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ABSTRACT

Introduction: Intensified Case Finding (ICF) is a cost-effective strategy for
tuberculosis (TB) control and improving quality of life however, its implementation by
health workers is generally reported as low in Uganda. There is limited information on
the level of ICF implementation and the barriers or facilitators to its implementation
among public health facilities in Kampala Capital City Authority (KCCA). In this
study we determined the level of ICF implementation, facilitators and its barriers in
KCCA public health facilities. Methods: We conducted a cross-sectional study
between May-July 2015. We purposively selected six KCCA public health facilities
and conducted exit interviews with patients attending Anti-Retroviral Therapy (ART)
clinics to assess whether they were screened for TB. In-depth and key informant
interviews with health workers were conducted to explore their experiences in
implementing ICF. Results: Overall, ICF implementation was sub optimal. Less than
10% (30/321) clients reported being screened for current cough, fever, weight loss or
night sweats. Conversely, 90.0% (289/321) clients screened for at least one TB
symptom with cough being the most frequently asked symptom 87.5% (281/321). Of
131 clients who were screened and reported having at least one TB symptom, 36.6%
(48/131) were sent to the laboratory, 2.3% (3/131) for X-Ray and 61.1% (80/131) to
pharmacy. Training, support supervision, proper coordination, and support from
implementing partners were facilitators of ICF implementation. Poor staff attitude,
irregular supply of ICF related inputs/materials, high workload, transport and stigma
were key barriers to ICF policy implementation. Conclusion: ICF implementation at
ART clinics in KCCA public health facilities was sub optimal. Health workers’
attitude, training, support supervision and stigma of TB clients should be addressed for
better ICF implementation.
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Introduction

Tuberculosis (TB) remains a major global health
problem resulting in an estimated 1.3 million deaths
among HIV negative people and an additional
300,000 deaths among HIV positive people [1].

HIV is a vital risk factor for the development of TB
with the risk of TB development reported to be more
than 20 times greater in people Living with HIV
(PLHIV) than those without HIV infection [2].
According to the World Health Organization
(WHO) country specific report (2014) Uganda
documented, over 45% of all notified TB cases were
among HIV positive patients [3].

Despite the high proportion of reported TB cases
annually in Uganda, case detection rate still remains
low at 55.2% compared to the WHO target of 70%
and the national target set by the National TB and
Leprosy Control Program (NTLP) strategic plan of
65% for 2015 [4].

Routine TB screening offers an opportunity to
diagnose and promptly treat TB disease, and to
identify those without TB disease who may be
eligible for TB preventive therapy[4]. Therefore,
WHO put emphasis on three I's that is; Isoniazid
Preventive Treatment (IPT), Intensified Case
Finding (ICF) for active TB and TB Infection
Control (IC), as key public health strategies to
decrease the impact of TB on PLHIV [5].

Intensified case finding for TB involves regular
screening of all people living with or at high risk of
HIV or in congregating settings (i.e., mines, prisons,
military barracks) for signs and symptoms of TB,
followed promptly with diagnosis and treatment,
and screening of the house hold contacts [5]. In order
to optimize the implementation of ICF policy among
PLHIV, in 2008, the Ministry of Health Uganda
(MOH) adopted the WHO ©policy on
implementation of ICF where through NTLP they
developed a screening form to be administered in
health care settings to aid tuberculosis detection
among high-risk groups. The ministry of health
screening form had four questions for screening TB:
Cough (for more than 2 weeks), fevers (for more than
3 weeks), excessive night sweats (i.,e for more than 3
weeks) and weight loss (more than 3 kilograms in
one month) and any patient found with any of these
symptoms is presumed to have TB and would

require further investigation thereafter the positive
cases are then enrolled for TB treatment [6].

Studies have shown that ICF implementation
increased the number of identified TB suspects by
6% and newly diagnosed TB cases by 30% and
improved TB case detection at a low cost [7].
However, a study done in Uganda reported low use
of ICF tools by health workers [8].

Though efforts were made by NTLP and partners to
strengthen ICF implementation, the level of
implementation is not known among KCCA health
facilities [9] and little is known about the feasibility,
barriers and facilitators of ICF implementation for
TB case detection in KCCA public health facilities.
This study therefore sought to determine the level of
implementation, facilitators and barriers of ICF
implementation in KCCA public health facilities and
the proportion of PLHIV attending HIV clinic being
screened for TB.

Methods

Study site

This study was conducted in Kampala Capital City
Authority (KCCA) Public Health facilities due to the
fact that KCCA has the highest TB burden compared
to all other districts in Uganda. Kampala district
health facilities reported between 18-20 percent of
TB cases in the country to the National Tuberculosis
and Leprosy Program (NTLP), despite having 5% of
the national population [9]. Six ART clinics of
KCCA public health facilities; one HCIV and five
HCIIIs were purposively selected for carrying out the
study.

Study design

This was a cross-sectional study design employing
both qualitative and quantitative methods of data
collection.

Study population

For the quantitative component of the study, we
conducted interviews with clients exiting ART
clinics. Clients who attended ART clinic during the
same day of the interview were consecutively
selected, their consent was sought before they were
interviewed In a separate area to ensure
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confidentiality. For the qualitative study, we
conducted key informants (KIs) and in-depth
interviews (IDI). We purposively included health
workers who were knowledgeable about intensified
case finding and had experience in the screening of
clients. These included the clinicians, the in-charges
ofthe ART clinics, TB focal persons, and HIV clients
visiting ART clinics who consented to participate in
the study.

Sample Size

A sample size of 321 study participants was
determined using the Leslie Kish formula (1965), for
the quantitative study. The number of patients
interviewed at each facility was determined using
probability proportionate to size method. This was
due to the variation of the number of clients
attending ART clinic from different facilities. The
number of active clients in ART clinics from each
facility was obtained at the time of the visit and the
overall total was calculated. The number of active
clients in each facility was then divided by the sum
of active clients from all the facilities, and then
multiplied by the sample size to determine the
proportion of clients per facility. Regarding the
qualitative component of the study, five in-depth and
five key informants’ interviews were conducted one
in each health facility to triangulate the information
generated with that from the quantitative method.
Saturation was reached after the tenth interview.

Data Collection

Four research assistants who were familiar with TB
were selected and trained. The questionnaire for
quantitative data collection was adopted from
Tanzania Ministry of Health and Social Welfare and
Denegetu, et al 2014 [10]. The tools were adjusted to
fit the context of the study, the questionnaire was
translated to Luganda and back translated to English
to ensure that the meaning was not lost hence
preserving reliability and validity of the tool. The
data collection tools, questionnaires, in-depth
interview and key informant guides were pre-tested
in a facility that was not part of the study. The data
was collected from May-July 2015. Face-to-face
interviews with patients exiting the ART clinics were
conducted using semi-structured questionnaires. The
aim was to assess whether the health workers were
implementing the ICF or wusing information
contained in it especially by asking the patients
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whether they had symptoms of TB as documented in
intensified case finding screening form. During face-
to-face interviews, clients were assigned anonymous
codes and data were collected on clients” socio-
demographics, symptoms screened by health worker
and action taken among others.

Key informant and in-depth interviews were
conducted with health workers (i.e., In-charges of
ART Clinics, TB focal person, clinicians, nurses and
community supporters) who were purposively
selected. The interviews focused on exploring health
workers’ perceptions and experiences on barriers
and facilitators of ICF implementation in KCCA.
The interviews were also audio recorded in addition
to note taking. Five key informants and five in-depth
interviews that focused on the enablers and
challenges of implementing ICF were conducted.

Data management and analysis

Completed questionnaires were kept and codes were
used as identifiers for the interviews. Quantitative
data was entered using Epi-data version 3.02
computer software and cleaned before exporting it to
STATA 12 for analysis. Univariate analysis was run
to obtain baseline characteristics of patients and to
determine the current level of ICF implementation;
which was the proportion of clients asked by the
clinician for all the four TB symptoms during the
clinic visits (i.e., cough, fever, night sweats and
weight loss)[10]. The level of ICF implementation
was considered as the proportion of clients screened
for all the four symptoms of TB in all the six
facilities. Cross-tabulation was also done to obtain
the proportion of clients screened for each symptom
of TB per facility. The data were also analyzed to
determine the number of patients reporting at least
one symptom, two symptoms or three symptoms of
TB and actions that were taken. Logistic regression
was performed to determine the factors associated
with screening. A client who was asked all the four
TB symptoms by a clinician was considered to have
been screened. Patients’ characteristics including
age, gender, and occupation among others were run
against the outcome variable (TB screening). An
association was considered significant at P<0.05 and
95% confidence intervals (CI). Variables that had a p
value <(0.2 at bivariate level and known confounders
(i.e. age, gender) were included in the multivariable
analysis model to determine independent factors
associated with TB screening. Qualitative data from
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in-depth and key informant interviews were
recorded, and later transcribed. Transcription was
done while consulting the notes for verification of
data. Two peer researchers read through the
transcripts to ensure consistency of information
hence validating the data in the transcripts. The data
were analyzed manually using content analysis.
Transcripts from audio recordings were the basis for
content analysis. Transcripts were read several times
to get a clear understanding of emerging issues that
were coded. Similar codes were grouped into
categories and later themes were generated from
categories. In addition, similar questions were used
for both key informants and in-depth interviews.
This was majorly for triangulation of data.
Qualitative data was wused to supplement
quantitative data hence helping to explain the facility
and individual  factors that  influenced
implementation of ICF for TB case detection.

Ethical approval

We obtained ethical approval from Makerere
University Higher Degrees Research and Ethics
Committee. Permission to conduct the study was
obtained from KCCA Directorate of Environment
and Public Health and the Office of the health
facility In-charge. Written consent was obtained
from the study participants who were 18 years and
above. The study participants were given
identification numbers for anonymity so that they
could not be easily identified by anybody who was
not involved in the study. All the information
gathered was kept confidential.

Results

Characteristics of study participants

A total of 321 clients was interviewed from six health
centers in KCCA. Most 210 (65.42%) of the
respondents were females. The mean age of the
clients was 35.0 with a standard deviation of 10.30.
The clients” median age was 33 with the interquartile
range (IQR) of 28-42. Majority of the clients attained
secondary education 135 (42.1%). Kiswa HC III in
Nakawa division had the highest number of clients
83(25.9%) while Kisugu HC III in Makindye
division had the least number of clients 19 (5.9%).
The clients who were screened for TB using at least
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any one symptom constituted the majority 289
(90.0%) Table 1.

The level of implementation of intensified case
finding in KCCA public health facilities

The level of ICF implementation in KCCA public
health facilities was 9.4% (30/321). Kawala HC III
had 14% (7/50) of the clients screened for all the four
symptoms while Komamboga HC III had none of
the clients screened for all the four TB symptoms.
Kawala HC III also had the highest proportion of
clients screened for at least one symptom of TB
96.0% (48/50), while Komamboga HC III had the
least number of clients 83.1% (49/59) screened for at
least one symptom of TB. All the facilities had ICF
implementation below 20% (Figure 1.

Clients screened for one or more TB symptoms

Over 90% (289/321) of the clients were screened for
at least one symptom of TB, 85.7% (275/321) clients
were screened for at least two symptoms of TB, and
75.7% (243/321) clients were screened for at least
three symptoms of TB, while 9.4% (30/321) clients
were screened for all the four symptoms of
TB Figure 2. Cough was the most frequently asked
symptom 87.5% (281/321). Kawala HC III in
KCCA had the highest level of ICF implementation,
with 14% (7/50) clients screened for all the four TB
symptoms while Komamboga HC III had the lowest
level of ICF implementation with none of the clients
screened for all the four TB symptoms Figure 2.

The symptoms reported by clients and action taken

During the interview, 131 of 321(40.8%) clients
reported having at least one symptom of either
cough, night sweats, persistent fever or weight loss.
Less than a third (36.6%; 48/131) of the clients
reported being asked to submit sputum specimen to
the laboratory for further investigations, 2.3%
(3/131) were referred for chest x-ray while 61.1%
(80/131) were sent to the pharmacy for drug refilling
hence  missed out from  further TB
investigations Figure 3.

Factors influencing TB screening among clients
At bivariate analysis, occupation, education level,

religion, gender, and age were not statistically
significant Table 2. At multivariable analysis, the
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clients who were divorced or widowed or separated
according to marital status were more likely to be
screened for TB compared to clients who were single
after adjusting for other factors (AOR=11.4, 95%
CI= 2.16-60.30). Also, the clients who were in the
age category of 25-34 years were less likely to be
screened for TB compared to clients who were in the
age category of 18-24 years after adjusting for other
factors (AOR=0.11, 95% CI= 0.01-0.92) Table 2.

The barriers and facilitators to implementation of
ICF in HIV clinics in KCCA public health
facilities. Facilitators of intensified case finding
implementation

The facilitators were generated based on the
emerging issues that were coded and categorized as
process and structural factors of the health system as
well as individual (i.e., health worker) related
factors.

Process facilitators of ICF implementation

Process related facilitators to ICF implementation
came from codes generated which included;
training, support supervision, support from
implementing partners, proper coordination
between ART, TB clinic and the laboratory.

Trainings: The majority of the health workers
reported that continuous medical education, on job
mentorship and continuous quality Improvement
trainings organized by the Ministry of Health,
KCCA and Implementing partners equipped health
workers with knowledge that has enhanced ICF
implementation as illustrated in the following
quote.>

“..The biggest thing is knowledge, people have the
knowledge and we have been able to share with people why
we need to diagnose TB and treat TB, how we can control
TB so they know why we need to control TB infection, why
we need to treat people with TB and follow them up, why
we need to screen the people, so really knowledge has helped
us because everyone understands the dangers associated
with the word TB, so they are able to come up as a team to
make sure that the problem is controlled.” (K1_3 HCIV)

Support supervision: The majority of the key
informants and in-depth interviews reported that
supervision was done by KCCA, implementing
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partners and the ministry of health was an enabler of
ICF implementation.

“... Yes we have got good supervision. We have our medical
team coordinator and others that usually come from the
ministry she comes at least once in a week to supervise but
there are also sometimes a team from the ministry of health
comes to mentor us and also to supervise to see whether
what they actually recommended is taking root” (KI_1
HCIII)

“...We have supervision by KCCA, we have supervision by
ministry of health and then the implementing partners and
even in this year we got, I do not know how to call them
whether visitors or supervisors from global fund USA, yes
and even time and again these implementing partners
always come here to see what we are doing and we also have
our internal supervision” (K1_4 HCIII)

Support from implementing
partners: Implementing partners including; Track
TB, Foundation for Innovative New Diagnostics
(FIND), and Infectious Disease Institute (IDI)),
were reported as enablers to ICF implementation.
Many respondents reported that the presence of
implementing partners supported health facilities
with provision of phones with airtime for calling
clients, provision of job aids, provision of ICF
screening forms, GeneXpert machine and
renovation of some laboratories.

“I think support from stakeholders has been so key in this.
They provided the tent that helped us to keep patients in
one place, because initially we didn't have a tent and
controlling the TB patients was not easy because they used
to mix with other HIV positive none TB patients. So this
has helped us because we can now keep the patients in one
place” (KI_1 HCIII).

“They also provide us with personal protection
equipment’s (PPE) like the masks, then also we have a
phone that is loaded with the airtime that we use to
communicate with the clients, for example if we take off the
sputum we send the clients home because we don 't have the
GeneXpert, since we don't have the machine here results
usually come back in 24 hours. So we send them home and
call them immediately we get the results, so that phone has
really helped us” (KI_1 HCIII)
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Coordination between ART clinic staff, TB clinic
and laboratory

The key informant and in-depth interviewees
reported that there was coordination between the
units where by in some facilities the presumed clients
stay in the tent, while staff take the sputum to the
laboratory, other facilities use support staff to guide
the clients to the laboratory among others.

“Everyone is involved it has become a little easier because
if we suspect any case of TB we usually give that case to
someone to accompany him to the laboratory, they take
sputum and that person is taken right away to the isolation
tent and they keep there until may be the results come
out” (KI_1HCIII).

“Other units the staffs themselves direct the people here,
they escort the clients here and for ICF they put a copy in
every unit, yes but in OPD they put there a great number
but in units they put few, yes so when any one has the signs
of cough they escort the client to TB unit for examination
or investigation” (IDI_2 HCIV).

Individual factors related to ICF implementation

Staff Attitude: Staff attitude was reported as being
good in some facilities while in other facilities it was
still lacking.

“The attitude used to be bad, but the consequences of the
disease have changed people’s attitudes and behaviors
towards the management of the disease, so that was history
when people didn 't know the management of the disease so
when people were taught about the disease, spread,
transmission, the management people’s attitude is now
changed” (K1_3 HCIV)

“The attitude is good because they assist us and they know
if the patient is not diagnosed he will infect us” (KI1_3
HCIV)

Challenges and barriers of intensified case finding
implementation

Barriers of ICF implementation included structural
or health system related factors such as inadequate
staff, irregular supply of ICF related materials and
individual related barriers like staff attitude were
generated.
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Staff attitude: The negative staff attitude was
reported as being one of the barriers of ICF
implementation in some facilities.

“Even the health workers’ attitude towards TB is a
challenge to ICF implementation, because someone will
look at a client and they will not request for TB test because
they are thinking this person has TB”. (IDI1_4 HCIII)

“Honestly, I would say the staff (health workers) fear TB,
they have a negative attitude towards the TB clinic because
ever since that staff caught TB from the clinic she suffered
from TB and I don't know whether she was compensated,
so from then they have a negative attitude.” (KI_1
HCIII)

Health system related barriers:

The Health system related barriers to ICF
implementation such as; irregular supply of ICF
related inputs/materials, high workload, transport
and sustainability of ICF implementation among
others were highlighted.

Irregular supply of ICF implementation related
inputs/materials: Many key informants and in-
depth interviews reported that inconsistent supply of
the ICF screening forms, containers and personal
protection equipment like masks was a barrier to ICF
implementation.

“At the moment we don't have masks you can imagine,
[frequently we have been running out of containers can you
imagine sending the clients away and asking him to come
back after two days when we have the containers. These are
clients that you won't send to private settings that you go
to such and such a place and do sputum analysis these are
the patients that don’t have money.” (KI_1 HCIII)

High workload: Many of the key informant and in-
depth interviews reported that they had an
overwhelming number of patients. This is still a
challenge even after some solutions such as
recruitment of additional staff have been provided
with support from implementing partners.

“Yes the workload, you find that you have many
patients” (IDI_3 HCIII).

“The staff to patient ratio is low and the authorities know
about it yet nothing has been put in place” (KI1_5 HCIII)



“We have few staff, or we are understaffed because we don 't
have enough people to give time to all these clients” . (KI1_1
HCIIT)

Transport: Majority of the key informants and in-
depth interviewers reported that they encountered
challenges in contact tracing because they did not
have enough transport to carry out this activity.
However, the implementing partners were reported
to have been providing assistance in relation to
reaching contacts.

“We have some implementing partners like Track TB and
TB REACH they help us reach the families of people who
are diagnosed to be having sputum positive TB, they help
us contact them but as a facility we can't access the funds
of moving to those families so we ask them to bring the
contacts to the facility to be screened.” (KI1_3 HCIV)

Sustainability of ICF: Some of the respondents
cited fears that the fact that ICF is predominantly
reliant on implementing partners whose projects also
have a short time frame pauses a serious challenge in
relation to sustainability of ICF implementation in
KCCA facilities. For instance, the implementing
partners such as FIND project, Track TB project
among others, employed some staff and provided
support for transport and stationary and this support
may end with the end of such projects. Respondents
expressed doubt that the government would take up
such responsibilities.

“The challenge I find is that when this partner, when this

project goes, because almost it is ending in August, who will
take on because it’s the person, the staff they recruited who
have been doing it and besides the supply of these forms I
don 't think KCCA or Ministry of health is willing to print
all these forms for each and every patient however, though
we have the laminated ones in each and every clinical room
but it will not be intense as it has been when this project
goes that is my worry” (KI_4 HCIII)

Client related barriers of ICF implementation

Stigma: Many of the key informants and in-depth
interviews reported that clients still have stigma.
This, according to the respondents, could be the
reason why clients keep giving wrong biographical
information (wrong address, information, phone
numbers and names to the health workers). This in
turn makes it challenging for the health workers to
do contact tracing and follow up work.
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“But they will even end up giving you wrong information,
wrong direction to their homes, thinking you went and told
people or when people see you coming out of their place,
they will think this person has TB and TB is a death row,
5o even the clients themselves need more training like TB is
treatable” (ID1_4 HCIII)

“I went to visit this client he told me you come to this place
but when I went to that place may be a petrol station to
meet with him, when I called the number it was off.”
(IDI_2 HCIV)

Discussion

We found that ICF implementation in KCCA was
sub optimal with all the selected facilities screening
below 20% for all the four symptoms of TB
recommended by WHO [3]. The sub optimal level of
ICF implementation could be explained by the fact
that health workers were putting more emphasis on
cough, fever, night sweats symptoms when screening
patients and neglecting weight loss symptom which
is equally necessary when screening for TB. This
undermines the WHO guidelines which recommend
screening clients for all the four TB symptoms so that
if a patients presents at least any one of the four TB
symptom, he/she is presumed to have TB and
therefore referred for further investigation [11]. The
findings from this study are far different from other
studies. For instance a study conducted by Denegetu
[10] in Addis Ababa, Ethiopia among people living
with HIV at public health facilities found that 92.8%
PLHIV were screened for TB during any one of the
follow-up visits while Assefa [11] found that between
80% and 95% patients were screened for TB at
enrollment and at each three month follow-up visit.
The differences of the finding could be explained by
the fact that Denegetu’s [10] findings were based on
any one of the follow-up visits which was quite
different from our study that focused on patients at a
particular visit. Assefa [11] also considered screened
patients at enrollment and at each three month
follow-up visit which was different from the
screening that was done at any one of the follow-up
visits and at a particular visit as in our study. In
addition, this differences could also be due to the fact
that health workers do not have adequate time to ask
the patient all the four symptoms which is a major
challenge experienced in the integration of TB/HIV
services [12]. Health workers” attitude towards TB


https://www.afenet-journal.net/content/article/4/17/full/#ref3
https://www.afenet-journal.net/content/article/4/17/full/#ref11
https://www.afenet-journal.net/content/article/4/17/full/#ref10
https://www.afenet-journal.net/content/article/4/17/full/#ref11
https://www.afenet-journal.net/content/article/4/17/full/#ref10
https://www.afenet-journal.net/content/article/4/17/full/#ref11
https://www.afenet-journal.net/content/article/4/17/full/#ref12

could also explain why the health workers may not
screen patients for all the four TB symptoms. Bulage
[13] highlighted that poor health workers attitude
and fear of being infected with TB were the key
challenges faced by health workers in TB control
[13].

Conversely, the proportion of clients screened for at
least one symptom of TB in KCCA facilities was
high (90%). This however, has implications on ICF
implementation because many patients/ clients were
missed since they were not screening for all the four
TB symptoms. Therefore, the missed clients that had
TB, had the potential to spread TB in the facility as
well as in the community posing a challenge to the
three I’s strategy recommended by WHO to address
the TB burden [5].

The health system related factors that played a
critical role in the implementation of intensified case
finding, included continuous medical education
(CME), on job mentorships and training workshops
as well as support supervision. The enablers included
support from implementing partners who worked
hand in hand with KCCA and ministry of health to
build health workers capacity through CMEs,
mentorships and trainings. This to some extent
partially addressed the attitude of the health workers
towards ICF implementation and TB as a disease. A
study in Western Uganda revealed that health
workers needed more training so as to be able to
handle TB and HIV co-infections [14].

On the other hand, staff attitude, irregular supply of
ICF screening forms, workload, and stigma of TB
among the clients turned out as key barriers towards
the implementation of ICF. Although some of the
health workers were reported to have a positive
attitude, others were still having a negative attitude
towards TB disease and ICF implementation. This
could be due to fear of getting TB. These findings
also mirror a study that was conducted in Uganda
that cited that stock out of drugs/supplies,
inadequate space and infrastructure, lack of training,
high workload, low staff motivation and poor
coordination of health center services were key
health system barriers hindering TB evaluation[15].
In addition, though implementing partners have
supported ICF implementation through supplying
TB registers, ICF screening forms, and recruiting
staff to help in screening, their operations are not
sustainable. This calls for KCCA and the ministry of
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health to have a sustainable strategy towards the ICF
program. Furthermore, Clients still have stigma
towards TB disease. Most of them considered TB as
a death row. Therefore, due to the high levels of
stigma, clients gave wrong information about where
they stayed, their names, and telephone contacts
which also affects follow up. This finding was similar
to Osei [16]who also highlighted that perceived
stigma among other factors was associated with
delay in diagnosis of TB among TB patients in
Hohoe Municipality in Ghana [16].

Study strength and Limitations

The key informant and in depth interviews with
health workers were able to reveal life experiences on
the contextual issues experienced by the health
workers and produces valuable lessons in ICF
implementation. In addition, research assistants
were not health workers at the facilities where the
study was conducted so as to minimize clients from
giving socially desirable answers.

Conclusion

This study identified that implementation of ICF in
KCCA public health facilities ART clinics was
generally sub optimal. This was mainly due to the
fact that health workers did not follow the WHO
recommended standards of screening patients for all
the four TB symptoms while implementing ICF. In
addition, continuous medical education (CME), on
job mentorships and training workshops as well as
support supervision played a critical role in the
implementation of intensified case finding.
Conversely, health workers’ negative attitude
towards TB, and stigma of TB disease among the
clients were barriers to ICF implementation.
Conducting CME and mentorships helped health
workers to acquire knowledge and skills in ICF
implementation. Health care workers should put
more emphasis on patient counseling and health
education to enable patients realize benefits of early
TB diagnosis and treatment at individual and
community level. This will address clients’ negative
attitude hence lead to minimized instances of loss to
follow up, relapse and continued TB transmission
among household contacts and in the community at
large.


https://www.afenet-journal.net/content/article/4/17/full/#ref13
https://www.afenet-journal.net/content/article/4/17/full/#ref13
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https://www.afenet-journal.net/content/article/4/17/full/#ref16

‘What is known about this topic

Tables and figures

e The study assessed the level of ICF
implementation among PLHIV in KCCA
public health facilities which was reported to
be low among health workers according to
the study by Bajwaha [8] which was
conducted in Kasese district

‘What this study adds

e This study explored the various contextual
issues on barriers and facilitators of ICF
implementation in KCCA public health
facilities
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Table 1: Characteristics of clients screened for TB symptoms in public

health facilities in KCCA, 2015

Patient Characteristics

| Number (n) | Percentage (%)

Age

18-24 46 14.3
25-34 135 42.1
35-44 90 28.0
45 and above 50 15.6
Gender

Male 111 34.6
Female 210 65.4
Marital Status

Single 78 24.3
Married 125 38.9
Divorced 11 3.4
Widowed 33 10.3
Separated 74 23.1
Religion

Catholic 119 37.1
Protestant 81 25.2
Pentecostal 50 25.2
Muslim 57 17.8
Others 14 4.4
Education Level

Never attended school 36 11.2
Primary Education 132 41.1
Secondary Education 135 42.1
Tertiary Education 18 5.6
Occupation

Peasant 27 8.4
Business 127 39.6
Civil Servant 9 2.8
Others (Unemployed, retired, welders, 158 49.2
house workers, students, tailoring, and

builders)

Division

Central 80 24.9
Lubaga 80 24.9
Nakawa 83 25.9
Makindye 19 5.9
Kawempe 59 18.4
Screened for TB using at least one symptom

Yes 289 90.0
No 32 10.0
Health Educated for TB

Yes 302 94.1
No 19 5.9
Diagnosed for TB after knowing HIV status

Yes 95 29.6
No 226 70.4
Completed TB treatment

Yes 95 100.0
No 0 0
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Table 2: Factors associated with TB screening among PLHIV visiting ART Clinic in KCCA public health facilities,

Uganda
Patient Characteristics Number Screened (n=321) Crude OR Adjusted OR P-value
(95% CI) (95% CI)
Y% | N®%)
Age
18-24 45(97.83) 1(2.17) 1 1
25-34 119(88.15) 16(11.85) 0.17(0.02-1.28) 0.11(0.01-0.92)** 0.04**
35-44 79(87.78) 11(12.22) 0.16(0.02-1.28) 0.12(0.01-1.03) 0.05
45-77 46(92.00) 4(8.00) 0.26(0.03-2.38) 0.19(0.02-2.10) 0.18
Gender
Male 101(90.99) 10(9.01) 1 1
Female 188(89.52) 22(10.48) 0.85(0.39-1.86) 0.54(0.23-1.31) 0.17
Marital Status
Single 70(89.74) 8(10.26) 1 1
Married 103(82.40) 22(17.60) 0.54(0.23-1.27) 0.75(0.27-2.09) 0.58
Divorced or Widowed or 116(98.31) 2(1.69) 6.63(1.37-32.11)** | 11.4(2.16-60.30)** 0.004**
Separated
Religion
Catholic 109(91.60) 10(8.40) 1
Protestant 69(85.19) 12(14.81) 0.53(0.22-1.29)
Pentecostal 48 (96.00) 2(4.00) 2.20(0.46-10.43)
Muslim 51(89.47) 6(10.53) 0.78(0.27-2.26)
Others 12(85.71) 2(14.29) 0.55(0.11-2.81)
Education Level
Never attended school 33(91.67) 3(8.33) 1
Primary Education 120(90.91) 12(9.09) 0.91(0.24-3.41)
Secondary Education 121(89.63) 14(10.37) 0.79(0.21-2.90)
Tertiary Education 15(83.33) 3(16.67) 0.45(0.08-2.52)
Occupation
Peasant 25(92.59) 2(7.41) 1
Business 116(91.34) 11(8.66) 0.84(0.18-4.04)
Civil Servant 8(88.89) 1(11.11) 0.64(0.05-8.03)
Others* 140(88.61) 18(11.39) 0.62(0.14-2.85)

Others*(unemployed, retired, welders, house workers, students, tailoring, and builders)
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Figure 1: Clients screened for at least one symptom and all the four symptoms of TB in KCCA Public Health
Facilities, Uganda
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Figure 2: Clients screened for TB symptoms in KCCA Public Health Facilities, Uganda
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Figure 3: Clients who reported TB symptoms and services provided in KCCA Public Health Facilities, Uganda
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