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Abstract: Background: Delayed presentation for first consultation is a major problem contributing to the high burden and
transmission of tuberculosis in most developing countries including Ethiopia. There is paucity of evidence on the magnitude
of patient delay and why patients fail to seek care in health institution early in Bahirdar town administration area. Objective:
To determine the delay for first consultation and its associated factors among tuberculosis patients in Bahir Dar town health
facilities. Methods: A facility based cross-sectional study was conducted from 10 March — 08 May 2012 in Bahirdar town
administration health facility. For quantitative part a total of 315 study participants were included. For qualitative part,
eighteen study participants of family members were participated. Data were collected from newly diagnosed TB patients.
Data were entered and analyzed using SPSS version 16 window. Multivariate logistic regression analysis was used to identify
factors associated with patient delay. Result: The magnitude of patient delay was 165(52.4%) and median of patient delay was
30 days within range of 3 to 270 days. Illiterate (AOR=6.18,95% CI:1.34, 28.43), extra pulmonary tuberculosis (AOR=10.12,
95% CI:3.07, 33.37), living greater than a distance of 10 km from TB service in health facilities
(AOR=3.55,95%CI:1.17,10.80), prior visited ,with holy water (AOR=10.55, 95% CI:3.99, 27.89) ,with traditional healer
(AOR=4.29, 95% CI:1.13, 16.37 and with private drug store/pharmacy (AOR=6.81, 95% CI:2.47,18.78) were determinants
of patients delay for first consultation in health facilities. Conclusion: The magnitude of patient delay was generally higher
than most African and other developing countries. More than half, 54.6% of tuberculosis patients delayed seeking health care
at health facility while getting treatment from informal sources of treatment. Health promotion and education involving
different stake holders will make the community to create awareness about tuberculosis could help reduce delays in starting
modern treatment was recommended.
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go on to develop TB disease all of them are a candidate to
develop active tuberculosis[1]-[4] Ethiopia ranks seventh
among the world’s 22 high-burden tuberculosis (TB)
countries[4]. Thus case finding is depending on the patients
themselves to present to the health facility when they
suspect that they have symptoms of tuberculosis. But this is
highly affected by the patient’s knowledge on tuberculosis
symptoms, readiness and decision to visit health care

1. Introduction

Tuberculosis (TB) is a chronic infectious disease that has
major public health problem globally and it caused by
Mycobacterium tuberculosis [1]. Almost one-third of the
world population (about 2 billion) is infected with M.
tuberculosis[1]-[3]. Although relatively small proportion of
people this infected with Mycobacterium tuberculosis will
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providers [5]- [7].

From the perspective of country’s economy patient delay
highly affect the country’s economy through increasing the
disability and death of productive age group due to TB [8],
[9] Late diagnosis and delayed initiation of treatment of
pulmonary tuberculosis intern increases the risk of
developing more severe and harder-to-treat forms of TB, and
also increases the risk of ongoing transmission. This all can
result in a higher risk of mortality among patients and
transmission of the disease in the community[3], [5]- [7]&
[10]. Evidence of related literature revealed that patient’s
first presentation to health facilities more than 30 days and
health seeking behaviour influencing in different factors.
(6], [11]-[14].

Understanding the magnitude and the factors associated
with patient delays is of paramount importance to the
realization of the new Global Plan to Stop TB, which aims to
halve the prevalence and death rates from TB by 2015 [15].
However, very little is known about the magnitude and
associated factors with patient delay in Ethiopia.

Patient delay, the time from onset of symptoms to first
consultation to modern health care, is alarmingly prolonged
with studies reporting from 2 to 4 months [11]- [13], [16]-
[23] and some studies have been reported that patient delay
reported more than 50% of the study participants from
onset of symptom to visit health care facilities[16], [18] ,
[19]  Achieving the country goal of the stop TB strategy
require active community participation by provision of
information through different media[24]-[26].A number of
factors have been reported to be associated with delay. Some
of these factors stigma and illiteracy in educational
status[17], [25], [27]- [30] distance and age group greater
than or equal to forty five[18],[20], [23], [27].Extra
pulmonary tuberculosis in classification of all types of
TB[12], [18], [22] and alternative source of treatment[6],
[19], [20] and inadequate awareness of TB[11], [12], [18],
[19].

The objective was to assess tuberculosis patient’s delay
for first consultation and associated factors in health
facilities of Bahir Dar town Administration. Therefore this
study will help policy makers and program implementers to
mitigate the problem and could be the base line evidence for
further study.

2. Methodology
2.1. Study Area

The study was conducted in Bahirdar town which is the
capital city of Amhara national regional state. It is located
at 56 5km North West of Addis Abeba Ethiopia. The town
has a population of 255,779 and 59,483 house hold at
family size 4.3 person per house hold (30).There were 9
public health facilities (one hospital and eight health center)
and two private hospital in Bahirdar town administration at
a time of study period .Eight health center were provide
smear microscopy and three hospital had both radiographic

and smear microscopy service were currently to provide TB
diagnostic and treatment service based on DOTS program.

2.2. Study Design

Facility based cross-sectional study was conducted using
both quantitative and qualitative methods..

2.3.Study Period
The study was conducted from 10 March -08 May 2012.
2.4.Sample Size and Sampling Technique

For quantitative part, the sample size was determined
using single population proportion formula (n = [(Za2)2* p
* (1 —p))/d2) where: Za/2 at 95% CI(1.96),d marginal error
0.05 , p proportion obtained from previous study in Tigray
of Northern Ethiopia[12] .Taking 10% Of non-respondent
rate , the total sample size of the study participant was 317.
The study population was adult TB patients newly
diagnosed whose age 15years and above included in the
study. Patients who are critically ill and unable to respond
were excluded from the study because they may not give
appropriate response for the questionnaire. The study
participants were employed to select consequently in
selected health facilities. More over to avoid double
counting, reminder note was attached with referral sheet to
the receiving health facilities. For qualitative part, eighteen
participants were undertaken on purposively selected by
principal investigator and a semi-structured open ended
interview guide was adopted[31] and used for in-depth
interview.

2.5 Data Collection Tools and Quality Assurance

Data were collected using structured questionnaire
adapted from pertinent literature and which contained a
questions of socio demographic, perception and knowledge
about TB, internalized stigma, availability and accessibility
of health facilities, how the decision was made to visit health
facilities, source of information about TB and onset of current
illness to visit health facilities for the first time (delay) were
include. The questionnaire was prepared in English first
and translated to the local language, Amharic and again
back to translation to English was made to ensure that the
consistency of the question. Pretest was done on 5% of the
sample size in the area different from the study area before
actual data collection.

2.6. Data Analysis

Questions were coded and then data were entered and
analyzing using SPSS Version 16. Frequency, cross
tabulation and sort were checked for data quality
management. Descriptive statistics was used to summarize
data, tables and figures for display results .Bivariate and
multivariate analysis was used to identify associated factors
of patient satisfaction and the strength of association
measured by 95% Confidence interval and P- value of 0.05
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was used as a cut of point.
2.7. Ethical Consideration

Ethical clearance and approval was obtained from the
Ethical review Committee of the College of Public Health
and Medical Sciences, Jimma University. Permission was
obtained from Amhara Regional Health Bureau and the
respective health facilities. Informed verbal consent was
obtained from study participants. Confidentiality and
anonymity were ensured.
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3. Results

3.1. Socio-Demographic Characteristics of Respondents

A total of 317 study participants participated from
selected health facilities during data collection period,
however, two study participants were excluded from the
study because the collected data were found incomplete.
(Tablel).

Table 1.Socio-demographic characteristics of TB patients in Bahir Dar town administrative health facilities from March10-May 08, 2012

Variable Frequency(No) Percentage (%)
Male 181 57.5
Sex of respondents Female 134 425
15-24 76 24.1
. 25-34 105 33.3
Age in years
35-44 69 21.9
>=45 65 20.6
Mean(SD) 33.9(+12.8 SD)
Range 15-73
Residence Rural 179 56.8
Urban 136 433
Illiterate 115 49.2
. Read and write 40 12.7
Education .
Primary- secondary 89 28.3
Collage & above 31 9.8
Farmer 94 29.8
House wife 80 25.4
Occupation Employee* 64 20.3
Merchant 28 8.9
Student 25 7.9
Daily laborer 24 7.6
.. Orthodox 276 87.6
Religion .
Muslim 39 12.4
Ambhara 307 97.5
Ethnicgroup Oromo 3 1.0
Tigre 5 1.5
Married 199 63.2
. Single 77 24.4
Marital status Divorced 24 76
Windowed 15 4.8

Employee*: Government, Non-government and private organization

3.2. Determinants of Patient Delay for First Consultation
in Health Facilities

Multivariate logistic regression analysis was carried out
in order to identify the independent determinant of patient
delay in health facilities. Those variables which had P value
of less than 0.05 in bivariate analysis were entered in
multivariate analysis. Step wise back ward logistic
regression method was employed. Among those education,
types of TB, distance and different alternative informal
source of treatment before went to health facilities were
significant predictor of patient delay. However, place of
residence, knowledge, marital status, attitude, Internalized
stigma and costs that hinder to seek health care in health
institution (affordability) had association in the bivariate

analysis by controlling other variables the association
turned insignificant.

Extra pulmonary TB patients were ten times more likely
to be delayed than those the study participants with smear
positive pulmonary TB were (AOR= 10.12, 95% CI: 3.07,
33.78).

Patients who lived beyond 10 kilometer radius from TB
service in health facilities (AOR=3.55, 95%CI: 1.17, 10.80)
were three times more delayed than those with in 10Kms
radius. The use of prior treatment with holy water
(AOR=10.55, 95% CI: 3.99, 27.89), traditional healer
(AOR=4.29, 95% CI: 1.13, 16.37 and by private drug
store/pharmacy (AOR=6.81, 95% CI: 2.47, 18.87) were
significantly associated with patient delay (Table 2).
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Table 2. Determinants of patient delay for first consultation among TB patients in Bahirdar town health facilities from March10 to May 8, 2012.

Variable Not Delayed No (%) _ Delayed No (%) COR(95%CI) AOR(95%CI)
15-24 41227.3) 35(21.2) 1.0 1.0
, 25-34 64(42.7) 41(24.8) 0.75(0.41,1.36) 0.84(0.26,2.76)
Age in years
35-44 29(19.3) 40(24.2) 1.62(0.84,3.12) 0.92(0.22,3.91)
>=45 16(10.7) 49(29.7) 3.59(1.74,7.39)* 1.79(0.37,8.81)
Residence Urban 91(60.7) 45(27.3) 1.0 1.0
Rural 59(39.3) 120(72.7) 4.11(2.56,6.61)** 1.13(0.38,3.32)
Collage & above 28(18.7) 3(1.8) 1.0 1.0
Education Primary- secondary 55(36.7) 34(20.6) 5.77(1.63,20.45)* 2.47(0.58,10.46)
Read and write 22(14.7) 18(10.9) 7.64(1.99,29.27)*  2.47(0.49,12.23)
llliterate 45(30) 110(66.7) 22.82(6.6,78.8)** 6.18(1.34,28.43)*
Married 94(62.7) 105(63.6) 1.0 1.0
_ Single 46(30.7) 31(18.8) 0.60(0.351.03) 1.93(0.69,5.36)
MaritalStatus Divereed 6(4) 18(10.9) 2.69(1.02,7.05)* 0.94(0.19.4.62)
Window 42.7) 11(6.7) 2.46(0.76,7.99) 7.02(0.85, 57.60)
PTB+ 69(46.0) 36(21.8) 1.0 1.0
TB category PTB- 68(45.3) 58(35.2) 1.65(0.96,2.79) 1.27(0.55, 2.94)
Extra-PTB 13(8.7) 71(43.0) 10.47(5.1,21.4)** 10.12(3.07,33.37)**
Good knowledge 49(42.6) 15(15.5) 1.0 1.0
Knowledge Fair knowledge 61(53 64(66.0) 3.43(1.76,6.74)** 1.16(0.37, 3.60)
Fair knowledge 5(4.3) 18(18.6) 11.76(3.7,37.04)**  1.27(0.18,9.12
- No stigma 78(54.5) 47(33.6) 1.0 1.0
Stigma 65(45.5) 93(66.4) 2.8(1.7.4.6)* 1.56(0.65,3.74)
Distance <10 km 135(90.0) 97(58.5) 1.00 1.00
>10 km 15(10.0) 68(41.2) 6.31(3.40,11.6)** 3.15(1.17,10.8)*
Cost that hinder to Yes 50(33.3) 82(49.7) 1.0 1.0
seek TB service. NO 100(66.7) 83(50.3) 1.98(1.25,3.12)* 0.93(0.38, 2.56)
No prior treatment 106(70.7) 37(22.4) 1.0 1.00
g;;fggfleb;fﬁre Holy water 19(12.7) 77(46.7) 11.6(6.21,21.7)%* 10.6(3.9,27.8)%*
g Traditional healer 8(5.3) 18(10.9) 6.45(2.59,16.1)** 4.29(1.13,16.37*
private drug store 17(11.3) 3(20.0) 5.56(2.78,11.4)** 6.8(2.5,18.78)**

** Significant at P value < 0.0001
* Significant at P value <0.05

Adjusted for age of respondent, residence, education, marital status, type of TB, knowledge, internalized stigma, distance, costs that hinder to seek health

care, different alternative source of treatment.

4. Discussion

The prevalence of patient delay in this study was 52.4
percent and consistent with studies done in Tigray 53% [19].
But the result of this study was lower than studies done in
Somali region, Ethiopia (87%) [18].The possible reason for
this gap might be due to the fact that in Somalia region,
where predominantly nomadic people were found in
dispersed location and inaccessible to modern medical
health care compare to Ambhara region. The overall median
patient delay in this study was 30 days. These findings are
consistent with previous studies from Ethiopia [6], [11]-
[12], [14], [19],[20], South Sudan[21], Botswana [13],
Norway[22] and WHO in east Mediterranean study in Iraq
(median, 31 days), Syria (median, 31 days), and Somalia .
However the result of the same study in Pakistan (median, 9
days), Egypt (median, 12 days) showed that tuberculosis
patients were much less delayed than in this study [23]. The
possible explanation for differences in delay could probably
be explained by the cultural factor, low socio economic
status, low level of knowledge and awareness of the disease
and lack of information about availability of free TB
treatment. In this study about 89.5% of the study participants

had heard of TB from different source of information. This
is similar to a study done in north Ethiopia 86%[24], Gibe
research 83% [25] ,90% of women and 95% of men age
15-49 have heard about TB [26]

In this study a little more than half,55.8% of the study
participants had perceived stigma of TB on work
performance, marital prospects, social and family
relationship. This study consistent with Gibe, south west
Ibadan [17], Ethiopia [25], Zambia[27] and
Nepal[28] .Perception of stigma might have great impact on
the social, psychological and mental wellbeing of the victim
and also his/her family. This was also supported by the
qualitative study. A 23 years old woman in the urban area
said that “If I disclose my TB status to my neighbour,  will
be a victim gossip in the community and my children
couldn’t play with their friends and learn at school “The
other person a 50 years old man in rural kebeles expressed
his idea by saying that “some people in the community
reduce social interaction with TB patients because it is
difficult to identify whether they are firee from HIV or not.

Illiterate in educational status was found to be predictor of
patient delay , this study which is consistent with result from
Ethiopia[25], [29], [31].This could be due to the fact that
those patients with no education have poorer knowledge
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about TB and thus less likely to seek health care in health
facilities at the earliest time. The study participants who
lived greater than 10 km from health facilities were found
predictors of patient. This result was in line with studies
done [18], [20], [23], [27].These might be related to the fact
that people who lived far from health care facilities would
need support from the family members or other their body
to accompany them to health facilities, especially for elders
and critically ill patients. Also transport cost, time,
accommodation other resources would be increased and may
rely on informal alternative source of treatment care for
current onset of illness rather visited health facilities.

Extra pulmonary TB constituted 27% of all cases in this
study. The site of the disease was the significant predictor of
patient delay in unadjusted and adjusted analysis, with
delays in patients with extra-pulmonary TB were more
delayed to seek health care in health facilities than patients
with pulmonary positive tuberculosis.

WSMear negative pulmonary T8 W Smear positve pulmonary T8 m EXtraplumonary T8

Figure 1. Types of TB among TB patients in Bahir Dar town administrative
health facilities from Marchl0-May 08, 2012

The 1st possible explanation for observed difference in
Patients with extra-pulmonary TB may have a variety of
symptoms, could easily be overlooked, gradual progress and
less sever of clinical manifestation seeking traditional healer
especially patients developed swelling in cervical
lymphadenitis relative to patients with pulmonary TB and
the 2nd explanation might be patients with extra pulmonary
TB feel reassured about their health condition and don’t
proceed with necessary investigation to diagnose the
condition in health facilities. This study was consistent with
study done in Tigre [12], Somali [21] and Norway [26]

The use of an informal treatment/provider was a strong
predictor of patient delay in this study .This finding
indicated 56.4%of tuberculosis patients had sought care in
health facilities after visited alternative source of treatment
( holy water ,traditional healer and private drug store) and
this study was consistent with study done in Addis Abeba
[6] Tigray[19], Amhara [20].The possible explanation
using of alternative therapies might be related to religious
beliefs of patients, in which about 87% of our study
participants were orthodox Christians. The Orthodox
Church, the most prominent religious institution in the study
area, widely practices faith-based therapy with holy water.
Patients get holy water treatment either at home or churches

believed to have supernatural powers to heal the disease.
The home-based treatment is prescribed by priests after
praying a small volume of water to be applied over the body
and sprayed inside his/her living room. An alternative
approach demands patients' stay close to holy water springs
that are mostly located adjoining to churches. This idea is
supported by qualitative study.

A 43 years old female who was living in rural area said
that “most orthodox Christian followers went to churches
where holy water service is provided as initial treatment and
stays for a period of time like one week or fortnight
determined by priests”.

5. Conclusion

The result of this study revealed that 52.4 percent of TB
patients in this study area didn’t present within 30 days
from onset of illness to health facilities. Illiterate in
education status, extra pulmonary TB, distance greater than
ten Km, first point of contact at traditional healer, holy
water and private drugstore were found to be predictors for
prolonged patient delay for first consultation in health
facilities. There for, provision of health education in
different stakeholder on TB should be strengthen to reduce
delay and to start modern treatment early.
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