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Abstract: The impacts of tuberculosis is not reduced globalen though WHO recommends on the growing adieren
the use of DOTS and other interventions in manynties. Providing quality of care for tuberculopatients is crucial in
prevention and control of the disease. The ainmhisf $tudy is to assess the quality of directly olesd Treatment Short
Course (DOTS) of Tuberculosis at Government haaktitutions in Bahir Dar city. Institution basetbss-sectional study
was conducted from June 30 to August 30/2013 irersgqublic health institutions in Bahir Dar City Adnstration.
Multistage sampling technique was employed to $ebealth institutions and patients; primary dataeveollected by
interviewing Tuberculosis cases and reviewing tmeaords. The data were coded and entered intdripi3.5.1 and
exported in to SPSS version 16 for analysis, amdirigs at 95%CI and p value of less than 0.05 weperted as statistically
significant. Result: The results of this study skdvthat Input, process and output quality pararsetere 50.2%, 40.2%,
and 53.8% respectively, with the overall qualityl@f8%. Variables such as location of health instih, patient privacy, and
marital status of patients were significantly ass@c with quality of DOTS. [AOR=2.14, (95%CI, 1.#015)],
[AOR=3.57(95% CI 1.80-7.07)], (JAOR =0.24 (95% CDB-0.77)] respectively. Conclusion and recommeandainput,
process and output qualities of a program were poaelative to the 100% WHO requirement and theselld have
inevitably decreased the total quality of DOTS. &ss of tuberculosis therapy could be ensured gtrstrict adherence to
all the elements of DOTS strategy Thus, Bahir Dity &dministrative health office should train laladory Professionals on
AFB, construct waiting room, and to have regularesuision which may improve those problems seazaah level.

Keywords. Quality, DOTS, Bahir Da€ity Administration, Ethiopia

1. Introduction

Tuberculosis (TB) is an infectious disease causged hlevelop the disease. The TB programme emphasizes th
Mycobacterium tuberculosisaa rod-shaped bacillus called need to increase the access of quality DOTS byrelipg
“acid-fast” due to its staining characteristicddhoratory. It its diagnostic and treatment services in line wiltie
typically affects the lungs (PTB) but can affedhest parts increasing number of public and private health litées.
of the body as well (EPTB). The disease is spreiad v(1,2).
droplet infection when people with pulmonary TB ekghe DOTS is internationally recommended public health
bacilli while coughing,sneezing, talking, etc. Thbuit strategy. It has been started in Ethiopia in 19€3v@h its
affects peoples of all ages and sexes, povertyutrélon, gradual expansion to all parts of the countrysithe most
overcrowding and more recently HIV/AIDS have beereffective approach available for controlling TBs Htrategy
known for decades to make some groups more vulleetab for TB control consists of five main elements ldtas:
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political commitment to sustained TB control, cdséection 2. Methods
by sputum smear microscopy, standard short-course

chemotherapy, a system to ensure regular drugisspphd
a standard recording and reporting system. Asstheen

recommended by WHO, DOTS strategy is very important 30/_2013. It is the capital city of Amhara Regiosshte,
improve the adherence of people to tuberculositrrent  Which situated 565 km from Addis Ababa to the Nawtist

through health workers, family members, or communit ©f Ethiopia. It has 17 kebeles and The City popofatvas
members and important in Preventing spread of dr 77566 as per the 2007 census. There are one aleferr

resistance, reducing burden of TB among PLHA amge ~ COVernment Hospital, 2 private general hospitaés t
population as well as reducing HIV incidence amargy health centres, fourteen private medium and higheics.
pgtients I_Datients with tuberculosi_s (TB) have free access 1 Sampling
diagnostic and treatment services in all public Ithea
institutions. (3). Seven randomly selected public health facilitiesreve

Quality which is used by advocates of total qualityincluded in the study from the total of 11 publieatth
management is doing the right thing, right, riglatywit has facilities within the Zone that were engaged in hbot
different dimensions like technical performance,diagnosis and treatment of tuberculosis patiertsmFeach
effectiveness of care, efficiency of service delyeafety, health facilities one health professional who woaksTB
access to services, interpersonal relations, aaibginof  clinic was included in addition, 260 randomly sébecTB
services, physical infrastructure and comfort ahdiaes. cases whose age 15 and above and took treatmetwdor
Quality is also expressed as the degree to whicitthe weeks and above were included in the study.
services for individuals and populations increashe The sample size was determined using a single
likelihood of desired health outcomes and is cdastswith  population proportion formula assuming p (0.3dince
professional knowledge. The ultimate goal of quwalit similar studies were conducted previously in Jinkoae,
assessment in health care program is to asseshextet Oromia regional state(19¢onsidering 5% margin of error
program possesses the right things (input), isgithie right  (d) and confidence level of 95% (za/2 = 1.96). Blase the
things (processes) and it leads to the right th{jogscome) above information a sample size was 345.Then ctorec
to happen (4, 5). formula was used since the total population was than

In spite of the fact that TB is preventable, treltaand 10000 ,which was (292) and then sample size was
curable, it is estimated that one third of the @isrpopulation multiplied by a factor of 1.5 to correct the desgffect for
is infected by TB and about 8.4 million people deped the multi stage sampling and adding 10% non respoats,
active TB and 2.3million of them died from the dise each the final sample size was 260
year which accounted for 2.5% of the global burdletisease
and 25% of all avoidable infectious cause of dedth.

continued to be the leading cause of death glodakypite the Data was collected using a structured questionraice
availability of reliable diagnostic approach andi@bility of  .hacklist through interview and observation. The
effective drugs for over decadé@_). guestionnaire was adopted from reports and instnisne

~ The emergence of MDR TB in many parts of the worldyt other published journal articles, from Donabexta
including Ethiopia, is posing serious threat toc¢batrol of quality assessment model in Health care, and

TB. Drug-resistant TB is a man-made problem, lfgel cpoH's.TLCP manual. A questionnaire and checklist
being the consequence of human error as a result 9be prepared in English and translated into Anthari

individual or combination of factors related to;language and was translated back to English by
management of drug supply, patient managementinqistic graduates and Health professionals teuem

prescription of chemotherapy (inappropriate treaime ,nsistency. The prepared questionnaire was ptedes
incorrect use of anti-TB drugs, or use of poor @yarugs), prior to the actual data collection in Shimbet heal
patient adherence and Poor infection control pcachias .onter Bahir Dar City. Four supervisor and 7 data

been identified as a major contributing factor. BIOr ¢|jectors, who have DOTS training was selected and
recently the emergence of XDR-TB has added to th@ained for one day by principal investigatdhe data was
complexity of TB care and treatment. There wereuabo ¢iteq, coded, and entered using Epi data versibrl 3
310 000 cases of MDR-TB among notified TB patient$,nq exported to SPSS version 16. Using SPSS vetsipn
with pulmonary TB in the world in 2011. At the eofl  jeqcriptive analysis (Mean, + SD, median and peiteen

February 2012, a total of 424 cases of MDR-TB piie ¢, continuous variables and frequencies for catiegd
were enrolled on treatment in Ethiopia. It is estied that variables) was conducted.

about 9% of MDR-TB cases had XDR-TB (7).Therefore, gjarate and multivarate analyses were computed
this study was intended to assess the quality @é ca
delivered for tuberculosis patients in seven publgalth
facilities in Bahir Dar City Administrative, Amharagional
state since only few studies were undertaken ircthmtry.

Institution based cross-sectional study was coretlict
Bahir Dar City Administration from June 30 to Augus

2.2. Data Collection and Management

whether there is association between quality of B@Hhd
selected independent variables, respectively. Facto
associated with quality of DOTS at bivariate were
identified, and the variables withvalue of 0.20 and less
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were taken to multivariate analysis and the modas w_Variablen=251  Age category Frequency Percent
built with backward elimination. Finally, th -values g, Male 142 56.6
less than 0.05 were considered statistically sigaift. Female 109 434
Single 94 37.5
2.3. Ethical Considerations Marital Satus ~ Marred 128 51.0
Divorced 20 8.0
Ethical clearance was obtained from ethical revie ‘L’J‘”gowe‘j 255 gfg
committee of Bahir Dar University and communicaigith ~ Residence Rl o 289
regional health_ b_ureau before_the time of dataectibn. Orthodox 220 87.6
Letter of permission was obtained from the healihebu  Rdigion Muslim 23 9.2
and Bahir Dar City Administrative. The confidenitialof Protestant 8 3.2
information was maintained by excluding persone _ Ropablelioneadiuriie ST .
identifiers and interview privately; data were ectied after Educational Primary 45 179
L P y: .. Satus Secondary 50 19.9
securing informed consent from every participant. College and above 39 15.5
Government employee 37 14.7
Private employee 32 12.7
3. ReSUItS Occupation Farmer 100 39.8
3.1. Socio Demographic Characteristics of TB Patign gfr:g‘am 33 5961
- <500 189 75.3
In the current study, from the total 260 study isgrants, . T 38 dE

251 responded to the questionnaire, giving a respaate of >1001 24 96
96.5%. Among the study participants, 149 (59.4%denn
the age group of 15-34. one hundred forty two (36)&vere  3.2. Structural Attributes Quality of DOTS
male; 128(51 %) were married; 155(61.8%) were Gvirn

urban;220 (87.6%) were orthodox chritian;117 (46,6% From the total 7 health institutions observed tgeas the
were not able to read and write and 100 (39 8%)ewetjnpUt' all health institutions have at least oneT3drained

farmers by occupation ,and 189(75.3%) of the stud ealth professionals, laboratory professionalsnéai on

participants monthly income was less than or edaal FB. except ZH. All health institgtions have .theelsut
500.00Birr (Table 1) version of TB manual and on use it, The latestivassof

TB register were available and in use in the fiwalthy
Table 1.Socio-demographic and economic characteristicsbopatientsin ~ facilities only. Flow charts for TB diagnosis wexeailable

Bahir Dar Administrative Zone, August 2013. and in use in three facilities only. All healthftitstions have
Variablen=251 _ Age category Frequency Percent all anti TB drugs, but laboratory reagents wereavatilable

15-24years 63 251 in one ZC. Regarding supervision of TB clinics only
Age 25-34years 86 34.3 2(28.6%) of them were supervised. (Table 2)

35-44years 58 23.1

>45 years 44 17.5

Table 2.The Structural attributes of quality of DOTS afeliént health institutions in Bahir Dar city Admstiation zone, August, 2013.

Name of health institutions

Variables FHRH __ BHC HHC AHC TAHC __MHC __ ZHC
MD 4 0 0 0 0 0 0
HO 0 02 02 02 01 01 01
Health professionals working in TB clinic Nurse 10 04 04 03 02 02 01
Lab. 4 02 02 02 01 02 0
Pharm 0 0 0 0 0 0 0
Trained in dots 14 6 6 05 03 03 02
availability & use TB manual :\(I?)S v v v v v v v
Availability and use of lab manual Lis v v v v v v N
_ . Yes \ y y \
availability& use TB register No N N N
I Yes \ \ y
Availability and use Flow chart for TB Dx No N N N N
Weight scale availability and use Lis v v v v N v v
All anti TB drugs availability and use :\(Iis v v v v v v v
All Lab equipments and reagents :\(I?)S v v v v v v N

Drugs and supplies for TB Received fron ZHB
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Name of health institutions

Variables

FHRH BHC HHC AHC TAHC MHC ZHC

RHB N N N N N V V
Use of FIFO/LIFO :I‘ZS v v v v v v
Determination of drug need 8322;ification v v v v v v v

. Yes \/ \
Regular supervision no J \ J J J
Schedule for supervision :\(Iis v v N N N N N
3.3. Process Attributes of Quality of DOTS food and reception. Main means of transportationr Bf

patients were walking 182 (72.5%), and vehicless (and

Regarding to provider patient interaction, 251 @#@t8  gaiaiy 69(27.5%). This study revealed that the imimm
were observed while they were receiving their dragsl the ;4 maximum time for walking according to the pattie

results showed that 184 (73.3 %) patients wereteiéBy  ronort was 10 and 240 minutes, while the mean taken to
provider. one hundred eighty seven (74.5 %) paiienfgach the health institutions from patients home 6@.14
participated in part of decision making processeseovice minutes walking with (SD +37.37), and the minimunda
delivery ; 202 (80.5%) patients were advised howak®  5yimum waiting times were 1 and 60 minutes respelgt
drugs,51 (41.6 %) patients were told when the f@ldw  Roqarding the mean waiting time of TB patients witalth
up will be ,150(59.8%) were advised on the neeebioply 516 providers while discussing or taking theirgdrwas,

with treatment, 52 (20.7%) patients were asked W& t 14 44 minutes with the (SD +9.04). No patient heerb
provider and 49(19.5%)asked providers about TB dru@xperienced shortage of drugs (Table 4)

treatment conditions. Regarding to the facilityde,169
(67.3%) patients were given treatment while pror8de Table 4.Description of respondents attributes in TB conaclivities in
having tables and chair, almost all patients wtih@ to Bahir Dar City Administrative zone, August, 2013

receive treatment and 232(92.4%) of patients bwater to  ~Variapign=251)

Frequency Percent

swallow drug in the TB clinic (Table 3) Cost incur No 188 74.9
during treatment  Yes 63 25.1
Table 3.Provider-patient interaction and pattern of sensgerovision in Transportation 45 17.8

Bahir Dar City Administrative Zone, August 2013. Food and Reception 9 3.6

Cost incurred for

Variable Frequency  Percent E;?)Wsi?\l;ifceees g 36
Patients greeted by health No 67 26.7 less than 10 minute 60 223) 9
professionals ~ ~  Yes 184 73.3 Waiting time ~ 10-20 minute 151 60.2
Patients participated in decision No 64 25.5 21-60 minutes 40 15.9
making _ Yes 187 745 <30 minutes 109 434
HW properly explained about how No 49 19.5 T (Ela i@ 31-60minut 96 38.2
e I _ ses o 22 s reachthe HF  61-90minute 14 5.6
Health workers advised patients No 54 215 Main Means of  91minute and above 32 127
when to return for _foIIow up Yes 197 78.5 transportation Walking 182 725
Health worker advised patients or No 101 40.2 Vehicle 69 275
the need to comply with Rx Yes 150 59.8 -
Health worker explained patients No 70 58.4 : ) : :
T Gl WD ARE s Yes 50 416 3.5. Patients’ Unit TB Registry Record
Health worker advised patients to No 50 41.6 . P .
bring person with SIS of TB v o B Rgcord_ of TB patients yvho were in intensive and
Provider ask pt for any concem  No 199 79.3 continuation phases was reviewed. All of them wietend
regarding TB treatment Yes 52 20.7 to have a registered unit TB registration numblkenoat all
Patients who asked health No 202 80.5 249 (99.2%) of the patients sex and age were redord
professional for any concerns:  Yes 49 19.5 248(98.8%) of patients weight were recorded; mduant
Availability of water in TB unit :\(I:s ;gz ;'264 half patients were classified as EPTB 131 (52.2%@,rest
Provider having chair and table, No 82 32.7 73 (29.1%) anq 47(18.7) _Were F_’l_JImo_nary n_egatlve and
while treating patients Yes 169 67.3 pulmonary positive respectively. Initial diagnostEB test

_ . o was done for 120 (47.8% patients, of which 47(19.%#re
3.4. Respondents Attribute in TB Control Activities positive and 73(291%) was negative for AFB m|cm

The category of most patients 222(88.4%) were new,
17(6.8%), and 5(2%), were transfer in and relapse
Orespectively. The treatment outcome of the patievese
50(8%) cured, 28(11.2%), treatment complete, 8(3.2%
defaulter; 4(1.6%), and 1(0.4%) were died and tneat
failure respectively. The completion of the infotioa in

According to the exit interviewed of patient thimdy
revealed that 63 (25%) TB patients were incurringirdy
treatment process. 45 (17.8 %) of them incurred f
transportation; 9 (3.6 %) of them incurred for pd&r and
laboratory services and the remaining 9(3.6%) irezuifor
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the register were 234(93.2%) complete and 17 (6.89@.6. Patient Satisfaction as an Outcome Indicator f

incomplete. (Table 5)

Table 5.Descriptions of patients’ unit TB registry recordBahir Dar City

Administrative zone, August 2013

Variable (n=251) Category Freguency %
. . Recorded 251 100
Patients TB unit number Not recorded 0 0
. Recorded 249 99.2
Sex of the patient Not recorded > 08
. Recorded 249 99.2
AR G [T Not recorded 2 0.8
. . Recorded 248 98.8
Weight of the patient Not recorded 3 12
S . Positive 47 18.7
Idngtrlleél diagnostic AFB tests Negative 73 201
Not recorded 1 0.4
PTB+ 47 18.7
Classification of the patient PTB- 73 29.1
EPTB 131 52.2
New 222 88.4
Relapse 5 2.0
. Failure 1 A
Category of patients Defaulter > 8
transfer in 17 6.8
Others 4 1.6
Drug and its dose given  Recorded 237 94.4
during intensive phase Not recorded 2 .8
Positive 1 4
Result of 2¢ month follow Negative 34 13.5
up AFB microscopy Not done 5 2.0
Unrecorded 1 4
Weight of the pt on the Recorded 93 37.1
second month Not recorded 0 100
Cured 20 8.0
Treatment.com 28 11.2
T;T?et;?:m outcome of the Died 4 16
P T. Failure 1 4
Defaulter 8 3.2
Completeness of Complete 234 93.2
information on TB registry  Incomplete 17 6.8

Quality of DOTS

Satisfaction: Twelve satisfaction questions weredut
assess satisfaction of clients in the service tleegived,
cronbach’s alpha was tested and the result showadhat
its alpha value of 0.781.The contribution of eatetmi was
also analyzed and the value revealed that corréetectotal
correlation of each item was above the cut of p(iiri)

According to the satisfaction of clients with thiéeatent
aspects of services provided the finding of thiadgt
declared that: 143(57%) were satisfied; in adequany
appropriateness of working hours; with respect tting
time 141(56.2%) were satisfied; almost half of the
respondents 125(49.8%), were satisfied by the spaat to
them by care providers; Satisfaction with regard to
cleanliness and Comfortableness of waiting areaewer
111(44.2%) and 112(44.6%) respectively; satisfactioth
cleanliness of TB room and equipments /instrumaeititsre
TB pts get service were 125 (49.8%) and 129(51.34%)
respectively. Meanwhile relatively higher studytapants,
201(80.1%) and 173(68.9%) were satisfied with epect
offered by health professionals and measures tiakagsure
privacy respectively. (Table 6)

Table 6.patient’s satisfaction level in the given servieBahir Dar City Administrative Zone, August, 2013

. Satisfied Not satisfied
Variables N=251 NO % NO %
Satisfaction with adequacy and appropriatenessdfing hours 143 57 108 43
Satisfaction with the waiting time 141 56.2 110 43.8
Satisfaction with the time  spent by health worker 125 49.8 126 50.2
Satisfaction with Cleanliness of waiting area 111 44.2 140 55.8
Satisfaction the overall comfort of the waitingare 112 44.6 139 55.4
Satisfaction with the cleanliness of the place whs received service 125 49.8 126 .50.2
Satisfaction with the cleanliness of instrumemjdipment used by the health professione 129 514 122 48.6
Satisfaction of pts with the respect offered by IHeprofessionals 201 80.1 50 19.9
Satisfaction with measures taken to assure privacy 173 68.9 78 31.9
Satisfaction with the completeness of the infororatiiven to pt 197 78.5 54 215
Satisfaction with the effectiveness of the sergite received 209 83.3 42 16.7
Satisfaction of pts  with the service provided 175 69.7 76 30.3
Overall satisfaction 135 53.8 116 46.2

3.7. Logistic Regression (Backward) Analysis betwee
Quality of DOTS and Other Variables

According to multivariate analysis marital statdsTd

to the site(location) of health institutions ;thoserban
health institution were found to give 2.14 timesrenquality
of DOTS service compared with those rural health
institutions [AOR=2.14,(95%CIl, 1.10-4.15)]. Congiitg

pts those who were divorced and widowed were fond g patients privacy those patients who got sersic@aving

have 4.14 times quality of DOTS services compared
single clients; [AOR =0.24 (95% CI 0.08-0.77)]. Reding

tprivacy were found to have 3.57 times quality DGSE®vice

compared with those patients who did not deserve it
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Table 7.logistic regression (backward) analysis betweenliuaf DOTS and other variables, in Bahir Dar Cyiministrative August 2013

Variable

Quality of DOTS

COR (95% Cl)

AOR (95% Cl)

p-value

Yes No
Age
15-24ysr 30 33 1.95 (1.15-4.35) 0.86 (0.31-2.35) 0.76
25-34yrs 49 37 2.84 (1.32-6.09) 1.70 (0.71-4.11) 0.24
35-44yrs 27 31 1.87 (1.87-1.21 1.51 (0.62-3.71) 0.36
> 45yrs* 14 30
Marital status
Single 56 38
Married 55 73 0.51(0.30-0.88) 0.72(0.40-1.32) 0.28
Divorced and 9 20 0.29(0.10-0.82) 0.24(0.08-0.77) 0.02
Widowed
Residence
Urban 86 69 2.27(1.35-3.84) 1.081 (0.41-2.87) 0.88
Rural 34 62
Educational Status
llliterate 48 69 0.48(0.23-1.01) 0.78(0.25-2.42) 0.67
Primary 23 22 0.73(0.306-1.73) 0.801(0.247-2.595) 0.71
Secondary 26 24 0.75(0.32-1.76) 0.65(0.20-2.09) 0.47
College & above 23 16
Occupation
Government 19 18 0.22 (0.040-1.24) 0.23(0.04-1.48) 0.12
Non government 14 18 0.17 (0.033-0.85) 0.17 (0.03-1.06) 0.06
Farmer 37 63 0.41(0.080-2.11) 0.29 (0.049-1.70) 0.17
Merchant 43 30
23Income
30510_2000 ?Z ;go 0.55(0.22-1.28) 0.71(0.227-2.20) ggg
1000 & above 15 9 0.44(0.15-1.24) 0.53(0.163-1.73)
Distance
oaannutes P o 3.78(0.47-0.81) 1.31(0.42-4.05) 0.64
61-90 minutes 4 10 1.99(0.83-4.74) 1.12(0.36-3.45) 0.85
> 90 minutes 9 23 1.02(0.25-4.11) 1.08(0.25-4.75) 0.91
Health institution site
Urban 99 73
Rural 21 58 3.75(2.1-6.71) 2.14(1.10-4.15) 0.025*
Pts attend in privacy
No 69 112
Yes 51 18 0.22(0.12-0.40) 3.57(1.80-7.07) 0.00 *

4. Discussion

According to this study quality of DOTS was assddsg
different quality parameters in structural, procasd as an
outcome ,thus the overall quality of TB care inthchathat
52.2% of the patients received poor quality of cdarke
result of our study was better than study in Jimavhich
66.0% of patients received poor quality of care)(I%he

probable reason could be time gap between theestudi

However, study in Egypt was slightly better thanspun
which 49.8% patients received poor quality of cdde).
Geographical difference and health care deliverstesy
might be the possible reasons for the differences.

With regard to marital status, patients who wekeied

maturity might play its own role.

According to our study structural attribute pertainto
quality assessment showed that all health institstihad
trained health professionals in DOTS assigned kdirfioe
staff 100%; all anti TB dugs were available for enimum
stock for 3 months (100%); but trained laboratory
professionals on AFB, and AFB laboratory reagentsew
not available In 14.3% of seven health institufiaciuded in
the study.

However, the study done in Jima revealed thateslth
institutions providing DOTS service had 100% traine
laboratory professionals on AFB and all the esaémtiti
TB drugs. Another study conducted in Tigray alsovesd
that all health facilities had TB drugs supply weiti
interruption. The discrepancy might be relatedhe fact

and widowed were found to have 4.15 times quality othat our study included health centres that wecenty

DOTS services compared to single clients. The ptessi
reason might be due to that they may have theirahildren
to assist in taking their own drugs as well as qaab

upgraded from health post to health canter and were
transition period so that all preparations inclgdiraining of
manpower .(17,19)
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According to this study access to the TB clinic i@amd
to be 44.2%. In addition waiting room availabilionly one
(14.2%) health institution had it. The result aétetudy was
not in agreement with the National TLCP standardTB
service access to be in walking distance3 minutes and
requirement of every TB clinic to have waiting ro¢8)

Majority 85.7%o0f health facilities in this study dha
equipment and materials required for TB controivitgtas
per the national TLCP standard. But, latest versiohLCP
registration book, and weight scale, and TB diagnfisw
charts were not available in 14.3% of the healtilifees.
However the study done in Tigray region revealeat il
health institutions had standard TB registratiomkand
other necessary materials.(16). The possible refsahis

classified as pulmonary positive 18.7%, making nodshe
rest pulmonary negative 29.1% and EPTB 52.2%; which
was opposite to the usual expectations in Ethioprere it

is expected that; from all new cases of TB, 80% 20
would have been pulmonary positive and extra-pubmgn
respectively; and from those cases with pulmond\80%
would be Pulmonary positive and 20% pulmonary riggat
(3). This might be due to the current HIV/AIDS panuc
where relatively higher proportion pulmonary negatand
EPTB cases are frequently reported.

The finding of this study indicated that there wesak
supervision patterns as only 2.9% of health instihs were
supervised in the last six months and the supervigattern
was also unplanned, inconsistent and lack feedbBlis

discrepancy might be lack of emphasis by differentvas against WHO and national recommendations where

authorities and concerned bodies in the regioegistration
books are distributed across all the regions incitventry
from Federal Ministry of health .The relation beéme
location of health institutions and quality of DOWas also
assessed and the result showed that the odds fitlycufa
DOTS service in urban health institutions were abiow
folds more likely than rural health facilities. &lprobable
reason for this could be in urban health institgio
professionals working in TB clinic might be moralse
than professionals in rural area with high turnastering to
live in urban area to take the advantage of livingrea of
better infrastructure. The other possible reasahbhalso be
related to the better infrastructure of urban teialstitutes.
Provider- Patient interaction had pivotal role urality of
DOTS service. Patient- provider interaction witffierence
to DOTS service among many includes greeting pglite
involving patients in decision making, providingvazk and
others play important role. Our observational
showed that while 73.3% of patients were greetdideho
by their health care providers, three fourth axdirsiten of
the patients were participated in parts of decigitaking
and were advised to comply with their treatmenpeesively.

they recommend strong supportive supervision ats gfar
program communication and quality improvement (6,

Regarding TB patients privacy during TB treatment,
patients who got service with privacy were foundhéal 3.6
times quality DOTS service compared with the copads
of patients who got service without privacy. Thesgible
reason for this could be most of the patients h&l T
co-infection with HIV which may need attention foatient
privacy. Also, every patient needs a separate pladee
advised and counseled for provider initiative HIV
counseling and testing.

The majority of respondents, 83.3%, were satisfietthe
effectiveness of the treatment provided and 69.78tew
satisfied with the overall services they receivedt b
dissatisfaction in cleanliness of waiting area,
comfortableness of waiting area, waiting time, addquacy
of working hours, in 55.8%, 55.4%, 43.8%, 43%,

resulrespectively. Different literatures showed thatsh were

among the major areas of dissatisfaction whichlead to
service rejections by the patients and defaultiregtment
failure and drug resistances. (17, 19)

These interactions were inadequate to provide yuali5 Conclusion

services as a witness studies conducted in WestaAfr

western and Eastern Europe showed that inadequatelnput and process quality parameters which werenthia

communications between providers and patients cleald
to rejection of public health facilities and actiag a barrier
for TB control activities and its quality of serei (13)
According to this study most of the process indicat
(96%) were registered. However sex, age, initiagdosis
of AFB and weight of patients; 0.8%, 0.8%, 0.4% d&n@
respectively were not recorded. This result wasebédhan

determinants of output quality of a program wer@rpm
relative to the 100% requirement of world health
organization. Thus, Overall quality DOTS was reraditow.
Availability of AFB trained laboratory professiosal
laboratory reagent, use of registration books, fthart for
TB diagnosis, and availability of waiting room farB
patients and accessibility of service were gradedr pn

the study conducted in the SNNPRS, which showetl thguality. Provider- patient interaction, keepingvagy, and
Tuberculosis registries were incomplete in manyesas supervision of TB clinic were poor. Additionallyette was
where; 26.8% TB patients were not registered, aihd dong waiting time observed which can lead to pasien
progress records were missing in 5.4 % of patidat®n dissatisfaction and failure to adhere to treatnwelnich in
though the percentage of not recorded is very simahis turn can lead to service rejection and programurfail
study, minor errors in patient registration process/ have Patients were dissatisfied regarding in cleanliness
negative impact in quality of patient care. The gillle  comfortableness of waiting area, duration of waittime,
reason for this might be due to lack of adequdtevioup of  and adequacy of working hours of TB clinic.
trained health professionals working in TB cliniel It is recommended that: The respective healthtirt&ins

In current study, small proportion of patients wereneed to provide periodic refreshments on job trgjsiand
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develop mechanisms to improve the qualities offiagf [9]
The regional health Bureau, Zonal health officed hralth
institutions need to facilitate accessibility, arahstruct TB
clinic with standards like having proper waitingom.
Regular supervision and follow up of TB programmighw
proper schedule and feedback need to be practiceddh
health institution, zonal health office, and Regibhealth
Bureau as their own concerns. Health professiomeaking
in TB clinic should treat TB patients by keepingithown
privacy and health professionals working in rureklth
institutions should be stable and provide quakywie

(10]

(11]

[12]
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