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This paper ms - on W b ~ I s  of rqwtlaoes coll8ct.d in Ethiopia, a large. 

mostly mount.inow aoratq *I* r BDsrlrtion af 0- 25 mlUon l iving on mom thm one 

million aquuu, kiLor-s of AA.Tool M t o r g  dth poor c-rtiaam, lo* 

national incow, ($75 per mtr .rul t b m c o n  -4 lor hula budgat 

(including intematlolul b l p  M\nrcl $ 1 p.r capi ta  -la). To i l l u a t m t e  further the 

unfavourable c i r c ~ a . t l  for mom raid devrlommxt of e f f i c i m t  mti-tub.rculosis 

organization it phould be ~wntioned tk.t bavlllg a tubercrlloeis prevctlence of 1 per cent and 

tuberculosis I n f ~ ~ U o n  prrvdanoe of ovrr 40 par &, tbs country its first 

organized mti-&ubmdoais .~tl(ll lo&! &xtmen yees ago in t4m IC.IAILU.k of th Joint 

W/Gove-nt -rculosis Control ProJea* dth ths op.ining of its 13.- Tuberculosis 

Damonstration md f n  Addia W.b.. Evan tod.y tbs t h ru  .misting Tuberculosis 

C e n t r e s  (Mdls Ah.b., and llam~) rLth d.jOiPt tbw SBIU BLtOrie (tagother 333 beds) 

+ M c r l  Officer (-onel A&&-), YBD 'l!ubeFculoels C o a t m l  
ProJeCt, Addla 193.8, attaiopLo 



represent the only s~ecial ized tuberculosis institutions for routine work and training i n  

tuberculosis control. There has never beon created a Central Tuberculosis Deportment, but 

gradually the Addis Ababa Tuberculosis Centm has becum recognized ma the leading institution 

i n  professional ud orgurizationd tuberculosis control matters. 

General md Basic Health Services of Ethiopia looated in toms and larger villages 

(62 general hospitals. 98 hrlth centres and 582 health stations and mission clinics) of 

fourteen provinces, definitely insufficient i n  number, have more or  less  aucoessfully 

collaborated with tuberculosis centres especially in case-finding and treatment, receiving 

from t h e m  professional advice, material help and trainingfor their  perscmnel, long befom 

the Ministry of Public Health officially ordered in 1971 Tuberculosis Control Integration into 

General awl Baglo Health Services. 

IMP-m0N OF TI1E IlWORATBD ~ U L O 5 3  c- RlOORAPm 

Extensive tuberouloais contra1 training md briefing of Ethiopian health workers on 

all levels (over 3 000 vaccinators, dressers, laboratory m d  X-rw technicians, nurses. 

health officers md doctors participated in aminars, courses, ooaferonces, on-the-spot 

i n s t ~ c t i o n s  carried out by tuberculosis centres during tha last ten mare), has raised 

gradually tho interest  for tuberculosis control i n  General and Basic brlth Services and 

approached their worklng math& t o  standard YIfO technipws md mo-ndations. Substantial 

U N I W  help .In tuberouloais d w s ,  gXi vaccine md laboratory material distributed t o  

General Health Sar*lws through tuberoulosis centms on the basis of their reported work 

performance h.8 esaartially furt&rsd a i r  initiatlvm. 

It has b a a  alms elerr tht the three apwialized Tubomulosis Centres could not 

w m r  efficiently .qy larger part of ths onurtry without h l p  of OaaeCal H e a l t h  Servioes i n  

the provlnaes and therefore thare has never bean aqy conpetition dlsputa. It becma c l e w  

years sgo th8t witlunrt obligatory and u rmoh as possible independent tuberculosis control 

work i n  Basic Health Sorvlces no ohm in rurious tuberculosis epidemiological situation 

could be expected. Numerous written instructions, descriptions of differart  methods, 

posters, pawlilets, tuberouloais mgistration and reporting f o m  mre distributed through 

forrt-taen provincial halth mputmt. d m  to ths lrst GOW-~ 6 nission 

institution. 



The Ministry of Public Health officially approved .nd ordered in A u g u s t  1971 the 

f i r s t  National Integrated Tuberculosis Prograrmm, which prescribes for all health institutions 

i n  Ethiopia obligatory duties in tuberculosis control on their  respective terr i tor ies  accord- 

ing t o  their  equipment and health staff professional level: Progrcone A for  hospitals, 

Programe B for health centres and larg.r mission c W c s  .nd P r o g r m  C for health stations 

and smaller mission clinics. Each of fourteen Provincial H e m  Departments &si-d an 

Integration Health Officer for  supervision of integrated progrromas in their province, a 

referral system has been established (less equipped institutions t o  higher qualified and vice 

versa acco1.din.g t o  tha task), and a standardized documentation and reporting system i n  

tuberculosis bound t o  Addis Ababa Tuberoulosis Centre introduced. 

We went that this all-comprising Tuberculosis Control Integration Progr- also 

cannot cover the entire oountry, not only because of great distances and the fact  that some 

regions are still rlthout health institutions, but also beccluso nany were still organizationally 

and fixumcially too weak to st& W a t e l y  according to the pmg-. Further devalopwnt 

of tuberculosis control became therefore dependent on further developpsnt aad strengthming 

of Basic and Oansral b a l t h  Services, aad, of course, efficient f i e ld  supervision and operative 

actions of tuberculosis centres in co-operation with them. 

Nevertheless, the of tuberculosis o ~ n t r o l  perfonmncea in the a m r y  

for  1973 showd already prmising results in tuberculosis di-osis and BCO vaccinations as 

seen from Table I. 
TABIG I 

Tuberculosis Control Parformuus of B tUo~ iao  Health Institutions for  1972 / 192;! 
(According to ElRi Statist ics Mvision) 

WPOrLinS Flmt  exam. AEB exmin. BC[) vaocin. 
(sri.tin& (dl aarws) Total Posit. and t1*).-d glven 

Puln.'m 

aSntre6 3 (3) 7 5 . 2 p  26.082 4 096 2 . d  124.444 
Clinics 3 (515) - - - - 31.817 
Omnd t o W t  188 - 1 419.618 43.048 7 115 1 4 . H  406.422 

Selected arterial of t u b e m u l ~ i s  aentres * Only baaterio1oglarlI.y proved 
tubarculosis aues 



Some of them fimms may not be ccinpletely reliable i f  we compare the number of AFB 

positive sputum anmlnations with declared number of newly diagnosed tuberculosis patients. 

Many health c a t r e s  Md hospitals did not report their  laboratory pmrfo-e, but that 

they really started treatment of these patients can be taken for granted. 

APPLICATION CS M IWD3RA28D 'NEgRCULOSS CCBFPIPaL P R M M  

Medical Docmentation: To keep tuberculosis patients under supervision for  a t  least  one 

year during the treatmsnt,with a l l  relevant data ragularlg registered, id tuberculosis 

control integrated health services a specially simple medical doaumentation, easy t o  survey 

a handle. One single card, re ca l l  it "TB Index and Follow-up card". was introduced. It 

has rubrics for  all findlngs on which diaeplosis was made, for registration of drug 

collection and for cheok-up results. Every nurse or even a dresser can essily keep 

these cards i n  order. There is enough space for detailed description or  orientation map 

of patient's cr**llng locality (many hamlets have no naw a t  dl). If these c d  are kept 

i n  boxes with divisions according t o  due appointments all treatdmnt defaulters can be noticed 

i n  time. The card is used as a traatment card, but as it gives all necessary information 

no other tuberculosis medical doclmrmtation i s  neoessary in health centres, out-patient 

departments or other clinics. (See Annex I ) .  

Reaular Tubemulosis Drw 9upnIs %?stma: G r e a t  distances wlth poor comunications, especially 

durlng the rainy mason, r e p r e s ~ l t  oftan enormous difficult ies to  d d i v s r  drugs from Addls 

Ababa in tlw, with the regretful result that srmetimes hsre or  there i n  -ate was some 

patients have t o  interrupt treatment. All Provincial Health Departments narst h v e  a 

sufficient reserve of tuberculosis drugs (aad laborator~r material) to i n t e r n  Immdlately 

through rather oomplioatad uachduled local oomn\nrication systems. 

DLrgnosis: Diagnosis before treatment s tar ts  has t o  be proved bacteriologioally. 

Oeneral hospitals are a l l  too eager t o  make diagnosis on basis of Y-ray shadom and 

refer such doubtful tuberculosis patients for  treatment down t o  health oontres or  cllnics. 

Uo wonder that often hylth centres complain that m m y  patients do not mspond properly 

to chamothsraxw and n u r ~ s  axparkQ declare that this is probably d u  to bwterial resistoloe, 

a l e  the patient has never been AFB positive out of hls chronic lung abscess, bronchiectases, 

cysts - or whatever the lung sh&m r e d l y  was. 
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Follow up and motivation 

The need for detailed axplanation about the diaeaee, treafaent co-, importance of 

regular drug taking, prevention of new infections of healthy surromding and infomation 

regarding adversa l i f e  habits during the treataent - cannot be strongly enough underlined. 

Not all, but the mjor l ty  of our t-atment faF1ures happen becaw this essential, educational 

part of tubemulo8is amtml hs not bean oarried out sufflclently. O f  c o m ,  there are 

numy, but not -e, diff icult ies - o m  of the i.lport.nt be* lmmage 

diffloulties ( m r  f i f t y  langmms are spoken In Ethiopia), and very low eduoational 

strndud of our mtienfrr. 

menotham lbglmxm: 'Ihe great number of m l y  diagnosed tuberculosis cases yearly In 

tuberculosis eentres and i n k g r t o d  tuberculosis oontrol aerrices mde mbulatory and self-  

administared chomotbslrpg conditions Sine qua non. It became also appu'ant that m a t  

flexibility is needed in selection of fhsllothempy reg ians  for each patient not only 

n g a r d b g  the tuberculosis process, but also regarding nmerous difficult ies aIllost 

every Ethiopian patient is facing during the treatdent. Moat of thw a m  discovered 

rhen already in en advmnced stage of their tuberculosis process, often havlng additional 

dl-s dirvbling them aore then tuberculosis itself, and living f a r  from wldely 

scattemd health institutions, in a very poor social condition. To nuke out of our 

tuberculosis --find- work sae real pmf i t  every dla@osed tuberculosis patient 

wherever he is living and whatever hls oonditlon muat be treated in the bat possible way. 

MaaJ published amtrolled obarotbelrpy trirls, however suaoesaful they mi@& he, have 

only l l m i b d  i n i l u ~ o e  on our Qoislona in situations, nbn we have in front of wr a 

great nu&ar of very siok and elduu.bd tuberculosis patients, swetlmes hardly movable, 

from a far away plaae xithart means e r w  to retun there, and have emn poli t ical  

problems in Wing dth their &at*. 

Tnatmnt  sobsas currently rued in gene* ho8pitals. health osntres, health 

atations and mission clinics are seen from Table 11. 



Process and 
peneral condition 

Far advanced, cap- 
plications, poor 
gen. condition 

R g g d e s s  of ax- 
tension, but rela- 
tively good 
pen. conrlition 

TB suspects, 
Primary TB 

C h e m o t h e r a ~  of Tuberculosis i n  E W o ~ i a  
(Integrated Tuberculosis Control Services) 

Mtial treatment Maintenanca treatment 

I. 11. 111. 
Ig Wzrd Ambulatom Self-administration 

4 - 6 weeks A.Spl  twice w. A .INH/'rB 
+ INii or WTB~ 

1 dally 
DrilySlB+INH B.IM1 5-8 &b.w.dly. 
or  INIUTBl + daily a t  home Supplies for  2-3 months 
s u ~ w r t i m  th. for 2 - 3mnths UD to 1 year or 18 mths. 

B .twice-weekly 1 yr. 

Whenever I f  I. impossible: If 1.41. impossible or  
possible A. sfteF*ards: A. or B. 

A. or B. If II. impossible or 
afternards A .  or  B. 

I f  gen.antibiotios 
without effect: 

A. 

There are tmmty-four s m a l l  tuberculosis wards (total  around 350 beds) in  provincial 

general hospitals nhich are offering short ini t ial  hospitalization and strong Mtial treatnent 

t o  a great number of newly diagnosed, very sick tuberculosis patients & cannot start treatmc 

on ambulatory basis because of their poor condition. That a great turnover of curable 

tuberculosis patients on a sma l l  number of beds can contribute essentially, almost i n  

epidemiologically important proportions, to close a great number of sources of infection, 

am proving our figures. Tuberculosis wards of gemral hospitals together with three 

tuberculosis smatorla ( to ta l  sround 700 beds i n  whole of Ethiopia) offered a st- Mtial 

chemotherapy and really helped to  relieve human suffering t o  5 409 tubemulosis patients 

i n  one sin& year, dmst t o  half of ths yearly diagnosed pulmonary tuberculosis cases. 

Fortunately all are not tha s a w  sufferers. 22Lat a good motivaticm for l a t e r  ambulatory 

and domiciliary treatment could easier be presented t o  patients is understandable. 



Twice-weekly controlled chemotherapy regimen with 3lX and INH is a recognized traatment 

wtthod i n  Ethiopia, but not so wldely used as it probably could be. The main reason is the 

bo  great a distance between the patient's home and the nearest clinic. Our axperience shows 

that any distance of more than two kllolnetres is almost unfeasible with this method for 

the majority of our patients. It is probably better, i f  not preventable, that the patient 

misses one or two streptomycin injections, but is taking daily IWTB~ than t o  miss both 

drugs. We have tr ied twice-weekly controlled chemotherapy i n  more than 100 tuberculosis 

patients under relatively good Addis Ababa public transportation conditions. After three 

months almost half of the patients started t o  be irregular and f inally asked for change 

of their  treatment regimen. Most of them living three or  more Wlomatres from the 

tuberculosis centre, could not afford 25 or 35 Eth.cents for  the bus twice-weekly or had 

other acceptable reasons. We have i n  Addis Ababa at the Tuberculosis Centre no mare than 

thirty-five patients currently on this regimen. 

I n  the l a s t  two years we organized co-oparation with ten general c W c s  scattered 

in Addis Ababa region, which are giving m our request streptaoycin t o  our patients living 

near these clinics. The co-operation is functioning well, patients are regular, but the 

d W c s  refused to  bother with the preparation of glasses of water Md patients' 

-lowing their  tablets i n  the presence of the personnel. 

Regarding embulatory tuberculosis drug distribution we have t o  mention the 

importance of adequate containers for two to three months' drug supplies. Without 

<god plastic contsiners with a screw (we use different drug bottles and often plastic 

sputum containers) tablets are soon pulverized under damp atmosphere during the rainy 

mason. Many of our patients have i n  thelr miserable dwellings not a single dry place or 

a secure shelf. 

As seen from Table 11, whlch is only an orientation scheme for our provincial health 

workers, a treatment possibility exists for  all patients. Decision where the patient will 

be treated is taken by the insti tution where the diagnosis w a s  made (tuberculosis centre, 

m r a l  hospital, health centre, larger mission clinic) af ter  precise investigation of 

patient's general condition, locali ty of Ns home or  better the distance between his home 



and the nmres t  health inst i tut ion.  A list with emc t  addresses of a l l  health services 

i n  the country was distributed. It is interest ing fran how far some patients a r e  

tmvel l ing  t o  a cer tain health ins t i tu t ion  fo r  emmination, paaaing on the long way many 

much nearer and equally q-nl i f ied.  merefore an obligatory r e f e r m l  system especially 

f o r  treatment *.s introduoed and is gmdually improving. 

I n  spite of all di f f icu l t ies ,  the  tuberculosis progmme i n  Ethiopia M s  achieved the 

position where a11 diagnosed tubemulosia patients a n  have a chance of being cured, but 

health educaticn must persuade tuberculosis cases to present themselves f o r  treatment. 

Ambulatory chemothemW of tuberculosis becume i n  sp i t e  of limited resources a mass 

enterprise of a11 provincial h m l t h  ins t i tu t ions  a s  shown i n  lbble  111. 

Pubonam ~ r c u l o s i s  C a s e s  Under Chemother 
(Tuberculosis Control Integrated Health Servlces i n  BthEia 1972/73) 

Province (Pornation) R e w r t i n n ( H x i s t i ~ )  - Tuberculosis pa t ien ts  under chemotherapx 
Prov .Gan.Hosuitals Ibalth dsntraa Cliniam 

1. AFUSSI (818 200) 2 (3) -163 4 (4) - 401 6 (6) - 73 637 

TB Centres: Addis Ababa, A-a a& H-: ......................................... 5.721 - 



Our reporting system i s  still Incomplete, but if we take that those not reporting 

institutions did not have anything to report, *e nevertheless can see that Integrated tubem- 

losis contml aellrioes tboWmut tbe country treated *ith chemothempy large llajority of 

known pulmonary tuberculosis cases i n  Ethiopia. 

Only APB positive cams were includsd i n  Table 111, the number of tuberculosis suspects, 

glandular tuberculosis and primary tuberculosis cases under INH treatment is substantially 

higher, but, of course, of less importance. 

("Quarterly TB Control Fleport Fom" used i n  integrated health services, on the basis 

of which Table 111 was prepared is shown as Annex B). 

Treatment Results: Rsguding results of ambulatory chemotherapy i n  tubarculosis centres 

we know from random samples taken since 1968 that one year after diagnosis cavitary tuber- 

culosis cases becane AFB negative i n  70 per cent and non-cavitary i n  85 per cent. We 

still could not start to  collectreliable data on treatwmt results from integrated tuberculosis 

control services i n  provinces. Prom individual institutions and during the supervision 

v is i t s  collected data show that up to K) per cent of patients become irregular or  are lost  

before the sixth month of tmatmsnt. &t, because a high percentage of migrating 

tuberculosis patients Join q a l n  treatwmt i n  another institution, it is impossible to 

present any reliable treatment results a t  th is  stage. 

The increasing number of OPD clinics, health centres and mission 01-ganizations ere 

using health stations (Adv. Dresser i n  charge) or smaller mission brsnch-clinics (visited 

by a nurse once or  twice weekly) for administretion of tuberculosis drugs, whloh represents 

for  the central institutions even more difficult ies in collection of reliable treatment 

results. 

The next step i n  our integrated tuberculosis control progrcmulle will be treatment 

result reporting a t  least  from mqlor provincial Institutions. Our p r o m  went i n  large 

extension and needs impro-t i n  mar~r fields. 

cwcIUSIm 

I n  spite of a l l  shortcomings of an integrated tuberculosis control progratmm i n  an under- 

developed country, it is t h  only W a y  to orgrnize a nationwide anti-tubemulosls action 

with present-day and probably also futurr financial resources. With further development. 

strsngthening snd improvemmt of braic and general health services - fha integrated tubemu- 

lwi8 oartrol pmgrmme rill auawed. 
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ANNEX A 

MINISTRY OE PUBLIC HEALTH 
@ti- 

HEALTH CENTER ULMONARY TB: AFB * 
................. OUT-PATIENT DEPART ................................................ TB OTHER FORMS - 

X-ray No. ('if done mal-Moderately-Far advanced 
Family folder No 

TB INDEX AND FOLLOW-UP CARD NO. 
. 2. Age 3. Sex .- 

........................... - 
(.dd hnuc loulion w 

6. Place of diagnosis ..................... 
. 7. Place of treatment 

8. History of disease: 

Date: Smear: Culturc: 
. 

................................................................................................... - ............................... 
................... ......................................................................................................... 11. X-ray examination (if d o n e m e  

0-Infiltrations 
10. Physical examination O-Cavities 

(type of breathing, rales etc. ) OSuspected cavities 
0-Hilar glands-ateleckasis 
0-Pleurisysmpyema ........ ................................. .................... 
O-Disseminatiommiliary TB 
OSpont. pneumothorax 

.............. .............. ............ Temp: Weight Height 0-Bone & Joint TB 

12. Previous BCG vaccination: Scar-Yes/No 13. Tuberculin (2TU) test 
Previous TB treatment: YesINo Imrn of induration) -. 

14. Household members Age Examined (date) Household mcmbm Age Examined (date) 1-1 li 1-1 

........................... 1 ............. 1 
15. TB treatment ordered 

16. TREATMENT ~ . m . r t .  
&. LomdlUon 

* ~ p o T  1 Q[?lit\ of 1 sputum w n m l  X-my control .- 
Due 'Reported TB I INH sra Others (dat*rault) ------ (datpruult) I---.- 
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Annex B 

NATIONAL TB CONTROL P R O O W  YEAR: ............... QTArfIlrI ............... 
Province: ................... Health Centre: .............. Clinlc/Hospital ............. 

A.  Di-sed new TB patients in this auarter C. Total No. of new and old TB patients 
registered up to now (No.of TB cards) ............ . Pul. TB cases (AFB positive) 

.................. .......... . Pul. TB suspects (APB negative) Pulmonary TB cases 

.............. ......... . Children TB cases (up to 10 ~ r s )  Non-pulmonary TB cases 

-- Non-pulmonary TB cases .................. D. BCO vaccinations m r f o d  i n  t h i s  

- Pul. TB cases dlaeploaed elsenhere - 9usrter 

(refenad dot Included above) ........... 0 1-4 5-14 15+ Total 

B. Pul. Ej Patients uder Amb.treatment --- 
...... . A t  the start only or  still APE pos. B. No. of SDU~UI l.. this Quarter 

....... .... ......... . Alwsys APB negative TB patients - AIB positive .AFB negative 

Remark: This report has t o  be sent regularly F. Total No. of dl first examhations 
a t  the, end of the quartem to: TB Centre, A/A, this quarter (for all dlseases - 
P .O . Box 22494. Future UNICBFCBFhelp depends including tuFmrculosis) 
UPON EXACTN&SS AND I160UURITY OF THESi j e s  ................................... 

Signstum of the r e s m i b l e  officer 

(Seal of the inst i tution and t i t l e )  


