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ABSTRACT
BACKGROUND: Tuberculosis (TB) is a major public health problem. World Health
Organization (WHO) recommends the use of directly observed treatment, short course
(DOTS) strategy for effective control of TB. Disease-related knowledge, beliefs and
practices need to be recognized to tailor the DOTS strategy into the local norms. This
study was performed with two objectives: i) to assess TB-related knowledge among TB
patients in two rural hospitals in Ethiopia, ii) to assess the practices that contribute to
delay in the initiation of anti-TB treatment.
METHODS: The study was conducted between June 2000 and May 2001.Two hundred
twenty two known adult TB patients attending TB clinics in Jimma and Hossana
hospitals were interviewed on their knowledge, attitude and practice related to TB using
pre-tested structured questionnaire. Patients belonged to 14 ethnic groups.
RESULTS: Sixty percent (134/222) were female. The average family size of patients was
5.3. The number of illiterate female patients was greater than that of males (p = 0.002).
Only 36% (80/222) of patients gave a correct response on the transmission of TB.
Similarly, only 34 % (76/222) knew about symptoms indicative of TB. Hundred and fifty
(67.5 %) patients sought medical help after experiencing TB indicative symptoms for
more than one month. Age, sex, education, occupation, and religion did not affect TBrelated knowledge. Thirty-seven (16.7 %) patients used traditional medicine for at least
one week before they came to a health institution. The diagnosis of TB had a negative
social impact. Forty-eight (21.6 %) patients were either divorced, expelled from their
family, abandoned by friends, or lost job.
CONCLUSION: Health education targeting basic concepts on the transmission of TB
and also targeting the need for early diagnosis is important in TB control. TB control
programs may need to include traditional healers into the control strategy to refer
patients with specific symptoms.
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INTRODUCTION
Tuberculosis (TB) is an age-old disease of
mankind yet it is far from being controlled.
One-third of the world's populations is
infected with Mycobacterium tuberculosis,
the causative agent of TB (1). TB kills
more than 2 million people every year (1)
and this makes it a leading cause of death
from a single infectious cause. More than
80% of TB cases and deaths are from 22
high TB endemic countries (2).
BCG vaccine, which is the only
available and widely used vaccine for TB
protects only against severe forms of TB in
children (3). Therefore, the only currently
available means is to strengthen the
treatment-based control measures. There
are standard treatment regimens for the
treatment of TB using five first-line drugs
(4). It has been shown that anti-TB
treatments when given under direct
observation gives a cure rate as high as 95
% (2, 4) and the World Health
Organization (WHO) recommends control
programs to use directly observed
treatment, short course (DOTs) [5].
However, in many places with DOTs,
either the coverage is low or the rate of
default from treatment is high (6).
Effective TB control requires early
diagnosis, which is the basis of treating
patients before they transmit the disease.
Moreover, TB control is unique in that
there is always a need to lay out
mechanisms of assuring compliance with
months of treatment period. Thus, for the
DOTs strategy to be effective it has to be
tailored into the existing local structure and
norms (5).
Today, more than ever,
evaluation of communities' perception of
TB is important because of the increasing
spread of drug-resistant TB and the strong
association of TB with the human
immunodeficiency virus (HIV) infection.
Drug-resistant TB emerges because of lack
of compliance with anti-TB treatment. A

January 2003

stigma associated with HIV infection may
keep TB patients from seeking a timely
medical care and may also interfere with
treatment compliance.
In Ethiopia, co-infection with TB and
HIV is common (7, 8). The National
control program uses a DOTs strategy since
1995 (9,10). The coverage with DOTs, and
success rate are increasing (10) but there is
still a dire need to further improve the
DOTS coverage in the best way possible
and decrease the default rate.
This study was performed with the
following objectives: i) to assess the TB
related knowledge among TB patients in
two rural hospitals in Ethiopia (Hossana
Hospital from Southern National and
Nationalities Regional State and Jimma
Hospital from Oromya Regional state of
Ethiopia), ii) to assess the attitudes and
practices of TB patients that contribute to
delay in initiation of anti-TB treatment.
PATIENTS AND METHODS
Study sites and period: This cross sectional
study was conducted at two sites, Jimma
and Hossana Hospitals. Jimma Hospital is
located 335 kms Southwest of Addis
Ababa, the capital city of Ethiopia.
Hossana Hospital is located 230 kms South
of Addis Ababa. The two hospitals were
selected for a unique population mix with
different culture in their catchments area.
All registered TB patients with follow-ups
in the respective clinics of the hospitals
were included in the study. The study was
conducted between June 2000 and May
2001.
Patients and Data collection: Two hundred
twenty two adult patients with ages greater
than 17 years diagnosed as cases of
pulmonary tuberculosis in the two
hospitals. Permissions were secured from
the respective directors of the hospitals and
verbal consent was obtained from each

Disease-related Knowledge and Practices
patient. Information from patients were
collected by the investigators and data were
retrieved in computer. A pre-tested,
structured questionnaire was used to collect
relevant information. The questionnaire
included questions that show knowledge of
patients and practices
related to
tuberculosis.
Statistical analysis: Knowledge on the
transmission of TB, knowledge on
treatment and curability, and practices to
protect others were considered dependent
variables. Responses implying transmission
from person to person and from cattle to
person were taken as correct knowledge on
the transmission. The response that TB is
curable and/or the treatment is at least 6
months duration were taken as correct
responses on treatment and curability.
Those that exercised (practiced) acceptable
ways of protecting others (i.e., protected
cough and sneezing; use of well ventilated
rooms and rooms with enough day light)
were considered as having a positive
practice. Proportions were compared using
chi-square and ODDS ratio was calculated
using logistic regression.
RESULTS
General characteristics of patients:
One hundred and thirty four patients
(60.0%) were females. Ninety-nine patients
(45.0 %) were married, 8/222 (3.6 %)
divorced, and 5/222 (2.3 %) widowed. The
average family size of patients was 5.3 with
a standard deviation of 2.7. The patients
belonged to 14 ethnic groups. One hundred
sixty eight (75.7 %) of patients were from
three ethnic groups (i.e., Hadiya, Oromo,
and Amhara). One hundred forty-four
(64.9 %) were Christians and 77/222 (34.7
%) were Muslims. A hundred seventy-one
(80.0 %) were literate and could at least
read and write. The number of female
patients who were illiterate was higher than
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that of male patients (32.0 % Vs 13.0 %;
p=0.002). The majority (30.0 %) of patients
were farmers (data not shown).
Tuberculosis-related
knowledge
and
attitude:
Eighty (36.0 %) patients gave a correct
response on the transmission of TB. They
were aware that the disease could be
transmitted through aerosol from a sick
person or from infected cattle. Bad smell
and cold air were the most common
responses identified as incorrect. There was
no correlation between sex, age, occupation
and religion on the knowledge of patients
about the transmission of TB (Table 1).
There was a marginal difference between
those who can at least read/write and those
who were illiterate in the knowledge on
transmission of TB (p = 0.04).
Only 76/222 (34.0 %) patients know
about the symptoms indicative of TB.
Different variables such as sex, education,
age, occupation and religion did not have
effect on the symptom-related knowledge.
A hundred and fifty (67.5 %) patients
sought medical help at least a month after
the onset of illness, 104/222 (47 %) after
two months. Nevertheless, 201/222 (90.5
%) patients knew that the disease is curable
and 163/222 (73.4 %) even knew the total
duration of treatment. The knowledge on
the curability of TB and duration of
treatment was not affected by sex,
educational status, age, occupation or
religion (p > 0.05).
Disease-related practices:
It was evident that the care that patients
actually take not to spread disease is not
related to the knowledge on transmission.
Of 222 patients, 172 (77.5 %) patients
practice an acceptable care when coughing
or spitting and they allow adequate
ventilation and sun light in their house.
Table 1 shows that none of the independent
variables (sex, education, age, occupation
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and religion) affected the practices to limit
the spread of disease (p> 0.05). Knowledge
increases as age increases but the practice
remains the same. Both TB-related
knowledge and practice did not differ
between males and females.
Thirty- seven (16.7 %) patients used
traditional medicine for their current
problem before they came for medical help.
All of them used either specific local plants
or mixed herbal soup. A majority (51.4 %)
of those who used traditional medicine
used it for one to two weeks. Only 11/37
(29.7 %) of those who used traditional
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medicine felt that they improved after
taking the herbal drugs.
Social impact of Tuberculosis diagnosis:
The diagnosis of TB had a negative social
impact on 48/222 (21.6 %) patients. These
patients were either divorced, expelled
from their family, abandoned by friends, or
lost job. The negative social impact of TB
did not differ between males and females
(27.0% in males Vs 21.0% in females, p =
0.5).

Table 1. The effect of socio-demographic variables on knowledge and acceptable practices
to limit the spread of TB.
Socio-demographic
variables

Sex
Male
Female
Education
Literate
Illiterate
Age (years)
< 25
25-45
> 45
Occupation
Students
Farmers
Gov. employee
Others*
Religion
Christians
Muslims

Acceptable
practice not to
transmit
disease, N (%)

ODDs
ratio, P
value

Knowledge on
how disease is
transmitted,
N (%)

ODDs ratio,
P value

134
88

103 (77.0)
69 (78.0)

1
1.09, 0.79

50 (37.0)
30 (34.0)

1
0.87, 0.625

171
44

136 (80.0)
32 (73.0)

1
0.91, 0.33

57 (33.0)
22 (50.0)

1
2, 0.043

99
104
17

78 (79.0)
80 (77.0)
13 (76.0)

1
0.90, 0.75
0.87, 0.83

35 (35.0)
37 (36.0)
8 (47.0)

1
1.01, 0.973
1.63, 0.359

34
100
21
65

26 (76.0)
67 (67.0)
18 (86.0)
59 (91.0)

1
0.62, .303
1.85, 0.41
3.03, 0.06

9 (26.0)
38 (38.0)
10 (48.0)
23 (35.0)

1
1.70, 0.226
2.53, 0.113
1.52, 0.69

144
77

113 (78.0)
58 (75.0)

1
0.84, 0.59

48 (33.0)
32 (42.0)

1
1.42, 0.226

N

*Includes commercial sex workers and merchants
DISCUSSION
Passive case finding and DOTS are
important components of a TB control
programme. These components are affected
by people's perceptions and beliefs. This

study demonstrated the effect of different
social factors on the knowledge, and
practice related to TB. An average family
size of 5.3 in our study group indicates the
magnitude that any factor which delays the
diagnosis will have a direct impact on the
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transmission of TB to these house hold
contacts.
Only 36.0 % of our patients knew
how TB is transmitted. Bad smell, and
exposure to cold were the most common
incorrect responses obtained in our study.
Traditional beliefs may lead to a delay in
TB diagnosis (11). It has been previously
reported that empirically based causal
factors unrelated to tubercle bacilli were
acceptable etiological model postulates in
217 samples from a rural Southern Ethiopia
(12). The fact that more than 50.0% of the
population are illiterates (2) might have
contributed to the unacceptable dogmas of
contagion in Ethiopia. This study showed
that females were more likely to be
illiterate (p = 0.002) although sex per se did
not affect the knowledge about TB.
In a study by Wandwalo & Morkvel
(13), 88.0% of patients knew at least one
symptom of TB. In our study, knowledge
about TB symptoms was addressed in a
slightly different way. Patients were asked
what symptoms they have and if the
symptoms were indicative of TB. Only
34.0 % knew that their symptoms were
indicative of TB. This could be one reason
why a majority of patients (67.5 %) sought
medical help at least a month after the
onset of illness. Moreover, majority of our
patients (90.5 %) knew that TB is curable.
This is reassuring because TB, in Ethiopia,
has a local name (Samba Nekersa)
synonymous with cancer implying that it is
incurable. Equally high proportion of
patients with knowledge on the curability
of the disease was reported from Tanzania
(13). A good proportion (73.0%) of our
patients also knew the duration of anti-TB
treatment. A similar study (14) showed that
50.0% of patients knew the duration of
treatment.
The use of traditional medicine is one
possible factor that could contribute to the
delay in the diagnosis of TB. In a study
from Malawi 37.0 % of TB patients used
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traditional medicine before they came for
medical help and almost all the traditional
healers interviewed claimed that they could
cure TB (15). In our study, 16.7 % of
patients used traditional medicine but only
30.0% of those who used it felt that they
improved initially.
Tuberculosis, though transmitted by a
tubercle bacilli, is a social disease.
Tuberculosis patients are usually rejected
by the immediate family and community
because of fear of transmission (16).
Among our patients, 21.6 % reported a
negative social impact associated with their
disease. There was no difference in the
negative social impact between males and
females. This is in contrast to what is
known for leprosy where the social stigmas
are more commonly seen on females (17).
In
conclusion,
this
study
demonstrated that although a majority of
patients exercise care to limit the spread of
TB, only few knew how TB is transmitted.
Poor knowledge on the symptoms
indicative of TB and visiting traditional
healers could be reasons for the delay to
seek proper medical advice. Moreover,
there are social stigmas associated with the
diagnosis of TB. Therefore, health
education targeting basic concepts on
transmission and practices, and on the need
for early diagnosis could have paramount
importance in TB control in the multiethnic
communities included in this study. Control
programmes may need to include
traditional healers into the control strategy
to refer patients with specific symptoms.
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