with p-value of 0.048(23). The reason for
the lower knowledge level among the study participants who are younger in the age may be
unexplained. Hence, it needs further study on the possible reasons. In addition to that almost
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80% of the study participants are under the age group of 25-34 and so it may be related to the

number of samples in the age category.

And educational status of the study participants is significantly associated with their knowledge
level that educational level and knowledge level are inversely related. Having an educational
level of diploma in this study are more knowledgeable than those with degree holders. The
reason for the lower knowledge level among the study participants who are degree in their
educational status may be unexplained. Hence, it needs further study on the possible reasons. In
addition to that educational quality of the health science colleges may also get special attention.
In addition that it may be because of the lower sample size of the degree holder participants in
the study.

Attitude level of the study participants is significantly associated with the knowledge level of the
study participants with p-value of <0.001. Those study participants with good level of knowledge
towards TB case detection have good attitude when compared with those who have poor

knowledge level.

Regarding marital status of the study participants, those who are single in their marital status
have good attitude towards tubercul osis case detection.

Those study participants who stated the family/community support to TB patients is “very good
support” are significantly associated with the practice level of the study participants. Those who
stated the family support “very good” are more than two times more likely to have a good
practice than those who stated “no support at all” with AOR=2.33, (95%CI=1.18-4.58). Thisis
also supported by the study by stating that ownership and community support is crucial for the
good practice of the community health workers. Qualitative study done in Ethiopia shows that
good support to tuberculosis patients minimizes stigma towards tuberculosis in the community.

Hence, this may increase detection rate by urban health extension professional s(30).

Frequency of the supportive supervision in which the urban health extension professionals get
from those who are responsible to supervise them on weekly and twice a month basis are
significantly associated with the knowledge level of the study participants. Study participants
who have been getting supportive supervision on weekly bases are three times more likely to

have a good knowledge level when compared with those supervised on a monthly bases with
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AOR=2.91, (95%CI=1.36-6.23). And also those who were supervised twice a month were more
than three times more likely to have good knowledge when compared with those who have been
supervising on a monthly bases with AOR=3.32, (95%CI=1.65-6.65).

Getting supportive supervision from supervisors from different level (sub city health extension
program officers, disease prevention and control core process owners and woreda health office
heads) is significantly associated with the knowledge level of the study participants. The study
participants who have been supervised by supervisors from different level are six times more
likely to have good knowledge than those supervised by health professionals from the health
centers with AOR=6.20, (95%CI=2.11-18.26).

Frequency of getting referral feedbacks from the catchment health center aways as well as
sometimes is significantly associated with the practice level of the study participants towards
tuberculosis case detection with AOR=3.53, (95%CI=1.67-7.47) and AOR=2.53, (95%Cl=1.32-
4.85) respectively. The finding in this section shows that receiving referral feedback from the
catchment health centers for all referred cases is a motivating factor for urban health extension
professionals to refer more suspect cases to the health facility. Qualitative study conducted in
Ethiopia shows that there is loose linkage among health centers and urban health extension
professionals(32). In addition to that different literatures clearly indicates that there is poor
experience of providing feedbacks for referred cases from the health centers (17,20,32). These
may contribute for the low performance of them in the general work area. Hence, this study
shows that continuous feedback for referred cases is associated with their good practice level.
And also most of the urban health extension professionals are demotivated by different factors
which are currently addressed by health extension program (HEP) optimization initiative in the
Federal Democratic Republic of Ethiopia, Ministry of Health(7).
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8. STRENGTH AND LIMITATIONS

Strength

4 This study has tried to assess the level of knowledge, attitude and practice of urban health
extension professionals towards tuberculosis case detection where there have not been

similar previous studies carried out as to the knowledge of the investigator.
4 A better response rate of 95% gained from the participants of the study.

Limitations

v’ Practice level was approximated by self-reporting, rather than direct observation, in
which they may overstate

v' The data collection process took longer time than planned since they are outreach
workers most of them available only early morning. Hence, there may be information

contamination.
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9. CONCLUSION

The results of the study shows that more than half of (56.2%) of the study participants had good
knowledge level, 58.5% of the respondents had good attitude level and 52% of the study
participants had good practice level towards tuberculosis case detection. Generally the KAP
level of the urban health extension professionals working in Addis Ababa city is considered to be

inadequate for effective tuberculosis case detection.

Tuberculosis case detection practice is better among study participants who have been getting
better support from the community members or family members in supporting tuberculosis
patients or suspect cases. Frequent supportive supervision is also one of the best ways of
increasing the knowledge level of urban health extension professionals which in turn increases
their practice level of tuberculosis case detection. Strong feedback system for the referred cases
for further investigation is aso crucia in improving the practice level of urban health extension
professionals in tubercul osis case detection.

In addition to that, further study needs to be conducted to explore additional information about
how to influence the knowledge, attitude and practice of UHE-ps towards tuberculosis case
detection.
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10.RECOMMENDATION

» For MOH:- Since getting referral feedback from the health facility has great impact on
UHE-ps case detection practice, it is better to strengthen referral system and, is better to
avail a system to assign responsible body to follow provision of feedback to the urban
health extension professionals from the health center professionals for referred suspect

cases.

» Continuous and action oriented supportive supervision system should be maintained and
provided to the UHE-ps by woreda health offices and catchment health centers.

» Community engagement system should be strengthened regarding the support to the

patients by the community or family members of the patients.

» Education needs further study to assess the quality of education in health science

colleges.

» Hedth extension professionals should empower community members to support
tuberculosis patients/suspects in their community/family by providing awareness creation

on tubercul osis disease.
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ANNEXES

Annex |- Participantsinformation sheet

Title of the Research Project: - Knowledge, attitude and practice towards tuberculosis case
detection and associated factors among urban health extension workers working in Addis Ababa,

Ethiopia
Name of the principal investigator: - Temesgen Markos

Name of the Organization: Addis Ababa University, Collage of heath sciences, school of
Public Health.

Name of the Sponsor: Self

Information sheet and consent form is prepared for urban health extension professionals, under
Addis Ababa City Administration Regional Health Bureau working in the selected four sub-cities
(namely Akaki Kality, Lideta, Gulele and Y eka sub cities), who are going to participate in the
research project entitled as “Knowledge, attitude and practice towards tuberculosis case detection

among urban health extension professionals working in Addis Ababa, Ethiopia, 2019~
I ntroduction:

This information sheet and consent form is prepared with the aim of explaining the research
project that the participants are asked to join by the group of research team. The main aim of this
research project is to assess the level of knowledge, attitude and practice towards tuberculosis
case detection and associated factors with KAP among urban heath extension professionals
working in Addis Ababa, Ethiopia, in 2019.

The research team included one principa investigator, four degree graduates as data collectors

and two advisors from Addis Ababa University.
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Purpose of the Resear ch Project:

The purpose of this study was to assess the level of knowledge, attitude and practice of urban
health extension professionals and associated factors towards tuberculosis case detection in four
selected sub cities in Addis Ababa. Doing so is one of the critical issues in order to design
appropriate strategies to improve their case detection ability based on the findings.

Procedure:

You are kindly invited to take part in this research because | believe you can provide the
necessary information for the research. Participation into the study is on voluntary basis. If you
are willing to participate in this project, self-administered questionnaire will be provided to you
and you will provide your response on the questionnaires.

All the responses given by the participants and the results obtained will be kept anonymous and

confidential. No one outside the research team will have access to your responses.

Risk and /or Discomfort:

By participating in this research project the respondents might feel that it have some discomfort
especially wasting their time (around 30 minutes) but this might not be too much. Risk of
participating in this study is nil since the study doesn't need collecting any samples.

Benefits:

There might not be direct benefit to the respondent of this study in participating on this research
project. But, participation of the study subjects in this study project will help them to understand
and internalize some issues addressed in the questionnaire. The greatest benefit from
participating in this study is that it will help to develop better intervention strategies to improve
the case detection by UHE-ps and will help to improve their performance and hence will

improve the general health condition of their community.
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Confidentiality:

The information that we will be collected from this research project will be kept confidential.
Information about you that will be collected from the study will be stored in afile, which will not
have your name on it, and it will not be revealed to anyone except the principa investigator.

Y our participation in this study is voluntary.
Right to Refusal or Withdraw:

You have a full right to refuse from participating in this research (they have a right not to
respond to some or al the questions) if you do not wish to participate; and this will not affect
you. You have aso afull right to withdraw from this study at any time you wish, without losing

any rights from this project.

Content and Duration of the Questionnaire: This questionnaire will look into the details like
socio demographic characteristics, knowledge, attitude, practice questions and other genera or
tuberculosis case detection related factors and questions. Approximately the questionnaire will

take 25-30 minutes to give compl ete response.

53



Person to contact:

This research project will be reviewed and approved by the Research Ethical
Committee (REC) of the Addis Ababa University, collage of health science, school of
public health. If you want to know more information, you can contact the Research and

Ethical Committee through the address below.

Investigator: Temesgen Markos
Mob +251-912939958

Email tmsgnmarkos@gmail.com

Or temesgen.markos@moh.gov.et

Advisors: Dr.Mesfin Addise (MD, MPH)

Email shewit91@yahoo.com

Mobile: - +251 0911406790
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Annex |1. Consent

Dear respondent | am conducting a study on the knowledge, attitude and practice towards
tuberculosis case detection among urban health extension professionals working in selected four
sub-cities in Addis Ababa

The main purpose of the study is that, to assess the level of knowledge, attitude and practice of
urban health extension professionals towards tuberculosis case detection. To attain this purpose
your honest and genuine participation is very important and highly appreciable. I, therefore,
kindly request you to fill this questionnaire as accurately and carefully as possible. Please be
assured that all the information gathered will be kept strictly confidential and you do not need to
write your name on any part of the questionnaire. Only the researcher has the access of the
information and used it for the study purpose only. You have a full right and decision not to
respond all the questions or partly.

Are you willing to participate in this study?
Yes [ ] No|[ ]
If yes, proceed to self-administered questionnaire below; If No, thank you!

Result of interview; 1) completed 2) partially completed 3) refused 4) others
Witness: signature certifying that the informed consent has been given

Data collector name

Signature date
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Annex I11: - Questionnaire- English version

A questionnaire to assess the level of knowledge, attitudes and practice towards
tuberculosis case detection and associated factors among urban health extension
professionalsworking in Addis Ababa.

Consent:

My name is Temesgen Markos. | am public health (master’s degree) in Addis Ababa University.
For my thesis | am conducting a study on knowledge, attitude and practice towards tuberculosis
case detection among urban health extension professionals working in Addis Ababa, in selected
four Sub-Cities. | would like to ask you some questions. To complete the questionnaire it will
take about 30 minutes. Any information that you provide will be kept strictly confidential and
will not be shown to any other people.

Are you willing to Participate? Y es No

Individual questionnaire Identification

Data collection date

Name of the Sub-city

Name of the woreda

For more information: - Temesgen Markos (PI) cell phone: - +251912939958,
email: - tmsgnmarkos@gmail.com

Dr Mesfin Addise (Main Advisor), cell phone .........., email: - shewit91@yahoo.com

PART 1:- SOCIO-DEMOGRAPHIC STATUS

No Questions Answers Skip

101 | Ageinyears

102 | Marital status SiNGl@ -=-=nmm e e 1

56




Married ----------m-m-mmm oo 2
Divorced -------=-=-=-=nmnmnmmmmm oo 3
Widowed ------------mmemem e 4
Separated ------=-=-====m-momcmcmomem e ceeeeeees 5
103 | What is the highest level of education
that you have completed? | oo
104 | Work experience as UHE-psin years
PART 2:- FACTORSRELATED TO KAP OF UHE-PSTOWARDSTB CASE
DETECTION AND SOME GENERAL QUESTIONS
No Questions Response sKip
201 Which of the following factors | - Commitment of the UHE-pS -------=----=--------=-—- 1
do you think are affecting KAP | . Problem solving ability of the UHE-ps-------------- 2
of tuberculosis case detection? | . ConfidenCe --------------mmmmmmmmmmmmmmmmmmemw 3
(multiple answers are possible) | . Other (SpeCify) =--------===-----mmeeeemmmmeeememeee
202 Which of the following factors Closed dOOrS ~--------mmmmmmmmmmmmmmem e 1
can affect KAP of UHE-ps in Stigma & discrimination on TB patients by the
detecting TB suspect cases in the 2 ] | R —— 2
community? (multiple answers Transport costs of TB patients-------------------- 3
are possible) Older/younger age of clients --------------------- 4
Other (specify) -----------=-m-mmmmmmmm oo
Which of the following have Training on tubercul 0SS --------=-----==zmmmnnnemuev 1
been affecting the case finding SUPPOItiVe SUPEXViSiON ---=nn=smmmmmmmmmmceemcmmaas 2
ability of UHE-ps? Workloads/urgent tasks -------=-===============--- 3

T

Presence/absence of guidelines/package -------- 4
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204

Have you ever been supervised by
someone responsible to supervise

you?

205

If YES for question number 204,
how frequently your supervisor has

been supervising you?

206

From whom you have been getting
supportive supervision? (multiple

answer is possible)

207

As a hedth worker in the
community level, how do you rate
the support of family members/
community’s support to the TB

patients?

Very good support 1

Medium support ----- 2

Low support ---3

No support at all 4

208

Have you taken any tuberculosis
related training?

If No
skip to
Q210

209

If “YES” for question number
208, when?

210

Do you have a community based
tuberculosis care

guideline/package?

Y €8 m e e 1

NO == 2
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PART 3:- QUESTIONSRELATED TO KNOWLEDGE

No Questions Response skip
|301 What is the cause of
tuberculosis? 00| mmmmmmmmmmmmmmmmmmmmmmmmmm e eeeeoeeeoooeoooo-
302 | TBismainly adisease Of | True --------------mmmmmmmmmm oo 1
the lungs, but it can also
affect other parts of the FaISe o N
body. I don’t Know ----------=----mmmmmmmmeee -3
303 | Apesoninfected With TB | Tru@ --=========mmmm e e 1
stays infected for alife and
may develop the disease at Fal S8 -omeemrmermemmm e 2
any timein the future I AON"t KNOW == m e 3
304 | What are the main signs POOF BPPELite, ~-----nmnnmmmmmmmmmmmmmnmv 1
and Symptoms of PTB? WIght 1088 =-mme e -2
(multiple answers possible) T ST s (] T —— -3
Cough(Persistent, productive, blood stained) ------------ 4
Others -----=-m-mm e e
Who is at risk of acquiring Diabetic patients 1
TB? (Risk groups for TB?) People living with HIV/AIDS 2
305 | (Multiple anNSWers Children under the age of five and elderly people------------ 3
possible?) People who have close contact with active TB cases ------- 4
Other (PECify) -----=-=-=mmmmmmm e
How can a person Opening windows at home ------------=-=-=----mmmmeee-
prevent  getting TB
_ , , Go0d NULTItION ==========mmmmm e 2
306 infections? (multiple
answers are possible) Cooking caw milk before feeding ---------------===--------
Other, (Specify)-----------=-mmmmm oo
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307 | A TB contact is a person TIUE ~~--mmmmmmmmmmm e —
who has been living with a
confirmed TB patient. e -2
I don’t KNOW ---------=--=-mmmmmmmme - 99
308 | What isthe main aim of Cure the patient from TB 1
i ?
tuberculosis treatment” Decrease TB transmission 5
(multiple choiceis
. Prevent death from TB disease 3
possible)
Prevent the development of acquired drug resistance ---4
Other (specify) -
309 | How many phases a TB ONE ~ = e 1
treatments do have?
TWO =---=mmm oo -2
I don’t KNOW --------=-mmmmmmmmmmmeo e eem 99
Other (specify)
310 | DOT is the most effective TrUE === mmm e 1
strategy for making sure
patients take their FaSe --mrmrmrmmr oo -2
medicines.
' I don’t KNOW --------=mmmmmmmmmmmme oo eem -3

Part 4:- QUESTINSRELATED TO ATTITUDE

No Questions Response skip
401 Do you agree that community engagement is | Strongly agree--------------------------- 1
essential for the control of TB?
AQree --—m oo 2
Neutral ------------=-mmemmmemmemmeeeeee 3
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Strongly disagree----------------------- 5
402 Do you think that the training provided to you | Strongly agree--------------------------- 1
was important to improve your knowledge,
) _ ) AQree ~-----———mm=mrmmm e 2
attitude and practice towards TB case detection
Neutral -------------------mommemmm e 3
Disagree -------------- 4
Strongly disagree---------------------- 5
403 Do you think that enough recognition or Strongly agree--------------=-==---=---- 1
motivation was given to best performers of TB
. AQree --—-mmmmm e 2
case detection
Neutral ------------=-mmemmmcmmmmemeeeee 3
Disagree -------------------=--o-moom--- 4
Strongly disagree---------------------- 5
404 | am happy to help any TB patientswhom | get | Strongly agree-------------------------- 1
during my home to home visit
AQree ~-~-—~=m=-rmmmmmeme oo 2
Neutral -------------mmcmommmemceceeeeee 3
Disagree ---------=---==somomomoeomeeeee 4
Strongly disagree--------------------- 5
405 Do you believe that continuous supportive Strongly agree-------------------------- 1
supervision can improve my practice of
AQree ~-----———mm=mmmmm e 2
identifying TB suspect cases in the community
Neutral ------------=-mmemmmemmememeee e 3
Disagree -------------------=--o-momm--- 4
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406 Do you think that properly documenting TB Strongly agree-----------==-======------ 1
patients and suspect cases date is helpful for
AQree ~-~-—~=m=-rmmmmmeme oo 2
effective follow-ups of TB case?
Neutral -------------m-eommmmememe oo eeee- 3
Disagree -------------- 4
Strongly disagree---------------------- 5
407 Do you think that Minimizing Strongly agreg----------------=-=------- 1
urgent/unplanned tasks can increase our
. . AQree -—---m-mmmmemm e 2
capacity of TB case detection?
Neutral ------------=-smemmmcmmememeee e 3
Disagree -------------- 4
Strongly disagree------------------------ 5
408 Do you believe that stigma and discrimination is a | Strongly agree-------------------------- 1
concern for TB patients in a community where you QIO —eenmenmermermer e e ceeceeeerees 5
have been working?
Neutral -------------m-eommememememeeeee- 3
Disagree -------------- 4
Strongly disagree----------------------- 5
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Part 5:- QUESTIONSRELATED TO PRACTICE

No Questions Response Skip
501 | Haveyou ever had household visit for TB Yes 1
patients/suspects in the last 6 months?
No 2
502 | If “Yes” for question number 501, how Every day 1 |IfNo
frequently do you have home visits for TB . skip to
' Twice aweek 2 Q #503
patients/suspects?
Every week 3
Other (specify) ----
503 | If “No” for question number 501, what are
the reasons for not to visit househol ds? )
504 What services do you have been | . Hedth education --------------------- 1
providing for households/ community | . Referral of suspect cases ------------ 2
during home visitsin the community | . Contact tracing ----------------------- 3
regarding tuberculosis prevention and | . Defauilter tracing --------------------- 4
control program? O i1 S H G s S ——
505 Have you had involved in case detection | Yes ----------------- 1 If No
of tuberculosis? NP 5 skipto
Q#510
506 As UHE-ps during your routine house to | - Always ---------=-====-==-emmmmmmmme-- 1
house visits, what is your experience of | . Sometimes -- S 2
asking every person for “cough more | . Never asked fOr -----------m-mcmcmmee- 3
than two weeks”? O 1 S (G S 1) —
507 As UHE-ps, how often you have been | Always ---------------m-mmmmememomemooee- 1
referring Tb suspect cases t0 the | qymafimes ----oooooommmmmeeeeeeeeeeeeeo 2
catchment health center? _
Other (specify) -----------=-=-m-mmmmmm--
508 How often have you been getting | Alwaysfor al referred cases----------- 1
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feedback from the health centers for the | Sometimes -- R
cases you have referred to? Never getting feedbacks ---------------- 3
Other (specify) ----------==-mmmmmmmemmea-
509 What are the main challenges you have
been facing regarding referral of Th| ™
suspect casestotheHCs? |+ semeeeeeeeeees
510 Do you have formal relation with the health | Yes
centre’s TB department/focal persons No
o511 Are you regularly using the Tb| Yes
guideline/package? No
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Annex IV: - Amharic version questionnaire

Na%0 A0 bho7 @OT ?79004% Phhol MS KhhETN7 AAee-£LTF NAZ°Q 1PCA(EN) N
NPT AL PATF@.7 PA@.$T i hovdhitG Wt LLEF@T ACITGT OHHIE oomed

ATGE +AFEPTF CEPLTIE oomPEf PR

MG SOATAT N2 +aon1? TICEO LOAA: NAS%ON ANN RLNCAA PLVL 9°LF 1914 A7
ATGHP AU-G PILPT ool NooOION AL ATFAU: TGP U4 NAI 19CA(LN) 0N
AYJ  (tuberculosis case detection) AL ¢h127 mS haNE7N7 MAao-C2F  PATF@.7
AP T hood S AL WIS U9 LT PATE. 14¢T(factors) AL tm.: U-A9R
TEEPT AP Aovghnlh 30 L+ LAEN::

POLOAMT VI DI° oolE PPOTEPrE 7LmNd (WP gop Ago-p AIPCIPC N ANF
PN LUPSA: TGk AL MooA+§P o075 AR TP AQSTCI 1IC 77 C7LAMT
aolB Ao IV P A%LovAnd@. AhA MG AANETOT QAgo-CPFG (RN, aodMMCS
aohAhA AN TN THEf P24 POT0RE  Tlh PULLS LUPGA: LUI° AACHI® Py
AN ACLAMT TIVNLAN MPY, LIPSA:: gvaoAd CALANTTT TPE ovt@. Ai8.U-9°
MELT STFAN: TIC 77 oolBm. PmS WANETNT 0Aoo-2DF nkN, NNZ APS IC +LN
N7 A0 HhhA MP, o,

TG AL AT LPLE 1912 he [ ] LPLE
aLLAU-I°

faompe+k avhf &TC

ovlB@. PHONNNNT 77

nsn nt+a

o8/ mS ML
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NanT1S oolE - ool Td PICHN (PS ATE)

tmsgnmarkos @ gmail.com

2/C 0T hAMLPS hoe)

s 1:- 7N6RS ADLTTLER U

OhAh +251912939958

A7LA shewit91 @yahoo.com

AL

& | TPEPT aoAN HAA
101 | AL9% (Nhoo-t)
102 | POoNF v LA 1
107 --2
PLIT mmmmemmmeoeeeeeee 3
04, eo-+a-t 4
PTALPT 5
103 | Av7  £ANE  heHFE@.  CFVCT  RLE
(Nao®IC AL £ANT7 O 1/ £LE hEFT19°)
104 | Om.S An0E7NT QAco-91 07 hovol Ple-

a0 WAL
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NEA 2:- amPAL TPEDTS hiN, NN Ad-+Tihoophhts AL IC 229 PAT@.

50T
t.d | TeLPT ao\\ HAA
201 |¢E0. 0T APF AR | PmS AANETNT  0Aco-fP  RCMITT
hilntact 18T e HEo. | /Commitment/ 1
TROT  LALLA  ANAD. | MG AMNVETAT OAco-¢P  ATICT  ov§i,
£00A? (ha7& DAL oo | Coonml o3P -2
ahm SFAA) £4321(Confidence) --3
AA ha Smen
202 LN, NNJ AP AL hmG | CaoF e e (AT HT ool 1
nanE7n NAoo-£P | AN, F9777.2F ne7NLNN-  LoLLCOM.
ETPC @6R, WP 180T | 020G TI90A 2
CrEm.  HROT  PALLA | OGN CT R, 3
NAD. LONA? (Wa7€ NAL | ALTLET@. 15 AF PPTH/ALTeTa. P14
ao AN aonmt BFAA) NPF-4
AA ha Smen
203 | helhta-t aohhh CHE@. | AAMS (L7 OFaoAht) 1
188 L0, TMCMNELTT | £I4P wiTA 2
LN PTITTE Faed AR | PN¢- MG/R4T D¢ 3
TROT ALALLNDT 1.7 | avavs e [guidelines/av§1C ®LI° hAavSC/---4
A N 2IAR
204 | £942 WA ATILLD | WP 1 AN
VALYF  hhama.  hhA h&LAT"
TLCT hED.PI° 2 Y e
EOGP WA ALCINT wot e
.07 207 e
205 | PTPE RTC 4 avAh AP | 10O ¥k - 1
hr aTCAgHC  nen?t
NoC v-at 10 2
M e £4P A
P92 A N 2IAR
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206

L 4P 1 A AT
£99.2.201 he?7
10.2(hA7& NAL  aopN

Mt BFAA)

nO-TCALHC

nms MmN e

hAA=T(S.me)

207

ATLATE NTIVNLAN  LLE
ATLTLNL PMSG  NAao-
AL, gy Dy
0AAN/7TVNLON-
PILLLCIM.T £IF WL
LINATA?

NMI® T4 &I96 £LCIN

aohAS 1.

HPHE PP 0%

I°I° ALY LI hBATI°

N

208

N0, 2C THOTEYE PA.?
NAMS  ONLM.  PO.PA?
(v ovlE  herlanant
M @A A0, AT
haol- @.0T)

hP

nGLAP®

I, J—

aop\n P
heLAI®
Phry oL
Tt +TC
210 2A4-

209

ATee RTC 208 avhOP
h® prh av?

210

Po7uNL0N
AN
hAND?

hPe LA
aoav 8/

hP

nGLAP®
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NEA 3:- 0AEN NTi LA@T Aa-+t oomLET

+. TOLDOT aop\N) HAA
301 | LN, N AR, TVPH 9°7L10.7
302 | ‘N, NPSE A0 NN AT AAT | ADT - 1
PAD. T NEATTIS CMPA
Vot -2
n@.+9° 3
303 | kN, N7 enhA(infected) AWM. | ADSTF —-mmeemeeeeeeeeee 1
AW Hoo'r Noo-p-  A7LANNA
covbe, 0T ost e .
NNHz3@. AJ-ov9® AN n@.+9° 3
304 | PA°0 kN PS PGS PARPT | 9NN @AY aodin 1
IEGTM?  (ha7e AL A%1l-r | AT aodlii -2
Mt LFAN) PAAT A 3
AA(PTILLCT i hnS: PAM.: £I° PPAPA)------4
AA WA 2IAX
305 | NN, N7 AovfH LOAAT -+)IA% eON.C NNHET ----1
CUrIm. PMNLAN AT Ok T1m.”? NL2TF@. hThl. LAVF@. APTF--mmmmm-- 2
(Risk groups for TB?) (ha7& NAL ALLET®. 15 hoott NFTF PP VASTS
h914-> oot BFAQ) ALTLEOTm. P14 NPT 3
LT RS AT B s S T S o o | I A 6 A AV I
PAT@. (PT - 4
AA WA 2IAX
306 | NN, nns- h150 .01 A8 | b 0T aotihl NaoRbof-mmnmeemeeeeeeeeeee 1
ovhAhA  2FAA?  (hAZ& DAL
T¢ PP hoo oM 2

h994-8 aoqimt ST AN)

U R B 2 (1700 \ V) I | DA D TN D— 3
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A A 210X

307 | kN, 2C 27 fam. A@. (TB | Adrh -----mmememmeeeeeeeee 1
contact) 1A N9°Covd- €14.21M
vt )
+0. N0 ANt a@. 2C  ANC
?91.9°C A@. “INT 0. a\@.P9° -3
308 | N, NNZ  VA9°S PGS AAYT | 1@ NN @. 7957 1
°78hm.7 (a7 NS h%14-F
NN @. NG aodin 2
aohim- GFAQ)
0N-kN, 9°n70F P90y 1 ACINPLt--- 3
L0 N3 oot aoAav ey AaohAhA----- 4
AA WA Smen
309 | PN, VIS N LLEPF (phases) | ATE: -1
anr?
Ut 2
a\@. P9 -3
AA WA Smen
310 | N, Jroo D NNAgo-¢ &t | Aok -1
ao 2y h78.005- ' L AY
.4 2
HE(DOT) #hol@F ooyt T
aO.NSTO.7  ACINGT P9I Nt | AA@PI° -3

a.mJ3"m. & 1.
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h&A 4 hhoophht OC U8 PAT@. TEEPT

+.& PORIF aoi\(\ HAM
401 | k0. N7 AaoPNMC | N(MI° ANTT1790U 1
COIUNLAN  ATE RAT 1.
AN%71940 -2
NA®. £00A-?
av(1979919° Ahao97919° ANT-AIC---------- 3
hANTIo79° -4
NMy° AAON7979° 5
402 | ¢HOAMP 1+ OAMS RN Nhg | NMI° ANCI7TAU- 1
NPT AL PATT APl
an177a v- 2
aaoANnS AT ACTAAA
PmeP9e 0. NA®. CHOA? av(19799+9° ahaoN?79FI° ANTANIC - 3
adno1o99° 4
NMy° AAON7979° 5
403 | NN, NN APF AL PAP | NMYI° ANTTI77AU- 1
nd A2 ANTo. 0N+ Ad.PS
an177a v- 2
@LeI° TINLFF  ACTAM  ha.
NA®. £ANA-? ao999F9° AdaoN979719° ANTAI°--------- 3
AANTIo79° 4
nNMg° aAON°7999° -5
404 | 0t AE TR 099.L..70F | NM9T ANCTTA U 1
10 G D39 e LN,
AN%19A0 2
A7/ AmCME7 AaoC 51
NMY° H2%. 17 NA®. £ANA-? ao9999F9° AdaoN9797F9° ANTAIC-----—-—-- 3

AANTTITIg° 4
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NNI* K077 5

405 | +hr 224k LA, £ 924.2 | NN9° ANV 1
A heonion o.ar ek,
aN“190v -2
+TMCNELT AP AL LAY
AL CHATNAA NA@. £ONA-? ao999919° AdaoN9797F9° ANTAIC-----—-—-- 3
anNe1o99° 4
nMg° AO27°79° 5
406 | LN, 40909 DG | NMI° ANTTI79N V- 1
CrMCMNEETT  ovlB (a0
a1 0~ 2
nLéEf aofPH  JO7) DN
@.m, 3 avry ao\ir | @019 F9° AAaoNT19FI° ANT-AI®-----—-—-- 3
Aoond~tFN mPol 1@, 0.
ANNI799° 4
NA@®. £00n-?
nMg° AO27°79° 5
407 | L4/ EAF P8 NE-PTFF aod' D | AMI° ANTTI7TAU- 1
LN TMCNEPT ACH hPI°7
a1 0- 2
L4 NAD. £OANN-?
aoNTTPTI° ZAaoNTTT I ANTAIO--------- 3
anNe1o99° 4
nNMIg° hAO27°79° -5
408 | ACO n°L.0¢-07F NN | NN9° ANT7770 U 1
aNT AEN, F790.PF ao & heG
aN“190v 2
av AN TG 10, NA@. LHA-?
aoNTTTI° ZAaoNTTT I ANT AT - 3
anNe1o99° 4

NNI* AOT7779° 5
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h&A 5 PH20C/hwAt TEEPT

+e PTOLOT ao\() HAA
501 WA NN 0T 0T ALN | AP 1 PP 41
a0y D[ EMCAL DT nr OO0 ARLOT"
h2.LAI° 2 === LY ML TOE
ALTE TE ALCI0. PO.PA?
#TC 3 LA
502 | ATPE £TC 1 avANP AL WPy | NP+ 1
aAkn, A oF o’ oo’
NA° % U-AT +7 2
T £LC.IN7
NPAI> 71 3
AA A 2men
503 | ATPE £TC 1 avANL hLLAI®
WY 05T ANTILLP 9N 0T
9°7 A7 SUAAN?
aownean/nt At T | eans FICUGT avhl 1
S04 092,40 1M k0. oohAhAS | AMCNE? ®L MG +HI° avAR--emmeemeeeee 2
a$MC  TE9°7 Otovaht | hEN 39999, 2C 7 PAT®7 (2T
g% 9% W@ ANNDNFTF | aoAP -3
2OMA? ao &5t PRLmTy avhPt 4
AA 1A 2IAK
505 NN, AP 0é AL TAHLE. | AP 1 AN ALLAT®
em.Ph? nrT oL Tee
h2LAI° 2 > epC 510
24
506 A7L MS AWANETNT CMAoo-2912 | AL AmS PAU- 1
0 AME TR NTLLLCTNT | ATSIL AMS LA 2
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oOP T ALI57%7T G®. “huat
A 1AL P8P AA" ooSC
hAavS ¢y PaomPP AI°LP  9°%
LaoNANT?

Mmee¢ hr@.$9° 3
A hA emen

507

AL MG AANETOT QAo D
LN AMmCNELTT OLTT DL
artnge ms ML
health center) oo’k oo’ gAhA-?

(catchment

U 1
NI --- 2
A hA emen

508

0, AmCNET AF°Covd- hAh-0T-
ATNLEe mS MNf¢ (catchment
health center) 9°7 fai L
g\ ALTH 1.7

U-ALH AUA9° FMCNEPT - 1

N5 --- 2

°19° ALl INLavAN ALTTU hLLRAI"----3

A hA gmen

509

o0, AMCNEPTT ®L mS
AN hovAn  ATAC AL IMav-
o PS PGS A8CTT 907 907
STFm.?

510

nms AL PN A1INDAT
neAN/Amé Ohoo-f IC  aofF
eOé D7 AAL?

he 1

£aoe 2

511

PN, ovaold@/ThE (oo 05T
2meoin-?

hP 1

AT
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