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Abs tra( t 

Background: Tuberculosis (TB) screening recommended [or people li vi ng with human 

iminunodeficiency virus (PLWHA) to fac ilitate earl y diagnos is and safe initiation of 

antiretrc viral therapy (ART) and Isoniazid prevcnti ve therapy (lPT). The intcraction between TB 

and r-I I ! infection is complex. HIV :nfecti on weakens the immune system and increases the 

su.,ceptibility to TB. I-TIV increases the likelihood of reacti va ti on, re- infection and progression of 

lut\~l1{ TB infection to active disease. 
. I 

Objectives: The aim of this study was to as ess TB screening and referral linkage among HIV-

patients attending ART clinic ofButajira hospital. 

Methods: PL WH ~ who were enroll ed in th time p ri oe! fr !11 1998 - 200 I E.C studied. Both 

quantitative and quulitative data collection methods were LI cd to cond uct the study. A total of 

384 patient's cha~·ts that fulfill the inclu ion _ criteri a were ?e lect d by systematic random 

sampling technique for cross sectional study. For qua1itati ve stud y, by purposive sampling, 10 

healthcu'e providers and program coordinators were interv iewed to complement to the 

quantitative study. Univari ate, bivariate and mul tiva ri ate analysis were useJ to determine the 

fac tors associated with TB diagnosis. The qualitat ive data were analyzed thematically. 

Result: Among the screened PLWHA, 97 (25.3%) were on INH and 224 (58.3%) of patients 

w~re Oll co-trimoxazole prophylactic therapy (CPT). Out of eva luated PL WHA 300 (78.1 %) 

were screened for TB dt least one time and 84 (21.9 %), were never screened for TB. Active TB 
'. I 

was diagnosed in 69 (23%) patients; of which 20 (29%), 33 (47.8%), and 16 (23.2%) of cases 

were snlear positive pulmonary TB, pulmonary negati ve and extra-pulmonary TB, respectively. 

There were significant association between TB case findin g versus cough, dyspnea, chronic 

fa tigue, night sweat and fever; however the assoc iati on cf we ight loss and hemoptysis were not 

significant. Concerning referral linkages, 277 (72. 1 %) pat ients were linked to ART clinic from 

In-patie~lt, Medica-l outpatient, TB clinic, PMT-CT, General VCT, Other outpatient and PICT 

with intra-referral slips. 107 (27.9%) pati en ts were referred from other hea lth faci lities to ART 

cl inic. 

Conclusions and recommendations: chronic fat igue, cough, night sweat, and fever were the 

most frequentl y appeared symptom complexes of 1 B among the screened patient 's charts. 

/ 
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There was no TB screening for VCT clients who wcr testc I HIV po itive at V T clinic. TPT & 

CPT were not provided for all eligible PLWHA. The referral linkages or HrV patients to ART 

clinic wi th intra-facility and inter-fac ility were through referral lips; however most of patient's 

referra l slips were not documented. Routine TS screen ing for all V 'T clicnts who are tested HIV 

positive is r~commended to be screened at VCT cl inic. I PT & CPT wi II be provided for all 

eligib le PLWI-iA accord ing to FMOH TB/HfV Impl ementa ti on guidelines. TS/HIV technical 

cOlm.1ittce en-IT ) at Hospital, Zonal and Regional level shou ld be re-orga ni z d and strengthen 

ace ordi,l1g to national TB/HIV guidel ines. Periodic eval uati on of TS and HIV programmes 

should be strengthen at all level. Regular upporti ve supervision, bi-annua lly and annually at 

plOgram management level is recommended. 

/ 
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I. INTRODUCTION 

1.1 Background 

Tuberculosis (TB) is a disease caused by the bacterium called Mycobacterium tuberculosis. The 

disease primarily affects the lungs, but can attack any organ in the body. TB is spread through 

the air from one person to another and the bacteria are put into the air when a person with TB 

coughs or sneezes [1]. People nearby may breath in the bacteria and become infected. However, 

not everyone infected with TB bacteria becomes sick. As a result, two TB-related conditions 

exist: latent TB infection and active TB disease. Both of these conditions are treatable [2]. 

In developing countries, many I-hunan Immune-Deficiency Virus (HIV) infected persons 

frequently receive the diagnosis of HIV infection or Acquired Immune-Deficiency Syndrome 

(AIDS) after first having TB diagnosed at a health facility [1,2]. 

One of the most important interventions in TB/HIV collaborative initiative is HIV testing of TB 

patients, provision of Cotrimoxazole Preventive Therapy (CPT) for EIV infected TB patients, 

referral to HIV related care as well as screen HIV positive persons to provide Directly Observed 

Treatment Short course (DOTS) for active TB cases and provide Isoniazid Preventive Therapy 

(IPT) for those in which active TB is ruled out [3]. 

Sub-Saharan Africa remains the most TB affected region in the world. A little more than one­

tenth of the world's population lives in sub-Saharan Africa, which is home to almost 68% of all 

people living with HIV [4]. 

The HIV I AIDS epidemic in Ethiopia continues to pose a threat to the lives of its people. The 

national HIV prevalence was estimated to be 2.2% with urban and rural prevalence of 7.7% and 

0.9%, respectively. In 2009, there was an estimated 131,145 new EIV infections, and 44,751 

adults and 7,214 children will lose their lives to AIDS [4]. 

The impact of HIV epidemic varies substantially among populations and geographic locations in 

Ethiopia with a national prevalence ranging from 0.9 to 2.1 % among adults ages 15 - 49. More 

than 650,000 children have been orphaned or made vulnerable by the epidemic. The principal 

Addis Ababa Uniiie"rsity, School of Graduate Studies 
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modes of HIV transmission are heterosexual sex and mother-to child transmission. The 

HIV/AIDS epidemic has led to a seven year decrease in life expectancy among Ethiopians and 

has also led to substantial decrease in the workforce [5]. 

In SNNPR the estimated number of PL WHA were about 141 ,545 and they had got health 

Services from 99 health facilities (16 hospitals and 83 health centers) . The estimated adult HIV 

prevalence in the region was about 1.5 % (urban 7.2 % and rural 0.8%) [4]. 

According to 2002 EFY bi-annual Regional Health Bureau report, the numbers of PL WHA who 

were eligible for ART were about 37,859 but ever started ART were 18,859 and currently on 

ART 14,106. PL WHA with undiagnosed, untreated and potentially contagious TB are often seen 

in HIV care settings. TB is the most common opportunistic infection and a leading cause of 

death in PLWHA [5]. 

Under the natural course of progression of IB disease without treatment, 5 years after the onset 

of the disease, 50% of pulmonary TB patients will die as a result of the disease, 25% will be 

healthy, spontaneously cured by strong immune defense; and 25% will remain ill with chronic 

infectious IB [3]. 

1.2 Statement of the problem 

HIV increases susceptibility to infection with IB, the risk of progression to TB disease, and the 

incidence and prevalence of TB. Ihe annual risk of developing TB in PL WHA, who is co­

infected with IB, ranges from 5 to 15% as compared to a 5 to 10% life time risk for HIV 

negative individuals [5]. 

It also increases the likelihood of re-infections and relapse of TB. The impact of TB on HIV: TB 

increases HIV replication, which leads to increased viral load. The management of TB and HIV 

co-infected individual is challenging because of: pill burden, increased side effect and drug to 

drug interaction [3]. 

The interaction between TB and HIV infection is complex. In the individual patient, HIV 

infection weakens the immune system and increases the susceptibility to TB. HIV increases the 

Addis Ababa Unrversity, School of Graduate Studies 



Assessment ofTB Screening and Refe r ral Linkage among HI V Patients Attending A~T Clinic of Butajira Hospital, SNNPR, 2010. 

likelihood of reactivation, re-infection and progression of latent TB infection to active disease. It 

also alters the clinical presentation of TB, complicates the follow up and compromises the 

response to anti-TB treatment [5]. 

Risks and transmission dynamics for TB in persons with HIV infection are complex. Persons 

with HIV infection are more susceptible to both new TB infection with disease progression and 

to reactivation of latent infection. Significantly lower TB treatment SLlccess and higher mortality 

have been reported worldwide in persons with HIV infection compared with persons without 

HIV infection [5]. 

In Ethiopia, most health facilities have separate TB, VCT, and ART clinics. Patients most 

commonly flow from the VCT clinic to the ART clinic and from the ART clinic to the TB clinic. 

Referral between the VCT and TB clinics is rare, as TB suspects are usually checked at the ART 

clinic. TB patients are given provider-initiated testing (or diagnostic counseling and testing 

[DCT]), with the HIV test conducted by laboratory personal at the facility laboratory or the VeT 

clinic [30). 

Although FMOH and different partners supported TB/HIV collaboration the case detection rate 

of TB is low. According to FMOH 2009 annual report the prevalence rate of TB/HIV was 20%. 

TB indicators remained stable between 2008 and 2009, with TB case detection rate being at 34% 

(below the national target of 67.8%). TB treatment success rate was at 84% and a TB cure rate at 

67% over the last fiscal year [31]. 

1.3 Rationale of the study 

An essential strategy for decreasing the burden of tuberculosis and preventing its spread in 

people with HIV is integration of TB and HIV activities, care and treatment. This includes TB 

screening and active case finding in the clinical settings where people with HIV infection receive 

care. All patients with HIV infection should undergo routine screening for TB to determine 

whether they have tuberculosis [6]. 

Addis Ababa University. School of Graduate Studies 
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Intensified case finding or screening for TB among PLWHA remains low. Only about 314, 200 

PL WHA were reported to be screened for TB in 2006, which represents a tiny fraction of the 

global target of screening 11 million people living with HIV by 2015 [7]. 

The coverage of those activities that need to be carried out by the HIV side such as screening of 

HIV positives for TB and provision of IPT are very low. For example in 2005 only 0.4% of 

people living with HIV were screened for TB and only about 25,000 were started on IPT [7]. 

This calls for an urgent attention as TB is now the commonest presenting illness of PL WHA who 

are on ART [8]. 

In 2007, 2.2 % of PLWHA (equal to 630,000 people), twice as many as in 2006, were screened 

for TB and only 0.1 % of the estimated 33.2 million people living with HIV (29,000) were put on 

Isoniazid preventive therapy (lPT). TB infection control measures are still not implemented in 

many HIV service settings [8]. 

In 2008, the number of PL WHA who were screened for TB more than doubled from 600,000 in 

2007 to 1.4 million in 2008 though this is still a fraction of the 33 million people estimated to be 

living with HIV. Only 48,000 people living with HIV were put on IPT and TB infection control 

measures are still not implemented in many HIV service settings [9]. 

Considerable progress has been made in recent years, but interventions to reduce the TB burden 

among PL WHA are still lacking. Scaling up collaborative TB/HIV activities particularly 

intensified case finding, infection control and Isoniazid Preventive Therapy (lPT) known as the 3 

I's falls short of the targets set by the Global Plan to Stop TB [10] . 

World TB Day 2009 (25th March) was marked by the release of dramatic new data from the 

WHO indicating that rates of TB-HIV co-infection are twice as high as originally estimated. In 

Sub-Saharan Africa, HIV has caused TB incidence to . triple since the 1990s and in some 

countries 80% ofTB patients are co-infected with HIV [14]. 

A lack of integrated TB and HIV services is one of the biggest problems in controlling these two 

epidemics. Only I % of people living with HIV in 2008 had been screened for TB [9, 10].Despite 

the significant progress made in targeting people living with TB, the implementation of 

interventions to reduce the impact of TB among people living with HIV is far below the targets 

set in 2006 in the Global Plan to Stop TB 2006- 2015 [6,7]. 
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Information about the status of TB screening in HIV patient and TB case detection in our country 

was limited. This is due to absence of evaluation of health service activities at health facility 

levels lack of research based evidences. Therefore, this paper might initiative for assessing how 

TB screening and referral linkage among HIV -patient attending ART clinic of Butajira hospital. 

The findings generated from this study will have some contributions for evidence based 

interventions regarding prevention and control ofTB/HIV co-infection. 
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II. LITERATURE REVIEW 

2.1 Global Burden of HI VIA IDS and TB 

Worldwide about 11.1 mill ion adults are co-infected with TB and HIV. 70% of co-infected 

people are living in sub-Saharan Africa, 20% in the south East As ia and 4% in Latin America 

and the Caribbean [6]. 

The immune deficiency associated with AIDS greatly increases the likelihood of developing TB 

disease after a latent TB infection. TB i , in fact, a leading cause of death for PL WHA 

responsible for an estimated 13 percent of AIDS mortality worldwide and a much higher 

proportion of AIDS deaths in some regions, particularly in Africa [7] . 

TB and HIV are among the leading infectious disease killers in the developing world. These 

diseases are life threatening when contracted on their own, but the threat is becoming more 

severe as an increasing number of people infected with HIV are also contracting TB [8]. These 

diseases are combining to create what many fear is a global health catastrophe [8]. TB killed one 

out of four HIV-positive people in 2007, according to the WHO [9]. 

Collaborative TB/HIV interventions are essenti al to ensure that HIV -positive TB clients are 

identified and treated appropriately, and to ensure TB among PL WHA is prevented, diagnosed 

and treated [10]. 

WHO issued policy guidance to improve the diagnosis and treatment of smear-negative 

pulmonary and extra-pulmonary TB (2007). Smear-negative pulmonary and extra-pulmonary TB 

cases have been rising in countries with HIV epidemics. Delayed diagnosis is a key factor 

contributing to the unnecessary deaths of people living with HIV [10, ] 1]. 

The Three "I 's" for TB/HIV (IPT, Intensified case finding for TB, and Infection control) will 

reduce the burden of TB among people living with HIV and therefore must be urgently 

implemented by all HIV services [11]. 

The TB/HIV Working Group (WG) of the Stop TB Partnership works to reduce the global 

burden of HI V-related TB through effective collaboration between TB and HIV programmes and 
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communities, and establishing policies, target , and monitoring and evaluat ion systems for 

evidence-based co llaborative TB/HIV activiti es [1 2]. 

People living with HIV are fac ing emerging threat of drug-resistant TB . Multidrug-resistant TB 

or MDR-TB is resistance to fi r t-l ine anti- B drugs; exten ively drug-re istant TB or XDR-TB is 

resistance to second-line anti-TB drugs [11 , 12]. 

The WG has a priority li st of countries with the brunt of the problem in order to intensify its 

priority efforts of accelerating the implementation of collaborat iv TB/HIV activities. The 

TB/HIV priority li st current ly contains 63 countries including all countries with an adult HIV 

prevalence 2: 1%, and five additional countrie (Brazil , China, India, Indonesia and Viet Nam), 

which together make lip 98% of the global burden of HI V associated TB [12]. 

WHO released staggering n w data about the thr at of tuberculosis and the toll it takes on people 

with HIV/AIDS today, in recognition of World TB day. In 2007, there were at least 1.37 million 

cases of HIV -positive TB- or nearly 15 percent of the total incident cases. That's double the 

previous WHO estimates [1 2]. 

Screening for TB among HIV -positive people attending people attending HIV care services grew 

from 194, 718 people in 2005 to 3 14, 394 people in 2006. Among those screens 84,713 were 

found to have TB; this number is equivalent to 12% of the 709, 000 HIV -positive cases 

estimated to ex ist globally. This high proportion suggests that if screening for TB was increased 

beyond its currently low levels TB case-findi ng would improve [10]. 

Provision of IPT remains at very low levels compared with high number of eligible PL WHA. 

The low number of PL WHA being treated with IPT is inconsistent with policy establishment; 

while 84 countries reported the existence of IPT policy only 25 reported any provision of IPT. 

Numbers on IPT are also dominated by Botswana, which accounted for 70% the total number of 

people reported to be on IPT globally [10]. 

It is also imperative to note that the CUlT nt progress of the implementation of collaborative 

TB/HIV activities is far short of with what has been laid out in the Global Plan to Stop TB 

(2006-2015). The Global Plan proposed that 1.6 million TB patients would be tested for HIV in 
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2006 and 220,000 should be started on ART. However, in 2005 the coverage was only 14% and 

11 % of what has been planned for 2006 respectively. Likewise, the number of PLHIV screened 

for TB in 2005 was only 1.7% of the 11 million targeted for 2006 and the number started on IPT 

in 2005 was 2.2% of the 1.2 million targeted fo r 2006 [1 1]. 

WHO Recommended TB/HIV Collaborative Activities [5] 

A. Establish Mechanisms for Collaboration 

1. Set up a coordinating body fo r TB/HIV activities at all levels 

2. Conduct Surveillance of HIV prevalence among Tuberculosis patients 

3. Carry out joint TB/HIV planning 

4. Conduct monitoring and evaluation 

B. Decrease the burden of Tuberculosis in people living with HIV 

1. Establish intensified Tuberculosis case fi nding 

2. Introduce Isoniazid preventive therapy (lPT) 

3. Ensure Tuberculosis infection control in health car~ and congregate settings 

C. Decrease the burden of HIV among TB patients 

1. Provide HIV testing and counselling 

2. Introduce E IV prevention methods 

3. Introduce co-trimoxazole preventive therapy 

4. Ensure HIV I AIDS ca re and support 

5. Introduce antiretroviral therapy [5] 
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2.2 TB and HlV Situation in Africa 

Africa is the global epicenter of IBHIV co- infec tion horne to roughl y 80 p rcent of IB cases 

among PLWH A [1]. inc 1990, the numb r of new annual TS ca in Afri ca has more than 

tripled and the number of death per year ha almo t tripl ed [2]. 

It is also the only continent where IB rate are increa ing - at a dramatic 5 percent per year ­

driven by HIV/A TD , pov rty and weak hea lth ys t m . Afri ca' TS burd n has become 0 great 

that in August 2005, African Ministers of Hea lth and WHO declared TS a continent-wide health 

emergency [1]. 

While PEPFAR' effort to address TB-HIV have be n valuable in a numb r of countries, the 

actual level of investment in its 15 focus countri (12 of which ar located in sub-Saharan 

Africa) has been limited to date, though con iderable increa e i planned for fiscal year (FY) 

2007[7]. 

IB is especially probl ematic in sub-Saharan Afri ca. Africa ha the hi ghest number of both IB 

cases (more than 400 per 100,000 population per year) and HIV inti ctions (24 .5 million people 

Living with HIV in Africa by the end of 2005), with two thirds of TS patients co-infected with 

HIV [8] . 

I here were an estimated 1.37 million HIV positi ve IB patients globally in 2007. Around 80% 

of patients live in sub-Saharan Africa. 456,000 people died of HIV -associated I B in 2007 [9] . 

At least one-third of the 33.2 million people living with HIV worldwide are infected with IB, 

are 20-30 times more likely to develop IS than those without HIV and one in four people with 

HIV die due to IB [10). 

HIV increases the risk of reactivation of latent IB infection (LIB I) and progression to active IB 

disease more than any other known risk factor. In some countries, the percentage of patients with 

active IB who are co infected with HIV is now greater than 60% [9 , 10). Even with appropriate 

management of I B, patients with HIV co-infection have increased mortali ty as a consequence of 

HIV -related complications [10). 

While IB is preva lent in nea rl y all low- and middle-income countries sub-Saharan Africa 

suffers the highe t incidence and mOltality rate [11). In the recent decad s, the number of TB 
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cases has increased by several folds especially in sub-Saharan African cOLmtries. HIV infection is 

considered to be the main risk factor for the increase in the number of TB patients and the 

proportion of smear-negative and Extra Pulmonary Tuberculosis (EPTB) cases [11]. 

There has been exceptional progress in addressing TB/HIV in countries such as Kenya, Rwanda, 

Malawi, Mozambique and Tanzania. In Kenya, the percentage of TB patients tested for HIV 

more than tripled between 2004 and 2007. In Malawi the' percentage of people tested rose from 

25% to 83%, in Rwanda, 9 out of 10 people were tested in 2007. In one year both Mozambique 

and Tanzania increased testing from 24% to 70% and 3% to 50% respectively [12]. 

According to the WHO recommendations, 1) HIV testing and counseling should be offered to 

all TB patients in settings where the HIV prevalence among TB patients exceeds 5%; 2) TB 

control programs should establish a referral linkage with HIVI AIDS programs to provide a 

continuum of ca re and support for persons living with HIV/AIDS who are receiving or who have 

completed their TB treatment; and 3) TB and HIV/AIDS programs should establish a system to 

provide CPT to eligible persons living with HIV/AIDS who have active TB [16]. 

Patients presenting with dry cough of three weeks or more were diagnosed based on strong 

clinical evidence and x-ray findings consistent with active TB [17]. In children, TB was 

diagnosed if there were symptoms and signs suggestive of TB, contact history with a known TB 

patient and x-ray findings consistent with active TB [15]. 

Following successful treatment for TB and subsequent adherence to an ART regimen, the lives 

of PL WHA can be sustained for prolonged periods of time, thus reducing mortality. In areas 

where access to ART is limited, TB treatment can buy precious time to access ART, as well as 

prevention and care services [16]. 

According to the Stop TB Partnership's Global Plan to Stop TB 2006-2015, the high rates ofTB 

treatment interruption and transfers to other treatment centers are key reasons for the 

development of TB drug resistance in Africa [17]. 
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A suggested method of conducting the screening would be to ask HIV -positive clients whether 

they are currently on TB treatment. If not, they would then be asked about the key symptoms of 

TB disease; (e,g. cough, fever, night sweats, recent weight loss, and lymphadenopathy) [18]. 

There are two reasons for carrying out TB screening among PL WHA. Firstly, incidence of TB is 

greatly increased in PL WHA and identification of those with symptoms of TB is the first step in 

active case-finding [19]. 

Early identification of TB suspects with signs and symptoms of TB, followed by prompt referral 

for diagnosis and treatment, increases the chances of survival, improves quality of life and 

reduces transmission of TB in the community. Secondly, TB symptom screening can also form 

the basis for identifying HIV -positive clients who show ' no evidence of active TB and would 

benefit from treatment with Isoniazid for latent TB infection [20]. 

According to the best available data from the WHO as few as 1 % of people living with 

HIV/AIDS around the world are even screened for tuberculosis [21]. TB screening is 

recommended for people with HIV infection to facilitate early diagnosis and safe initiation of 

ART and IPT [22] . 

TB screening is the first step towards diagnosis and treatment. TB case loads and transmission 

could be reduced even further by enhanced uptake of HIV testing and counseling, routinely 

screening those people testing for HIV for TB and offering IPT to those without signs and 

symptoms ofTB [23]. 

Eighteen African countries are now home to 75 percent of Africa' s TB cases, where the average 

TB notification rate (i.e. , the number of new TB cases notified per 1 00,000 people) doubled 

between 1990 and 2003 [9] . Highlighted as best practices in PEPF AR' s Second Annual Report 

to Congress, pilot projects in Nairobi, and Kenya, provides an example of the effectiveness of 

TB-HIV coordination. These projects provided HIV testing and counseling to TB patients, 

reSUlting in increased identification of people with HIV and referral for ART [9], 

TB and HIV diseases have been closely entwined since the early years of the HIV I AIDS 

pandemic [7]. The 2 conditions overlap in their epidemiologic characteristics and clinical 
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manifestations and are both clothed in sti gma. They individually carry the risk of creating social, 

economic, and political instability, which is markedl y wo rsened when they affect a region in 

concert. The overwhelming burden of di sease due to both TB and HIV i borne by resource­

limited countries and the hardest hit among these are in sub-Saharan Afri ca [8]. 

TB and HIV/AJDS programs have only recentl y begun moving towards providing coordinated 

TB-HIV services, so evidence fo r their cost effectiveness is limi ted. It is, however, being 

generated in various settings [8]. Pilot projects in Malawi, South Africa and Zambia, for 

example, have shown that screening PL WHA for TB can be done fo r little added time and cost, 

resulting in increased TB case finding [8]. 

TB is one of the leading killers of people living with HIV in Afri ca. Yet, globally only 2 out of 

every 100 HIV patients are even tested fo r TB [9]. 

According to WHO, 11 of the 12 African foc Li s countri es reported data on the number of TB 

patients tested fo r HIV [2]. Between 2004 and 2005, the number ofTB patients tested from these 

countries totaled 111 ,285 [2]. This represents just under 7 percent of the total number of TB 

cases that should be tested fo r HIV from these countries combined [2). 

TB screening and provision of preventive therapy or treatment to all PL WHA is urged, but not 

required fo r all focus cow1tries, which suggests that opportunities are being missed to reduce 

mortality of PLWHA due to TB [1]. 

2.3 TB and IllY co-infection in Ethiopia 

Following WHO ' s 2004 interim policy recommendations, the TB/HIV collaborative services in 

the nine pilot sites included IPT for HIV -positive patients; CPT fo r HIV and TB co-infected 

patients; and provider-initiated HIV counseling and testing in TB patients. These services are 

mostly free to all patients; however, the program funding is highly dependent on external donors 

and sustainabili ty is not assured [30]. 

TB/HIV services and ART services are gradually being decentralized from hospitals down to 

lower-l evel health care facilities, and patients are going from being managed by internists to 

general practitioners to health offi cers and then to nurses, TB/HIV coordinators from all regions, 

most zones, and some woredas have been trained. Replacement training to handle employee 

turnover has been an ongoing challenge during the expansion of services [31). 
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TB is among the major causes of morbidity and mortali ty in Ethiopia and manifests as the 

leading opportunistic illness for AIDS patients. According to an FMOH report (2005), Ethiopia 

ranks seventh on the list of the world 's 22 high-burden countries for TB, with an incidence ofTB 

of all forms at 356 per 100,00, smear-positive at 135 per 100,00, prevalence of all forms of TB at 

533 per 100,00, and prevalence of HI V among TB patients at 21 percent [ 32]. 

HIV Counseling and Testing (HCT) uptake increased and in 2008/9 year alone 5.8 million 

clients were tested for HIY. Rapid HIV counseling and testing service was expanded 

significantly [34]. 

The number of facilities providing HCT was 1,005 in 2007/08 and increased to 1,823 by 

2008/09. Provider-initiated counseling and testing (PICT) has been well integrated with routine 

health services. Health facilities providing ART reached 517 in December 2009. The number of 

AIDS patients ever started on ART has grown to 241 ,759 in December 2009, among which 

176,632 were currently on treatment. Ihis year alone 91 ,100 new AIDS pati ents started ART 

[34]. 

TBI HIV collaborative work was initiated in Ethiopia in 2004 as a pilot project in six hospitals 

and three health centers. Based on the lessons learned from these pilot sites, the collaborative 

work has been expanded to more than 330 health facilities·(hospitals and health centers) [31]. 

Like the rest of HIV related activiti es, this also is supported by different partners. Major 

expansion of the collaborative work occurred since 2006 [32] . 

The percentage of TB patients who receive HIV counseling and testing has increased from 10% 

to more than 80% in most health facilities. TB/HIV patients are referred to an ART unit where 

they get the appropriate 01 treatment, prophylaxis and ART if eligible. Patients seen at ART 

clinics are also screened for TB and referred to TB clinics if diagnosed with IB [33]. 

However, the referral system is not yet well established between the TB care and HIV care 

givers, and the M&E system is not strong, so it really is not known what percentages of TB/HIV 

patients who require service actuall y receive them. The gap between what is supposed to happen 

in service delivery and what is actually happening (as is the case with PMTCT) may be huge 

[32]. 
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In addition, a total of 24,112 HIV -positive people were referred from HeT, clu'onic HIV and 

ART clinics for TB screening out of which 4,154 (17.2%) were found to have active TB and 

2,403 (10%) with latent TB, and hence put on IPT. The proportion of HI V-positive patients who 

were screened for TB increased from 25% in 2007 to 55% in 2009 [33]. 

Ethiopia is a high HIV prevalence country and the ongoing HIV -epidemic is an important 

contributing factor in the growing TB case load in Ethiopia. The national HIV prevalence rate is 

4.4 percent. The TB-HIV co-infection rate in the nation remains high, with over 19 percent of all 

TB cases detected in HIV positive individuals. Providing TB services in conjunction with the 

other critical health interventions, including HIV has allowed the Ethiopian Ministry of Health to 

take the innovative approach of providing collaborative TB-HIV services [32, 33]. 

At every rural Ethiopian health post or urban health centre, every patient suspected of having TB 

is also offered a free HIV I AIDS test and every HIV I AIDS patient is screened for TB. If they are 

found to be infected with either the active or dormant type of TB, they are provided with the 

appropriate drug regiment as either a curative or preventative measure at the same time as they 

receive their ART. This collaborative approach with the capacity to deliver at the community 

level is likely to see strong results in terms of reducing co-infection and deaths associated with 

TB in people with HIV/AIDS [40]. 

The catastrophic association between HIV and TB has now been well identified, although the 

underlying causal mechanisms and immunological aspects are not yet fu lly understood. It 

appears that latent TB-infection in HIV -positive persons reactivates at a rate of 10% per year, as 

opposed to 5-10% over a lifetime for HIV negative persons [41]. 

HIV -positive persons are prone to re-infection with new strains of TB from the community and 

drug resistance may occur more frequently .TB is often the first opportunistic infection in HIV­

infected persons, and active TB has been shown to induce viral replication, thus accelerating the 

progression from latent HIV -infection to clinical stages of AIDS. The clinical presentation of TB 

may be altered in HIV -positive patients, especially in advanced stages of HIV -infection when 

immunity is considerably compromised. Smear-negative and extra-pulmonary forms of TB are 

then more common and X-ray abnormalities are atypical [42]. 
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The synergy between TB and HIV justifies the collaboration between control programs for the 

two diseases. Cognizant of the need for such a relationship, the Federal Ministry of Health has 

initiated TB/HTV collaboration in 2004 in nine pilot sites in four regions, which are increasing in 

a phased manner. TB/HIV Advisory Committee (THAC) had also been established in 2002 [3]. 

The experience gained from the pilot sites was a valuable tool in the development of the national 

TB/HIV implementation guideline (2005), the requirement of appropriate training materials, the 

reporting formats and referral systems [3]. The national TB manual has been revised to include 

TB/HIV; the national TB/HIV implementation guideline has been revised this year and it is 

currently under printing. TB/HIV Technical Working Group has also been established by THAC 

in April 2007[3]. 

The WHO recommends that individuals with HIV be screened for TB when they are first 

diagnosed with HIV and periodically thereafter. Diagnosing TB in people with HIV can be 

difficult because they are more likely than persons who do not have HIV to have extra­

pulmonary TB and to lack "classic" TB symptoms, such as chronic cough [13]. 

One common approach, never studied for effectiveness, was to conduct further tests only if the 

person reports coughing for 2-3 weeks. CDC with financial support from the USAID and 

PEPFAR, conducted a study to determine how best to screen for TB among people with HIV, 

even in the poorest, most resource-limited areas of the world [14]. 

TB and HIV have formed a deadly synergy that tlu'eatens the fragile gains made in the fight 

against both epidemics. Each disease speeds up the development of the other. HIV activates 

latent TB, and left untreated, someone with active TB has the potential to infect 10 to 15 people 

per year. According to the WHO and the Center for Global Health Policy [15]: 

In Ethiopia routine data from 44 sites in the year 2005/6 showed 41 % of TB patients are HIV 

positive [10]. The total number of PLWHA in the same period is estimated to be 1,037,267 

adults and 68,136 children [3]. 

The number of new adult HIV infection for 2008 is estimated to be 125,147 for adults and 14 

093 new pediatric infection because of vertical transmission [3]. The number of deaths due to 
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AIDS for the same period is estimated to be 58,290 fo r adults and 9,284 among children. The 

number of PLWHA who need to be started on ART in 2008 is estimated at 289,734 for adults 

and 17,274 for children under the age of 14 years [6] 

Report on the consultancy visit to review and assess the implementation ofTB/HIV collaborative 

activities in 16 sites within three regions in Ethiopia: 251h August 2008: to 5
1h 

September 2008: 

shows that; 84.98% of HIV positive cases were screened for TB. 219 (9.32 %) patients were 

found to be having TB (all forms) out of 2,348 HIV positive cases [24). 98 patients were placed 

on IPT. The number is low due to apprehension among the staff to decide to place the patients on 

IPT. The staffs are not confident enough too clinically to rule out TB. 872 patients were put on 

CPT. All 16 health facilities placed almost all pati ents· on CPT. out of 2,763 HIV positive 

patients 949 [34%] were found eligible for ART [24). 

2.4 TB and HIV Co- infection SNNPR 

According to annual 2001 E.C SNNPR Health Bureau report, 32,097 PLWHA were registered 

and 15,962 PLWHA were ever started ART. 11906 were on ART. TB case detection rate was 

39%.1n Butajira hospital there are 1118 clients were enrolled as pre-ART and 538 clients were 

ever started ART and there are 342 patients are on ART [38]. 

The number of clients started before end of month 30 18/2002 E.C were 644 , 418 were on pre­

ART and 410 patients were on ART. TB case detection rate of TB ( all forms) is increasing over 

time; 38%, 44%, and 44% in 1999(2007), 2000(2008), and 2001(2009) reports respectively [38]. 

In SNNPR, the incidence rate of all forms of TB and Smear positive TB is 45% and 41 %, 
respectively [39). Since the last ten years the health facilities rendering DOT increases from zero 

to 100% while Tb case detection rate remains constant. 
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III. OBJECTIVES 

3.1 General Objective 

The general obj ective of this study was to as es TB screening and referral linkage in PLWHA 

attending clu'onic HIV care clinic of Butajira ho pital. 

3.2 Specific Objective 

• To describe the proportion of PL WHA attending ART clinic screened for TB and 

referred to TB clinic. 

• To determine the magnitude of PLWHA attending ART clinic di agnosed for TB. 

• To calculate the proportion of PL WHA attending ART clinic were that given IPT and 

CPT during the follow up. 

• To assess the referral linkages between ART clinic and other d partments or facilities. 
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IV. METHODOLOGY 

4.1 Study design 

Tllis was a cross-sectional study whereby both qualitative and quantitativ m thod of data 

collection were used. It was done from 9, October 2009 to 28, June 20 10. 

4.2 Study area 

This study was conducted in Butajira hospital. The hospital is located in Guraghe zone, SNNPR 

of Ethiopia. The region has 13 administrative zo n and an estimated population of about 14 

million, of which 93% live in rural area. Due to limited re ource LIt of ] 6 hospitals in the 

region based on Convenience sampling method only one hospital utajira was selected for the 

study. 

Butajira hospital is located in Butaj ira Town which is 133 km south of Addi on Alemghena 

Hosanna road. Butajira hospital had served a a referral sources for ea tern Guraghe, some part 

east Shoa zone of Oromiya and Siltie zones. The hospital gives DOTS for TB. Diagnosis of 

pulmonary TB is made using a combination of clinical examination, Acid-Fast Bacilli (AFB) 

staining and/or chest x-ray. Doctors and health officers are responsible for di agnosing smear 

negative and extra pulmonary cases, while smear positive cases are also treated by trained 

nurses. The hospital follows the National Tuberculosis and Leprosy ontrol manual of Ethiopia 

[18]. 

The ART clinic, coordinated by a doctor, provides treatment for opportunistic diseases. There is 

one counselor, two ART nurses, three adherence supporters and one data clerk working with the 

HIV unit. The ART nurses were trained with basic ART training for 15 days . According to first 

quarter of 2001 E.C SNNPR Health Bureau report, in the hospital there were 1118 clients 

emolled to pre-ART and 538 clients were ever tarted ART. There were 342 patients who are on 

ART. The number ofPLWHA started befo re end of month 30 /8/2002 E.C were 644 , 418 were 

on pre-ART and 410 patients were on ART [38]. TB case detect ion rate of all forms TB is 

increasing over time; 38%, 44%, and 44% in 1999(2007), 2000(2008) and 200 1(2009) reports 

respectively. According to 2001 E.C report there are 1292 PLWHA who are on treatment of 
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anti-tuberculosis in the Hospital. A total of 688 TB patients were treated at TB clinic. Of which 

62 were pulmonary positive 405 were pulmonary negative and 22 1 were extra- pulmonary TB 

[38]. 

4.3 Study population 

The study population includes charts of PLWHA attending ART of Butaj ira hospital; as well as 

staff working in ART units and TB/HIV program coordinators Zonal Regional and Federal 

levels. 

4.4 sample size calculation 

The sample size was determined by assuming p=SO%, since our TB screening rate is not known; 

a rate of 50% preferred to obtain the largest possible sample size u ing the single proportion 

formula; giving any particular out come to be with 5% marginal error and 95% confidence 

interval of (alpha = 0.05). Based on this assumption, the actual sample size for the study is 

computed using one-sample population proportion formula as indicated below. 

Where: 

n = Sample size 

z = critical value 1.96 

p = 0.5 to get the maximum value of n 

d = precision (marginal error) = 0.05 

Thus the sample size is, 

n = (1.96i x 0.5(1-0.5) = 384 

Non-response rate was not a problem in this study since data were co llected from registers and 

formats. Therefore sample size for cross-sectional was 384. 
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chart quarterl y r p rts and IB regist 1' , The que ti I1l1 air~" \\.: I"C filled lit \\ ith tb 

llurs a: data co li t r f r m 26 Mar h - pril 2, 20 10, after h ' l k a l1e d 

e Slon \,: i th the in trul11 nt and prin ipal in li gat r. 1 he tructured 

adapte( f rom Pre- R I' 
arc ,\R r ~ \I \V-up I' 1"111, I II 

intake r I'm 
rd , 

rd ' n l1~cd r tran la ti n r the qu ti nnaire 

t A mhari , 
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4.6.2 Qualitative data collection 

In-d pth interview fr m Butaj ira II pit 17 h alth ar pI' 

linic and 3 pr gram c uragh ~ 

in-depth intervi 

NNPR hea lth bureau and uragh z n he !th d pa rtm nt 

mi- tructur dint rview guid . The prin ipa l In 

in terviewe and got favo rabl tim fo r int rvi w . 

interviewee; the ubject were a k d f, r th ir pa rti il ati n th 

n t in conducting the cony r ati nal individual 

b tween 35-40 minute in a etting wh r th r 

d pth interview w r adapt d fr J11 TBIlllV ui d lin 

Hect d from heal th worker no n d f tran lati n [ 

Inclu ion criteria for data collection 

• PL WHA who regi ter d on pre-AR r gi trati 
were eli gible for the study. 

Exclusion criteria 

had 

pnll 

• Patients who transferred in or out t ther health fac il iti-

to keep focus on practice of screening in the tud y h pita!. 

nd · 

LI 111 a 

intI' du him If t the 

win d a hi nd i idual 

il al in k fi eld 

f, r il1-

f h alth . in c data w re 

nl1ciret mhari 

up at I 'a t ~ r m nth 

Iud d fr m the tud y 

• TB patients referred fro m TB clinic fI r ELY care and follow up. 

• Died and lost to follow up. 

4.7 Variables 

4.7.1 Dependent variables 

• Screening fo r TB 

• TB ca e fi nding 

4.7.2 Independent variab les 

• Socio-d mographic character - ag , e , marital Latu , r I igi n du ati nal tatu and 

occupati n. 
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• ympt 111 ompl f TB: ugh, r ' r, 'Ill' 111 ' faligue , l1i ,hi sweal \ ht I 

dyspn a ane h m pi Sl . 

• Baselin c unt I utun '111(.:ar amillali 11, 'hI.! l 
, 
-la' , an fin n ' \I ' 

C\::;piral i n cy l I y. 

t, Op ra tiona l DelmitioJl 

t Tn creeu- i.., scr ening people Ii ing 'V ith III 

a,)d subs quent vi it offol! w u . 

r '1'1 talll n the ' 

l- 1'13 u pect- refer 't ap r OJ. .wh pre 'ent ' 'V ith ' 111 pI 111 ' r 

di cn , in part icular a u h 

nr 1m nt 

e [ 13 

Tn referral -- after P WHA r ened r r'l' l S illl It J1l S health car,-- pr id l.! r link I 

cl illic [or interventi n. 

~ l:valuation - PLWH ev luat d ~ r '1'13 I11ll J11 C mpkxe ' 111 I T lini end ~ r 

f ~FB , radiographic and FNA cyt I gi al exam in ti 11 ' . 

4,9 Da-tH Aual sis procedures & data qua lity lIIalla 'CIII lit 

~ ompleted questi onnaire Idata were c cl ecl by num b r '. 'r s ·-chl.!ck ing and datn anin 'V a 

done m" lUall y and b)' using P veri n I . l ata werl.! enll.: l\:d int the C In uter b tati ti 211 

prog" anlme Epi-6 ( enters for Disea ontr I ancl Prl.! enti n t1 anta 

w<: s then tn.ll1 ferreu to P ver Ion 16 D r ana l is. ala II ~c t 'd rr In r cord er 

cU'erori "ed and Sllmmari zed into mat ri c fi gure and table basecl n th kind u d. 

!);sc ript i'.'c :'requ ncy, uni vari ate, bivari ate, multi ar iale, odds rati inter aJ and p-

value were used D r sta tistical tes t. The Ie el [ sign ifi cancl.! \ < s set al p :s 0.05 and 95% 

onfide:-,ce interval was used throughout. Th qualil ti e data btaine rr 111 in-d pth interviews 

were analyzed thematicall y. 

4.10 E thical consideration 

Ethical approval and clearance was obtained [ I' 11 the J int cad'mic ' 111111 1 i n f ddi 

baba Univers ity (M dica l and Informali c fa ulli es. rfi ial I It r rati n \J ritt n 

\ ere se nt to S P Regional Hea lt h Bureau, ' ago in the I [ alth Bureau \\ r 

Guragh zone hea lth department and Butaj ira h pita!. Th princip< I il1\ cSlig< t r had xplain d 

th aims and objectives of the tud t th tarf \ ho \\' r' \\. rkin 111 and B 

clin ics ')1 th h spita l and program 0 rdina r 
AcJd i~ At ,~ba University, School of Graduate Studies 
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TB clinics of th ho pital and program PR h Ith ur u nd 

Guraghe zone h alth department. They w r in~ rm d that an In t d durin' th 

CO Ul' e of the tudy kept confidential. Verbal ~ r in-

depth interviews. Finall y, the data collecti n wa fini h tud . 
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Assessment ofTB Scree ning and Referral Linkage among HJ V Patients Attending ART CJinlc of BliLaJir Hospital, S PR,2010. 

V.RESULTS 

5.1 Quantitative findings 

5.1.1 Socio-demographic characteristics 

Of 384 patients, 241 (62.8%) were fI male. 154 40.1%) nd 186 (48.4%) w r in th ag 

group 15-24, and 25-34 respectively. The m dian ag f cr n d pali nt wa 3 year (rang 7 

to 64). Concern ing marita l status 202 (52.6%), 47 (12.2%) 26 6.8%) 4 (2 1.9%) and 25 

(6.5%) were married , single, divorced, widowed and parated r p ct ively. :,ducational statu 

of patients 169 (44%), 130 (33.9%), 73 (19%) w re illit rate, r ad and write primary and 

secondary, respectively. The evaluated PLWHA by r li gi .n 196 (5 1 %) w r rlh d x hri tian 

130 (33.9%) were Islam and 58 (15.1%) were Prote tant ( ab le J). 
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Assessment of.TI3 Sc reenin~: and Refe r ral Linkage among IIIV Patients Attending ART Clinic of l3u lJpr ilOSPltJl, S PR,20 10. - ... . 

:-able: 1 ocio-demograpllic characteri ti Butajira 
do pital, 20] O. 

Variab les x 

i\flal e n (%) 'cillale 11 (%) rota l 11 (%) 

Ag~ i!l years 

< 15 ye, rs j (0.25) 0.75 4 1.0) 

15 -24 51 (13.3) 0(7.8) 40 ( I .4) 

25 - 34 ] 0 (2.6) 135(35. 1 (4 .5) 

. ') -64 81 (2 l.0) 71 (10. 1) 154 40. 1) 

Mari tal status 

Married 84 (2 ~ .8) 1 18 (30.8) 202 (52.6) 

Single 25 (6 .5) 22 (5.7) 47 12.20) 

Divo rced 8 (2.0) 18 (4.8) 2 ( ).g 

Widowed 17 (4.4) 67 (17.5) 84 2 1. 9) 

eparated 9 (2.3) 16 (4.2) 25 ( .5) 

Educati(IJlai Level 

Illitc,J'ate 32 (8.3) 137 (35.7) (44.0) 

Re:ld an:l write 3 (0.75) 1 (0.25) I ( I. 0) 

Pri.nHry 65 (16.9) 65 (16.9) 1"0 (3 3.9) 

Secondrry 39 (10.2) 34 (8.8) 7 ( l9.0) 

[)ipiom::! and above 4 (1.5) 4 (l.05) 8 (2. 1) 

Religion 

Orthodox 70 (18.20) 126 (32.8) 196 (5 1.0) 

Islam 48 (12.5) 82 (2 1.4) 1"0 ("3 .9) 

ProtestCl ot 25 (6.5) 33 (8.6) 5 (1 .1) 

I~·._': 26 .:.~. . 
• <. 
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Assessment ofTB Screening and Referral Linkage among HlV Patients Attending A~T Cl inic of Butaj ir Hospital, S PR,2010. 

5.1.2 Disease specific characteristics 

A total of 384 patients ' records were selected fi r revi w. 174 patient n pre-ART and 210 

patients on ART were screened for TB ymptom compl x. 300 (78 .1 %) \i r cr n d at I a t 

one time, but 84 (21.9 %) patients were never cr ned for B. 97 25 .3%) and 224 (58.3%) f 

patients were on INH and co-trimoxazole prophylacti c th rapy r p ctiv Iy. 

Table: 2 Characteristics of HIV patients by the interv ntion in ART c linic of Butajira ho pital, 

2010. 

Variables Pre - ART n (%) ART n (%) T tal 

Patients on INH 15(3 .9) 82 (2 1A) 97 (25.3) 

Patient on CPT 28 (7.3) 196 (5\.0) 224(58.3) 

Patients who treated for TB 21 (7 .0) 48 (J 6.0) 69 (23 .0) 

Chest radiograph exam 

Normal 54 (13.8) 129 (33 .2) J 83 (47.0) 

Abnormal 7 (1.8) 15 (3.9) 22 (5.7) 

Missed 113 (29.4) 66 (17.2) 179 (46.6) 

Lymph node Exam 

Normal 55 (14.3) 139 (36 .2) 194 (50.5) 

Abnormal 7 (1.8) 12 (3.1) 19 (4 .9) 

Missed 112 (29.9) 59 (15.3) 17 I (44.5) 

All patients with TB were referred for treatment to TB clinic of the hospital and/or nearby health 

facilities. The median CD4+ cell count was 181 per cubic millimeter (range, 3 to 888).1n chest 

radiographic examination, 183 (47%) were normal , 22 (5.7%) were abnormal and 179 (46.6%) 

were missed. In lymph node examination, 194 (50.5%), 19 (4.9%) and 171 (44.5) were normal , 

abnormal, and missed, respectively. 
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Table: 3 Characteristics of patients the fr gu n y 

tagi ng of active TB in Butajira hospita l,20 J O. 

Variables Pre - ART n (%) 

TB screened at least ones 99 (23.8) 

TB never screened 75 (J9 .6) 2." 84 2 1. 

Active TB diagnosed 2 1 (7.0) 4 (2 .0 

Smear positive TB 12(17.0) 8(IIA) 20 (28A) 

meal' negative TB 8 (13A) 20 4. ) 2 (47.7) 

Extra - pulmonary TB 2 (7.9) 4 ( 1 .0 (2 . ) 

WHO staging 

Stage I 100 (26.0) 27 7.0) 127 ( .0) 

Stage II 38 (9.9) 40 ( lO A) 7 (20 .3) 

Stage III 27 (7 .0) 10 (28.2) 1 5 (35 .2) 

Stage IV 9 (2.4) 5 ( . 1. 44 (11.5) 

CD4 cells counts (x 106 cells/L) 

:s 200 69 (18.0) 147 (38.3) 2 16 (56.3) 

201 - 350 33 (8.6) 49 (1 2. 8) 82 (2 1.4) 

> 350 72 (18.80) 14 C .6) 86 (22.4) 

TB case finding 

The past opportunistic illness history assessment: 2 (0.5), 28 (7.3%), and 27 (7 .0 %) screened for 

PCP, recurrent pneumonia and wasting syndrome respectively. In ART clinical intake form TB 

symptoms evaluated: 92 (24%) cough, 134 (34.9%) chronic fatigue 69 (18%) njght sweat 46 

(12%) fever > 1 month and 80 (20.8%) weight loss. Of those wh had diagnosed acti e TB 

symptoms evaluated for TB: 38 (43.2%) cl1Jonic cough, 39 (44.3%) hIonic fatigue 27 (30.6%) 

night sweat, 13 (14.7%) fever > 1 month, and 18 (20.4%) weight 10 . 
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Assessment ofTB Screening and Referral Linkage among HIV Pal A d' , , , lenLS tl n II1g ART CliniC of But, lir, 1I0spiu I, S PR.2010. 

Figure 2: Flow Diagram ofTB screening in ART lin i 

Total HIV pat ient' chart eva luated f, r TB 4 

*Evaluated for TB at least one time in enrolled ve l' va luat d £ rTB 
and subsequent visit 300 (72, 1%) 84 (27 .9%) 

Active TB not diagnosed I * * Active TB diagnosed 69 (23%) I 
231 (77%) 

, 
~ 

, 
Pulmonary positive TB Pulmonary negative TB Extra -pulmonary TB 

33 (47,8%) 16 (23.2%) 
20 (29%\ 

'" . TB status of the patient was evaluated at day ofenroliment and subscqucn t visit to ART clin ic (monthly or every 3 monlh or every 6 1110nths) . 

" 19 active TB patients were not diagnosed at ART clinic; lhey were referred frol11 TB clinic to ART clinic for HIV care. These 19 TB patienls 

were not included. 

Active TB was diagnosed in 69 patients. Of which 20 (29%) of cases ere pu lmonary positive 

33 (47.8%) cases pulmonary negative and 16 (23 .2%) of extra-pulmonary TB, The class ification 

of patients by WHO staging 127 (33.1%), 78 (20.3%), 135 (35 .2%) and 44 (1\.5%) were 

classified as WHO stage I, II, III, IV respectively. 

The association between: TB case finding as dependent va'ri a,ble er us the independ nt ariabl s 

cough, dyspnea, hemoptysis, chronic fatigue, night sweat and fe r and '> eight 10 wa 
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Assessment ofTS Screening and Referral Linkage among HIV Patie nts Attending ART Clinic of Surajira Hospital, S PR,2010. 

assessed. There were significant association between case TB fi nding ver u cough, dyspnea 

chronic fatigue, night sweat and fever; however the associat ion of wight 10 and h mopty i 

were not significantly associated with TB case finding (Tabl 4). 

Table 4: Association of TB case detection (TB diagno e ) with vari able cough. dyspnea, 

hemoptysis. chronic fatigue, night sweat, fever and weight los in Butajira ho pita!, 20 10. 

Variables Diagnosed for TB Crude odds ratio Adjusted odds ratio p- value 

Yes No and (95% CI) and (95% \) 

1.00 1.00 

Cough 37 32 5.7 (3.2, 9.5) a .27 (0 .14, 0.35) 0.00 

1.00 1.00 

Dyspnea 10 59 5.2 (2 .09) 0.45 (0.15 , 1.3 5) 0.001 

1.00 1.00 

Hemoptysis 3 66 1.7 (0.45 , 6.8) 1.7 (0.37, 7.8) 0.4 

1.00 1.00 

Chronic fatigue 35 34 2.25 (1.3, 3.8) 0.67 0.002 

1.00 1.00 

Night sweat 26 43 3.8 (2.1, 6.9) 0.5 (0 .25, 1.05) 0.000 

1.00 

Fever 16 53 2.9 (1.5, 5.6) 0.8 (0.34, 3.3) 0.002 

l.00 1.00 

Weight loss 18 51 1.4 (0.8, 2.6) 1.5 (0.7, 3.3) .24 
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Assessment ofTB Screening and Referral Linkage among HlV Patients Attendi ng ART Cl inic or Butajira Hospital, S PR,2010. 

The Referral- linkages of 1IIV patient 

Concerning the referral system 277 (72.1 %) patients were referred within different departm nt of 

the hospital and 107 (27.9%) patients were referred from oth r h a lth '~ iliti e t ART clinic of 

Butajira hospital. Within the Hospital 16 (4.2%), 16 (4.2%), 19 (4.8%), 6 ( 1.6%), 192 (50.0%) 2 

(0.5%) , and 26 (6.8%) were referred from In-patient, Medical outpatient TB clinic, PMT T 

General YCT, Other outpatient and PICT respectively, to continuum of car and upport .Of 

which 67 (17.5%), 9 (2.4%), 14 (3.6%), 14 (3.6%) and 3 (0 .8%) of patient were I' ti lT d from 

nearby health centers, public hospital, private hospital, NGO/FBO ho pital and elf r ferred 

respectively. Only 44 (11.5%) patients ' referral slips were document d with pati nt ' chart. The 

referral information of340 patients was obtained from clinical intak fi rm . 
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Assessment of TB Screening and Referral Linkage among HIV Patients Attending ART Clin ic of Butaji r I lospital, S PR, 20 10. 

Figure 3: Diagram showing the referral- linkage of HIV patient 

Butajira hospital and other health faci lities,2010. 

MOPD 

16 (4.2 %) 

In- patient 

16 (4.2%\ 

Health centers 

TB clinic 

19 (4.8%) 

PMTCT General VCT 

6 (1.6%\ 192 (50%) 

ART clinic 

384 (100%) 

Other outpatient 

2 (0 .5%) 

PICT 26 (6 .8%) 

elf referred 2 (0.5%) 

f 

67 (17.5%) 
NGO /FBO hospital 14 (3.6%) 

Public hospital 9 (2.3%) Private hospital 14 (3 .6%) 
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5.2 Qualitative findings 

From Butajira Hospital 7 healthcare providers from OPD AR. B and V lini and 

program coordinators from Guraghe Zone, SNNPR h ra 

by profession were three public health specialists from Guraghe z n h alth d partm PR 

health bureau, and FMOH. Three clinical nurses, from outpatient departm nl and T lini ne 

midwife nurse from VCT clinic, two ART nurses and a data cl rk weI' int I' ic d. 

5.2.1 Findings at Program management levels 

The findings of the in-depth interviews of program management level w re ex plain d in five 

thematic areas: functionality of TB/HIV technical committ e (THT ) upp rtiv up rVI 1 n 

and training on TB/HIV for health professionals, review me ting and til tr ngth weakn and 

recommendation. 

They reported that THTC were not functional at Zonal and Regional level ; but at til FMOH 

TB/HIV THTC was reorganized the former TB/HIV as "TB HJY and Lepro y" in one 

programme 3 months back. There was no supportive supervision, revi w meeting and training on 

TB/HIV at the three of management level (Zonal, Regional and FMOH). 

The main strengths, weakness, and recommendation were summari zed a follows : The main 

strengths were they assign TB/HIV focal person, and the availability of TB/HIY implementation 

guidelines. The weakness mentioned in management levels were; there wa no supportive 

supervision, review meeting and on-job training on TB/HIY in 2002 EFY. 

The major recommendations were; there should be onjob training for health workers working on 

ART, VCT, TB, STI and PMTCT clinic. There should be supporti ve sup rvi ion and review 

meeting Bi-annually and annually. THTC should be strengthened at progranune management 

level. 

5.2.2 Findings at Hospital level 

The findings of the in- depth interviews of the hospital were described in four themati c area: the 

functionality of THTC, the service delivered at ART, 'IB, and YCT clinic ' and the main 
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Assessment ofT B Screening and Referral Li nkage among HIV Patients Attendi ng ART Clinic of BUlali a lIospltal. S PRo 20 10. 

strengths, problems/weakens their recommendations to Impr v th er 

screening and referral linkage. 

They reported that, THTC was not functional at hospital level. Rutin 

positive patients fo r TB was carried out at the time when the pati nt 

and at the follow up visit to ART clinic. The signs and symptom u 

f T8 

reel1lng f l-lTV­

RT linic 

r n 6 r TB wer 

cough, chronic fatigue, dyspnea, fever, weight loss, and night weat . Th R nur e inquire t 

the patient's symptom complex of TB; if the patients showed th ymptom c ugh m re than 2 

weeks, they should send to laboratory for AFB. The tools u ed to cre n T8 ymptom at P 

similar to ART clinic. There was no TB screening in VCT clinic of th H pital. At T clinic a 

total of 688 (all types) TB patients were registered; of which 62 pati nt w re pulmonary 

positive, 405 patients were pulmonary negative and 221 were ex tra-pulmonary. All TB pati ent 

were tested for HIV status as soon as they registered at TB clinic. 19 TB patient were co­

infected with HIV and linked to ART clinic for continuum' of care and upport. 

If the status of the patients were positive they were linked to ART clinic by intra-referral fo rm. 

The referral and linkage of HIV -patients among different department of the ho pi tal to ART 

clinic through intra-facility referral form. The main strengths were they assign TB/HIV focal 

person, and the availability of TB/HIV implementation guidelines. The weakness mentioned at 

Hospital level was; there was no supportive supervision, review meeting and on-job training on 

TB/HIV in 2002 EFY. There was shortage of pediatric IPT at the time of data collection. There 

was only one counselor in VCT clinic. There were two ART nurses in ART clinic; however, they 

were working in the rotational trend. 
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VI. DISCUSSION 

This study used to assess TB screening and r G lTal linka am n III p<ti cnl ' Gttn lin I T 

clinic with different department of Butajira h pital and th r r. iliti ut 4 

evaluated 300 (78.1 %) were TB status evaluated at lea t ne tim 

subsequent visit; and 84 (21.9 %) patients weI' never evaluat d ft rT8 . T 

study (78.1 %) was lower than from Report on th con ultancy vi it t r i 

11m nt ndJ r 

aluat d in thi 

th 

implementation of TB/HIV collaborative activitie in 16' itc within three r i n in Ethi pia 

which was 84.98% of HIV positive cases were screened for 18 [24] ' h wcv I' I w r than th 

study in Uganda (51%) had documented evidence of cr ening ft r T8 l2 ]. Th difG rencc 

between these studies can be explained by the fact that probably lar ample iz and dim rcnt 

health facilities had different quality of service provi ion. 

The proportion of patients who were diagnosed for T8 in thi tudy wa 2"' % which i hi gher 

than the consultancy review report 9.3% diagnosed for all fI I'm T8 [24] and the tudy 

conducted in Thailand and Vietnam out 563 people living with IllV cr ened G rIB 89 (16%) 

had a positive TB diagnosis; however, it was comparable with FMOH 2008 r p rt 24%. 

CDC researchers enrolled 2,000 people with HIV in Cambodia, Vietnam, and Thailand [39] . F r 

each individual , scientists performed specialized TB tests- not u ually available in untrie 

with limited resources-to confirm the diagnosis of TB with as much certainty a pos ibJe. With 

this information, researchers then tested whether less resource-intensive methods, such a a king 

questions about specific symptoms, would be effective in diagnosing TB. The results howed 

that 75% of TB diagnoses were missed if people were asked only about whether they had a 

cough for at least 2 weeks. If health care workers asked about three pecific s mptom (cough 

fever, and night sweats), however, the percentage of TB diagnoses mi s ed dropp d to Ie s than 

10% [39]. 

WHO and UNA.JDS also recommended the use of CPT for pati ent \i ith mptomatic HIV 

infection [25]. Considering these recommendations, the. national 

recommendation to prescribe CPT for HIV -infected patient \ ith 

350 cells/ml and HIV infected patient with active TB [26]. In thi 
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assessmellt stud y showed that out of the sample patients \ ho \\ cr l! li giblc r r ' I nl ut 

~8.3% w;~ re actually on CPT. As part of the standard p li c) in Elhi pia, 'P I' i ~ indi at d ('or all 

H1V-positive patiems with active TB anc! ad ults ami ad il!SC l: lll ('11>0 ' 1 ith 

sympton',atic I-lTV -related diseases (WHO clinica l staging :2 ~ , an I 4 . The dur<1li n f therapy i 

life-long in the absence of ART; however, if ART i . ava il ab le. 'PT 'an b di ' nt inu d fter th 

patient's CD4 count reaches 500 cell s Imm fo r at lea t thrc 111 nth 

In this study the number of diagnosed TB-llLY pati cnt ver onl y 52 
. _. 

PLWHA were on CPT; though, 17 (10.6%) PLWHA were n I n PT. a 'cd n the guidelin 

298 (77 .5%) ofPLWHA were eligible for CPT. A total [ 29 77 .1 % P WII A were eligible 

fn:' IPT; 'but only 97 (25.3%) 011 were Ii"lT. 

Th~ "cd~' ced morbidity and mortality assoc iated wi th CPT r I II Y-p siti c TB-pa ti nt ha n w 

u~en con[ rmed iI i studies from West Africa, Malawi" uth Africa 'lnd ganda [5]. Th c 

benefits have strong implications fer TB con trol in al'eas of hi gh III -prcvu kncc. n the th r 

1. lan.d, If r has a s i l~n i ficant protective effect on tllQSC H1 Y pO ' it ive clil!J1ls (withou t <clive TS) by 

preventing the deveJopment of T8 disease [5 J. 

Among -.. he screened 97 (25 .3%) of patients were on INH. This wa grealer than the consultancy 

review report that means only 98 (4.2%) of patients were placed n IPT. The number in the 

consultancy review report was low as they mentioned in the report due t h sitation among the 

staff to decide to place the patients on 1PT. The _staffs were not confident en ugh to rule out TB 

clinically [24]. In resource-limited countries, commonly t:l11ployed diagno ti c methods (e.g. , 

sputum smear microscopy or chest radiography) for TB di sease fai l to identify many HIV-

ii1fe~te(\ pati ...,nts with TB-disease [36] . 

TB/HIV ad isory committee (THAC) established at all Ie Is shoul gl e technical support to 

tb 'esr,ective levels of TB and HIV control programme office . Tl-l at D d ral level shall 

ptovide tech nical support to FMOH!FI-IAPCO in the areas of: overall pi nning of TB/HIV 

collaboration, developing training st:ategies alld materials human resourc de elopment and 

retainin ,] strate"ies TB/HIV communication strategies and material d I pm nt communit 
,~ 0 .' 

mobi l ;.~~1tion and participation in TB/HIV co llaboration e tab li shm nt and mai ntenanc of 

. . . 37 
-, ' ... 
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IE/mv surveillance system, operatio nal re earch and m nit nng Ith u h 

THAC p ~,rform the above activities it is not functional at ho pital, zo na l and regi na il 

National TB/HIV il11pleme~tation guidelines stress the imr nan _ f ha ing th T13 and 

HlY/AIDS program ~eams organize regular review m eting at difG n.: ntl c cl ' th h Ith 

~ystem--twice per year at the national, regional, and zonal Ie cl s; h \ e 'I' , there v a 11 re 

meeting held on all management levels in 2002 E.c. 
Supporti ve supervision is an important tool for proper management r 1'<": ur t II I el 

health system invo lved iI'- the implementation ofTB/HlV co ll a rat i n a ti iti c ,Th nati nal 

TBJHIV implementation guidelines recommend supp rti v uperVI'1 n at nati nal level t 

SLlpport !'egions ann ~f!lected sites at least once per year. At regi nal an I z nal h uld vi it ea h 

IB/HIV site at least twice a year. Even though the nati onal TB/HlY gui I lin rec mm nd 

supp.)[tive sl1pervisir:n; there was no supportive supervi ion at all m n ' nl nt level in the 

wbole Y'~ar taking 2001 E.C as reference, 

VII. SlRENGTHS AND LIMITATION Ol? THE STUDY 
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VII. ~TRENGTHS AND LIMITATION OF TilE T J) 

Thi" ~ tudy has the following strengths: 

> 1:1 thi s study a combination of quantitati ve and qualit ti ve meth 

c()mplementing one the other. 

PR.20 10. 

cr u cd In 

> : 'his is the fi rst study which assesses the program me a ti iti s 

IT;2jor public health importance in our country. 

T and III V 111 

> for cross-sectional survey data obtained from pati ent re I'd n n r p ns bia wa n 1 

a problem in this study. 

> We used different registers and charts for triangulati oll r data. 

Limi tatiof1 of the ::;h.ldy : 

J. Tr.e study suffered from data incompleteness from the rec r I . 

> The data on the medical records of the patient which may r lTlay not the actual 

si~uation of the patient. 

-- _ .. _--_.--_ .. ---_._---
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YIII. CONCLUSIONS AND RECOMMENDATIO N 

8.1 c,- nclusions 

ThE l'r-sults indicate a n~ed for regular sr. reeni ng on ll paLi nls r r I and il11pro m nl 

lelec1 10n of T13 in ART clinic. Chronic fati gue, cough, ni ght ' \. e' t and er r th 

fre(.jU[:ntl y appeared sy"inptom complexes among the eva illat d T pati 

provided for all eligible PL WHA a('.r;ording to FMOH an I WII 

buidelinE'3 . There was no TB screening fo r VCT client wh 

weI' n 

impl mentati n 

at V T lini . 

The referral and linkages of HIV patients to ART li nic with illtr -ra ' ili t and intcr-f: ility wcr 

through fr:-fe rral slips; however, most of referral sli p w I' 

Pediatric INH was out of stock during data co ll ection. 

8.2 Rec( mmcndations 

lI menl i lh pa ti ent harts. 

• Rout ine TB screening for all VCT clients who are te t cI Ill V I iti c ire mmend d t 

screen for TB at VCT clinic. 

" 11'T & CPT should be provided for all eligible PLWHA a rcl ing t I'M H and WH 

T13 /HIV implementation guidelines. 

t TH/HIV tecj1 1 1 i ~a l committee (THTC) at Hospi tal, Zonal and Regional Ie I should be r -

OJ gani zed according to national ';B/HV Gui de li nes. 

• Pt-riodic Monitoring and evaluation of TB and HIV programmes h uld be strengthen at 

all level from health facilities to FMOH and partner ' who are inv Ived TB HIV and 

TB/HIV. Regular ~upportive supervision quarterly, bi-annuall y and annually at program 

rr anagement level. 

• Refreshment training for health profess ional at pati ent management J vel 

It Referral slips should be documented appropriately wit h pati ent s ch< rt . 

• Sl.:pply should be available before out of stock. 

- . ----
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to. ANNEXES 

Annex I-Information sheet 

Addis Ababa University 

School of graduate studies 

Department of Health Informatics 

Hello! My name is . I am working fo r ma t I' Degre at Add i 

Ababa University, School of Public Health, and Department of Health Informati c . Th purp se 

of this study is to evaluate the screening and referral linkage in HIV patient attending fo r 

chronic care and support in Butajira hospital , Southern Nations, Nationalitie and Pe pie 

Region (SNNPR). 

In order to attain this goal, you are kindly requested to provide your genuine refl ection and 

provide patient's documents for data collectors, supervisor and investigator in ART and TB 

clinics of the hospital. On this questionnaire clients name will not be written; and I am going to 

collect clients ' infonnation regarding screening for TB and related to the referral system from 

registers and formats. In which all information gathered from ART units and TB clinics will be 

kept completely confidential and anonymous. 

Addis Ababa University, School of Graduate Studies 



101 

i 

102 

l 
,103 
L 
104 

105 

I 
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Annex - II: Questionnaire for the Cross-sectional assessment 

Introduction: My name ---------------------------------workin'g in ART clinic of Butajira H pital. 1 

am data collector in this study to assess what the Evaluation of TB cre ning and R D rr I 

Linkage among HIV -Patients Attending ART Clinic of Butajira Ho pital. Thi tudy " ill b 

conducted by AAU, Health Informatics department in collaboration with Butaj ira H pital. n 

this questionnaire clients name will not be written; and I am going to col lect cli nt in6 rmati 11 

regarding screening for TB and related to the referral linkage from regi tel' and 6 rmat , [n 

which all information gathered from ART units and TB clinic wil l b kept c mplctely 

confidential and anonymous. 

Code Number ----------------------

Data collector Name-------------------------------------------Supervisor Name---------------------------­

Date of data collection -----------

TB Refen-al-----/ -----/ ------/, -------------------------­

(Referral date and location, "No" if not referred) 

Section I Socio-demographic characteristics 

Age (in complete year) _year 

Educational level 1) Illiterate 2)Read and write 3) Primary 4) Secondary 5)Diploma and 

above 6) Not started (2-5 years) 

Sex 1. Male 2. Female 

Current marital status 1. Married 2. Single 3. Divorced 4. Widowed 5. Separated 

Religions 1. Orthodox Christian 2. Protestant 3. Catholic 4. Islam 5. Other (specify) 

............... . . . .. . ... ...... ....... .. ........ . 

Section II pre-ART Register 

~~----------~~~~------~ No Questions Coding category 

/ /_------
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started 
I 

203 Did client start INH? 1. Yes 2. No 

204 If the client started (day/month/year, EC) -_/_ / 

205 Did client start co-trimoxazole? 1. Yes 2. No 

206 If the client started (day/month/year, EC) -_/_ / 

207 Is client on treatment of TB? 1. Yes 2. No 

208 If the client started (day/month/year, EC) / / - - - -

~ 
I 

Section III ART Register 

No Questions Coding category 

301 Earliest CD4 /mm3 ;Date __ / __ / __ 

1 

302 Original ART regimen 
I 

1 303 Did client change to original regimen? 1. Yes 2. No 

i 304 If yes, first change , Date __ / _ _ / _ _ second change: Date 

I _ /_/-

Section IV HIV care /ART follow-up Form 

No Questions Coding category 

I 401 Latest CD4 
/mmJ ;Date __ / __ / _ _ 

I--
402 Frequency ofTB Screen (TB status) 1. Always 2. Never 3. ti mes 

1'--
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(Remember to complete INH ,Co-trimoxazole 

and TB Treatment -section II above) 

403 Follow up date (dd/mm/yy) __ I_I 

A04 WHO staging 1. 12. II 3. III 4.IV 

405 Did client screen for TB every visit? 1. Yes 2. No 

406 Did the client on INH prophylaxis? Specify 1. Yes 2. No 

months Rx Confirm with section- II NO 203 

407 If yes, months on treatment months --

408 Reason for regimen change Q303? l. Toxicity Iside effect 2.pregnancy 3.due to new TB 

4.New drug available. 5. Drug out of stock 6. linical 

failure 7. Immunological fai lure 8. Risk of pregnancy 

9.virologic failure 10. Other reason 

409 Number of months on ART follows up? months 

Refer section II Q202 

410 Occurrence of OI 1. Zoster 2. Bacterial pneumonia 
,., 

PTB 4. ETB J. 

5.Diarrhea 6. PCP 7. CNS Toxoplasmosis 8. Crypt 

meningitis 9. Other 

Section V ART Clinical Intake 

-
No Questions Coding category 
-m-~~~---------------h--~~~~~~~~~~~----------I 501 Client is referred 1. within the hospital 2. Outside the hospital 

~~~If~th-e-C~li-el-lt-re-D-er-r-ed--w-i~th~i-n-t~h-e~l-.~In-_p-a~t~ie-n~t2~.~M~ed~i~ca~l~0~u;'tp:a~ti:el~lt~3:.TT~B~c~liinnicic~-----~ 
hospital 4. STI 5. PMCT 6. General VCT 7. Pediatric outpatient 

From 8. Other outpatient 
I,--JL~~"~"~' ____________ ~~~~~ __ ---========::::::::::::~-~ _ _ ~_._ .. _H_------- 'I ,"~ .... ~;,'f/iW;~:.~?~. 

AddTS Aba"ba-OiliversiiY:School of Graduate Studies 
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503 If the Client referred outside the 1. Health center 2.Public Hospital 3. Pri va t Ho pital 

hospital 4. NGO/FBO HospitalS. Private Clinic 6. S If-R fe rred 

From .. .. . 

504 Past opportunistic illness history 

505 Past TB smear result 

506 Past TB treatment 

507 If the Pt treated in the past 

508 TB symptom screen 

509 In physical exam- lymph nodes 

510 In physical exam- chest 

7. Community Referred 8. Other 9. Unknown 

1. Fever 2. PCP 3. Pneumonia (recurrent) 4. EP-TB 

5. Wasting Syndrome 

1. Not done 2. Negative 3. Positive; Date of sm ar __ _ 

1. Yes 2. No 

1. Not completed 2. Completed; If completed, date tarted: __ 

1. Chronic cough 2. Dyspnea 3. Hemoptysis 4. Chroni c fa ti gue 

4. Weight loss 5. Night sweat 6. Fever > 1 month 

1. Normal 2. Abnormal 3. Missing 

1. Normal 2. Abnormal 3. Missing 

511 In clinical reVIew TB defining 1. Unexplained fever 2. Weight loss > 10% 3. PTB 4. EP-TB 

fSI2 

l 

symptom 
5. PCP 

Interpret WHO Stage (choose 1. 12. II 3. III 4. IV 

highest stage even one) 

Did the patient need evaluation for 1. Yes 2. No 

cough or TB? 

S!4 If yes, what type of evaluation was 1. Tb sputum smears' 2. Chest X-Ray 3. Empiric Antibiotics 

done? 
4.FNA 

1. Not asked 2. Negative 3. Positive 4. Unknown ,515 Family members -spouse ofTB 

~~I~f--p-o-SI-·ti-v-e-; --w-a-s-/i-s--o-n-=T=B~I~.~Y~e-s~2~.N~0--------------------------------l 
I--~~=-=--=-=--= ......... =-- = ....... =- = -= ...... =--= -=- =- = .... =_ ~.~ __ ~ ___ ~;~ _____ = ___ = __ _ =_ =_========= 

Addis Ababa University, School of Graduate Studies 
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~1~---r7,tr:e:mhn~le;'n~t~?~-----------------r----------------------------------______________ ~ 

Sections VI Treatment Card/Investigations / Clinical Notes 

1-
No Questions Coding category 

601 Chest X-ray Result 1. Normal 2. Abnormal 3. Not found 

602 Sputum Smear 1. All Negative 2. Any positive 3. Not found 

Annex-III: In-depth interview with health care Providers and coordinators. 

(Questions & Instructions for the Interviews with health care provider and coordinator) 

1. Patient management level (Hospital) 

1. Name of health workers ___________ --'profession age _ sex _ 

Responsibility ___ _ 

2. How long have you served with current position _ _ __ 

3. Do you have other duties in the hospital? 

4. Are lab technicians, TB/HIV focal person and ART nurses trained on TB/HIV? Yes/No 

5. If no why? _____________________ _ _ _ _ 

6. Does your hospital have specific services provision for screening of TB in ART clinic? 

Yes/ No if no; where do screening takes place? _________ _ 

7. Is there a referral link between TB/HIV and ART clinics? Yes /No ___ _ 

If yes how they communicate each other? 

8. Number staffs trained on TB/HIV in the hospital--, ____ _ 

Addis Ababa University, School of Graduaie Studies 
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9. Do staffs at OPD, VCT, TB clinic and ART know WHO-recommended TB creening 

questions? YeslNo __ ; if yes ask the question 1 staff at each department. 

10. Number of full time service providers at TB clinic (current) 
----

11. Are there link all HIV-infected TB suspects to TB diagnosis and TB treatment lIsing 

DOTS? Yes/No . Ifno why? 

12. How do TB/HIV and HMIS focal persons communicate each other? 

13. Who conduct external quality control HIV testing and frequency ______ _ 

14. Is TB screening for HIV patients taking place at VCT? Is this data reported to the Zonal 

health department and RHB? 

15. How is the distribution of HIV and TB collaborative services in your hospital , especially 

access to: TB screening and IPT provision? 

16. Is there VCT HMIS at VCT/PMTCT (client record and referral formats) available? 

YeslNo _ ___ ; if yes check. 

17. Is there a separate TB/HIV collaboration referral log book available at VCT/PMTCT 

clinics? YeslNo ___ ; if yes check. 

18. Are all clients referred for active TB case detection and IPT recorded on the log book? 

Y eslN 0 ___ ; if yes check. 

19. How do you evaluate systems for patient with HIV and TB and identi fy possible 

mechanisms for information sharing between ART and TB programs. 

20. Number of registered TB patients who are tested for HIV ___ _ 
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21. Number of HIV-positive TB patients who receive (at least on do e) f co-trimoxaz Ie 

preventive therapy (CPT) during their TB treatment, 

22. Number of HIV -positive registered TB patients who started on ART or continu 

previously initiated ART, during or at the end of TB treatment 
------------------

23 . How do you report the number of PLWHA screened for TB, number of acti ve TB, fr 

from TB, in the TB/HIV quarterly reporting format? 

24. What are the strengths of in your hospital? 

25. The most common challenges the hospital faced when TB screening in ART clinic? 

26. What do you recommend to improve screening of TB in your ho pital? 

II. Programme management level 

1. Name ofTB/HIV coordinators ___________________ _______ _ 

2. Is there a TB/HIV technical Committee (THTC): YeslNo 

3. When was THAC/THTC established? _____ _ 

4. When did THAC/THTC meet last? _____ _ 

5. How many meetings did THAC/THTC conduct in the last 6 months? 

6. Does THAC/THTC document the minutes and record? Y eslNo 

7. Is there trained person on TB/HIV? YeslNo ___ _ 

8. Was there any TB/HIV training given during the last quarter? 

YeslNo, ________ _ 

9. Did annual TB/HIV programme evaluation held on? Yes INo _ _ _ 

10. If yes what was the strength and weakness? ___ _ _ _ _____ _ 

-----:------.-----.. ----.-.... -..... -..... --..... -.. -.. ---.---d--t --S( dies ----­
Addis Ababa University, School of Gra ua e u 
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Annex IV:Unit register for HIV positive clients without active TB taking (l PT), FMOH 

1 Referred from 

VCT /PMTCT /OPD/ 

I Name of the Client Sex: 
CPT 

M/F WARD/STI ClINC/ 

Yes/N r" CD4 Total IPT monthly dose 
OTHER/ 

cell 
lymphocyte ART 

count 

Father's name 
Age in 

Screened yes/no 

Count (TlC) 
1 2 3 4 5 6 Yes/N 

Date 
years 0 

started 

I 
r 

I 

1 

t 
, 

I 

'-

I 
( 

I 

I 
J 



I 
I 
I 

Assessment ofTB Screening and Referral Linkage among HIV Patients Attend ' ART CI " f " , = Ing InIC 0 Butapl'a Hospital, S NPR,2010, 

Annex V: TB/HIV referral form 

Patient name _ ________ Date: 

Patient TB ID number 
---- - -

----------- -
Disease site: Pulmonary ____ Extrapulmonary _ __ _ 

Referred from _____________ (name ofTB treatment clinic/health fac ility) 
Date HIV tested positive ------- ---
Name of referral clinician: ---------
Referred to _ _ ______ (Name of HI V care clinic/health facility, VCT, PMTCT) 
Cotrimexazole started: yes no 
Date started: 

Current TB medications: (Check all that apply) 
Date TB treatment stalied: I I 

Isonaizid 

ethambutol 
_ pyrazinamide 

other: 
_streptomycin 

---- --

Note from HIV Care CliniclFacility to TB clinic/facili ty 
) 

Name of clinician: 
Date: 

Cotrimoxizole started: yes no 
Date started : 

Antiretrovial medications prescribed: 

(Name 

_ zidovudine (AZT or ZDV) didanosine (ddI) _nelfinavir (NFV) 

stavudine (d4T) abacavir (ABC) 

__ ri fampicin 

of clinic 

_ saquinavirlritonavir (SQV Ir) _ lamivudine (3TC) tenofovir (TDF) 
_ nevirapine (NVP) Indinavirlritonavir (IDV/r) efavirenz (EFV) 

_ lopinavir/ritonavir (LPV Ir) 

Name of referring health worker ________ _ Signature 

---- ---
T;; ~~fir~ ~~c~~;rcl ~efe~~l-of ~ati;nt, ~lrt ~~d ~;nd this portion. 
Patient name LD nwnber ____ _ 
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Annex VI: Algorithm for diagnosis ofTB in HIV patien ts when chest X-ray is not ava ilable at the hea lh fa cility. 

HIV positive client suspected ofTB (cough > 2 weeks) 

Sputum smear 

1 
Diagnosis of active TB 

Offer TB treatment and 
CPT at TB clinic 

No 

Offer 1PT 

1 
Not active T8 

1 
Presence of other signs 

and/or symptoms 

~ Yes 

Treat with nOll-spec ific broad 
spectrum antibiotics for 7-10 

~ 
Rev iew after 2-4 weeks 

Not improved or worse ~ 
Refer to a nother HF Offer IPT 

For CXR 

CXR not 

Impro 

estive CXR sugg 
forT B 

suggestive for T8 

Offer TB treatme ntand Offer rPT 

CPT at TB clil1le . . 
I t VCT dinic he/she should be referred to a physIcIan 

* Whenever the HIV client is suspected ofTB by the counse or a. . h / h should be directly sent to the laboratory for 
. d fHlY Care ClllllC, e s e otherwise, if the H1V patient IS already un er care 0 . 

the sputum smear test [18]. 

Addis Ababa University, School o{Graduate Studies 

ved 
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Annex VII: TB/HIV Unit Register for HIV positive TB-patients on CPT, MOH 

itlS Date of 

umber Name of the Sex: M/F diagnosis CD4 cell Total ART Date 

patient of HI V count Lymphoc YeslNo CPT CPT monthly d 

yte Count Starte 

oreda Age Place of (TLC) d 
3 4 Father's name 1 2 

TB (in diagnosis 

umber years) 
• 
r 

~ 

t 
1 

t , 

l 
~ 

l , 

~ 
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Annex XIII: TB/HIV Collaboration 
Immediate feed back on supportive supervision 

Date of visit ------
Name of Health Facility ______________ _ 

Reg ion _______ _ 

Visiting Team Members 
Name 

1. 
2. 
3. 
4. 

Zone -----

Health workers(s) in charge of the TBL services 
1. 
2. 
3. 

Woreda ______ _ 

Signature 

Summary of the findings 
Strengths 

Weaknesses 

Problems 

Recommendations 

. II b equent visiting teams N.B. Please keep this note and present It to a su s 

Addis Ababa--UniversitY-:'SchooTOTGraduateStuCii'es-
8 ____________ _ 
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Annex IX: TB/HIV quarterly report form, FMOH 

IDENTIFYING INFORMATION 

Region ________ Zone ______ Woreda IHealth Facility Date 
------

Quarter_ Year ------ ----

II. Data on VCT clients: 

Number of cl ients HIV counseled & tested: Male 

HIV Positive: Male __ Female __ Total __ 

Female Total 

Age category (in years) of those HIV tested positive 0-14: #. ~ __ 15-24: # __ 25-34: # 35-44: 

# __ 45+: # . ___ _ 

Number of clients referred from VCT unit for TB screening # HIV positive ____ , # HIV 

negative. __ _ 

Number of cl ients referred from the VCT unit and screened for TB __ _ 

Number of HIV positive clients diagnosed TB ____ _ 

Number of HIV positive clients free from TB ___ _ 

Number of HIV positive clients w ith out active TB put on IPT: 0-14 : #. 15-24: # 25-34: #. 

__ 35-44: #. 45+: #. ___ _ 

III. Data from the TB clinic: 

Number of TB patients counseled : Male Female Total 

Number of TB patients HIV tested: Male __ Female __ Total __ 

HIV + TB patients: Male __ Female __ Total __ 0-14: #. __ 15-24: # __ 25-34: #'--

35-44: #. 45+: # . ___ _ 

Number of HIV + TB patients on CPT __ 

Number of HIY + TB patients on ART ___ _ 

Name of Coord inator ___________ Position 

_________ ___ Quarter--- Year (E.C.) ----
Signature __________ _ 

~ex X: Map of Study area, S~PR, G~E~~he z'one 
Addis AbabaUni\/ersity;SchooTofGraduate Studies 
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Guraghe Zone 
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Annex XI: Assurance of Principal Investigator 

The undersigned agrees to accept responsibility of the scientific ethical and technical conduct of 

the research project and for provision of required progress reports as per terms and condition of 

the Research publication office in effect at the time of grant is forwarded as the result this 

application. 

Name of the investigator: Shemsedin Jemal 

Date J r.. -uL .2. ~ I J.. 0 ( 0 Signature /~ 

Approval of the primary Advisor 

Name of the primary advisor Dr. Wakgari Deressa (PhD) 

Date ZSJ ~ w (c! Signat~ 
v 

Addis Ababa University, School of Graduate 
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