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EXECUTIVE SUMMARY

Background information
Nigeria is among the fourteen countries with the highest TB, MBRand TB/HIV burden,

included in the eight countries contributing tihrds of the global total TB cases and has an
Robusthealth systems are a prerequisite to improve health outcome® anddlerate progress
towards achieving the national target of elimination of TB. Besides, knowing the challenge of
locating the missing patients with tuberculosis and chalenges TB patients face in accessing TB
care and services, patigrathway analysigPPA)PPA is imperative The intent of the PPAis to

help national tuberculosis programs more accurately identify some of the health system alignment
gaps that can be addressed through targeted program interventions. This wil enable them plan
prevention ad care services that addresses patient-sae&ing preferences and optioite study

objectives are:

1. To examine the alignment of care seeking with service availability.
2. To reveal where TB patients experience delay during care seeking or treatment initiation.
3. To accurately identify some of the health systems alignment gaps that can be addressed through

targeted program interventions.

Methodology
The study was a cross sectional studger programme implementation in 14 states of Nigeria

(8 in northern regions and 6 in the southern regions), in a total of 92 fa¢tiiei® north and 39

in south regions). It involved all levels of health caranfary, secondaryand tertiary) in both
public and private sectors.included the review of data and documefitsm routinely collected
programmatic data and national survey datd4 states. Proforma and questionnaire were used
in data collection from June 2020 to December 2021 by trained research asslstaltis (
workers at facilties, ad hostaff, and volunteer workers of KNCV)Data collectedincluded
Health Care seekingath, TB service availability and Health facility sectors and levels. It covered
both Drug sensitive and drug resistant TB (DSTB and DRDBj)a was collected on paper forms,

collated, and cleaned using Microsoft Excel. The preliminary analysis was ddrableaufor
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easy visualization and interpretation. The PPA wizard was used in the final analysis and
visualization. All data is presented in numbers and percentages. The visualization shows:
distribution of diagnostics, TB and DRB treatment disaggregatdyy level of care of the health

system; availability of diagnostics in public and private sectors; place where patients with TB
symptoms first seek care first, diagnostic availability at first facility of seeking care for public and
private sectors aswels availability of TB and DR B treatment at health facilty of seeking care.
Delay in patients®é care was assessed based on
were referred to another facility due to unavailability of diagnostics an@®efvices (e.g., DR

TB treatment) at the faciltyEthical dearance was obtained from National Research and Ethics
Committee. Written informed consent, confidentiality, voluntary participation, and permission

from appropriate  authorities  were  observedwhere and when necessary.

Results

There are dotal of 17,463 facilties in these 14 states studied. Out of these, there are 6,078
DOTS facilties in these states. However, PPA study was in 1,743 (29% of DOTS Aieis)l

of 9,584 respondents werdanviewed across the 14 states. With the highest number (28%) of
respondents from Katsina state and the lowest number (0.7%) from Benue state. Over half (58%)

of the respondents were male and 41% of all respondents had completed secondary education.

Ovelrlg in the public facilities GeneXper't and
tertiary facilities. Of the fourteen states,
all their tertiary and eightr stteartteisar(y57f%ciHa
secondary facilities, Ssmear microscopy avail al
in over 70% of the facilities, while GeneXper:
over 50% ofwiths atvacl hbiiesy. Il n the primary f
|l ow where only one state (7%) has 61% of its f
less than 2% of its facilitiesl awpt hi sGesnceaXpteyr tw
Rivers having availability in al/l its tertiar
tertiary and isewberdar witévevlesry | ow-anodvemage
availability Iin the primary facilities



Also in the private facilties, the availability of diagnostics at the different levels is much lower
when compared to the facilties in the public sector. Also like the public sector, smear microscopy
has the highest proportion of availability in faelti compared to other types of diagnostics. 79%

of the states have availability at both the primary and secondary facilties, and only two states
(14%) have this available in their tertiary facilities. Availability of GeneXpert is similarly poor at
all levds, with the lowest numbers in the tertiary faciltiesnly one state (7%) has availability in

all its tertiary facilties, two states (14%) have availabilty in all their secondary facilties and
lowest availability at the primary facilties four stats (7%) all with only 1% of their facilties

with GeneXpert machinesThere is no TB lamp available in any tertiary facilties and scanty
availability in the other two level$ only one state (7%) has availability in secondary facilties
(with a facilty of coverage of 1%), and two states (14%) have availability in primary facilties,

both with less than 4% facility coverage

The highest proportion of respondentsetween 57% and 88%in all 14 states first sought care

for TB symptoms in the public facks. Less than 3.5% of respondents in all states did not seek
care in the health system but may have sought other forms of care not captured by the study. 50%
of the states (Anambra, Akwa Ibom, Benue, Cross River, Delta, Imo, and Rivers) had the highest

percentage (>20%) of respondents who first sought care in the private informal sectors.

Overall, there is a poor alignment of-TRIi agno
treatment services in the healthpbdyst esne cand ,p
few facilities at the secondary (4, 29%) and t

( 80 %) states have =either GeneXpert and/ or mi
tertiary facilitiesoudttrecapatient e meeeontace
however there are more diagnostics available
In the public sector, there is a misalignment of-DR treatment overal, as most states do not

have tratment in facilties (0% in the visual) where patient first sought care (higher end of the x

axis). In the primary facilties there are very limited DR treatment available in facilties across

all fourteen states. For private sector, very few facilibffer DR-TB treatment at the primary and
secondary levels, and no tertiary facilties offer this option. Only 6 (43%) states have proportions

of facilties with DRTB treatment availabilityi these are very low between 2% and 7%, with only

Plateau stateaving upto 3%.Morree s pondents reported to have f



sector. However, overall, there is a |lower av
to the public sector, with vehrey speocoan daalriyg nanech

facilities where over 50% of respondents in a

Del ay in patient public seetorfeghes grapartiendof patierdstexpérienced delays in
access to TB services mostly in the primary and secondary facilities Patients who first sought care in the
tertiary facilities experienced the least delays across all states except in Delta and Anatabrd Ists

finding is similar forprivate sector.

Conclusions and key recommendations

Identified differences in patient pathways to care and poor algnment call for differentiated
approaches to patienentered cardt wil require closing thediagnostic and treatment gap by
engaging as well agrengthening the capacity for both diagnosis and treatment in both public and
private sectarThis calls forinnovative TB program, reduction in barriers to TB services and

improvement on referralystem.

1.0INTRODUCTION

Tuberculosis (TB) continues to be a global publc healibblem across the world. In 2020
approximately 10.0 milion people fell il with TB and astimated 1.3nilion died among HV-
negative people as wel as 2000 among HIV positive people globally(1). Although global
commitments have been made which provide actionable targets theeh8 epidemic by 2030,

the pace of progress in most regioand countries is insufficient,,p). The End TB strategy s

line with the Sustainable Development Goals Target 3.3 and sets the 2030 target of reducing TB
mortality by 90% and TB incidence I80% using 2015 levels as the reference. This strategy also
endeavors that no TB patient and their households face catastrophic costs as a result of TB disease
by 2020(2). A recent analysis of three years of the End TB Strategy found that despite global
declines in TB incidence and deaths, the rate of decline needsaitcblerated in order to reach
global targetg3). In 2016, it was estimated that 74% of new cases of TB amongpbiitive

people were in the African regidd).



Nigeria is among the fourteen countries with the highest TB, MIBRand TB HIV burden, and

Is included in the eight countries contributing tti\@ds of the global total TB cases (J)here is

an estimated 219 cases of TB per 100 000 populatiokingna one of the 30 High TB Burden
Countries (HBCs) in the world, contributing to 8% of the worldwide gap in case deté€8Yion
Nigeria along with 7 other HBQ@ndia, China, Indonesia Philippines, Pakistan Bangladesh and
South Africa) alone account for two thirds of all new cases world{l§ieNigeria has anstimated
323,000 missing TB cases equivalent to 12% of the total global TB cases not r@fidtdis
estimated that 45200 (295 000:641,000) persons fell il with TB in 2020, yet only about E3BlL

(all cases) were notified (1). Thifherefore means that about 7@ercent of estimated TB cases
were not diagnosed, treated and or notified annually. Regarding drug resistant TB (DRTB), it is

estimated that in Nigeria 1,940 cases were detected and notified over the same period (1).

Despite incrementgorogress in the quality of TB treatment and carerdhe years as evidenced
by 88% treatment success réitew and relapse casesregistered in g0b@ overall TB treaent
coverage remained low at 30% in 202Nigeria (1), out of which 71% of these patients face total
catastrophic (6)The WHO-estimated TB mortality (excluding HFvelated TB) rate for Nigeria
improved below 100 per 100,000 in 20Q0. The Wortl Health Organization (WHQ) 202&port

for Nigeria showedinety onepercent 91%) of bacteriological confirmed TB cases tested for
rifampicin resistancepreviously treated TB cas¢BIDR/RR-TB), whie 676 of new TB cases
aredrugresistant forms. Overall in 2020, only 2,06&rebacteriologically confirmed MDR/RR

TB caseg77% started on treatmeng7 werebacteriologically confirmed prXDR-TB or XDR-

TB (776 started on treatmentfurthermore, 1,940 BIR/RR-TB cases tested for resistance to any
fluoroquinolone (1). WHO also estimates a high TB mortalty of 125,000 Nigerians annually
equivalent to 340 deathger day and 14 deaths per hour. (B)e burden of TB in Nigeria also
comes at a great economicstwvith an estimated loss of $45 bilion between 2000 and 2015 due
solely to TB(7). Nigeria has a TB/HIV canfection incidence rate of 27 per 100 000 population
which also places it in the list of 30 high TB/HIV burden count(i&s

In Nigeria, he public health service is organized into primasgcondaryand tertiary levels as
well as public and private facilitiesNational Health Bill 2014 lays out the roles and responsibilitie s
as well asstrengthead the linkages between the three levels of the health sy3teanNational

Tuberculosis and Leprosy Control Programme (NTBLCP) operations are in line with the three



levels of governance in the country: natiorgthte,and local government area (LGA). The LGA

Is the basic management unit of the NTBLCP. A declaration at the 28figh&l Health Council
(NHC) made TB reporting mandatory for all health professionals including private practitioners
(8). The private and publ nonNTBLCP sectors are playing an increasingly important role in TB
control Private sector engagement is extremely important in Nigeria, as an estimated 60% of all
health care is delivered by the private sector, however, theiinrdi® control is higply limited

(7). The NTBLCP has stepped up its engagement through a-public/publicprivate mix

(PPM) approach, implemented in all 36 States and FCT providing a range of TB serviceal,(referr
diagnosis and/or treatment) (Hlowever, low TB serviceeoverage among all health facilties
exists at <11%, while even lower in private facilties at 5%; combined with poor utiization of
existing TB servies and weak referrals systems (Bhiese challenges and gaps are due to among
many others, a combinatioof imited knowledge about TB symptoms and service delivery points
amory the general population (24%) (1@nderreporting of TB cases, under diagnasis people

with TB not accessing health care at miagnosed when they do. Thational TB prevalence
survey (NPS) conducted in 2012, showed 75% of the spesitive cases detected had symptoms
that met national screening criteria but had not been previously diagnosed, demonstrating a need

to stengthen access to TB services (11)

Varying actions and approaches have been employed to understand programmatic gaps in TB
management and contrahcluding TB prevalence surveys, routine surveilance, qualtative
program reviews, and other special studi€sl, TB poses a major publc hida problem

globally. Thegoal of thePatient Pathway Analysis (PP&)to help TB programs identify where

TB patients may be missed by looking atthe steps a patient takes on their pathway to care and how
the TB system meets them along the way. The Ritiafis will complement data from other
approaches to shape TB programs and plan. Based on ttie $tatienPathwayAnalysis (PPA)
approach was established to appreciate better the alignment between patient care seeking and TB
service availability. This approach targets to define and unravel the barriers experienced by TB
patients at each stage from the initial point of seeking toatee point of being cured and
discharged.The PPA describes steps TB patients take from the initial point of seeking care to the
end of treatmentlt reviews the availability of TB screening, diagnosis, and treatment at various
levels of the health syste(12). (Figure 1 Proper evaluation ddlignment of health care seeking
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behavior with service availability at these health systems wil help inform programmatic priority

setting and planning for more paties@ntered availability of services

Assessing Alignment

Patient Care TB Specific Care General Care
Seeking Seeking Seeking
Alignment
TB Service Public Informal
Availability Sector Sector

Figure 1: Hypothetical framework: Aligning Care Seeking and Service Availability (adapted from PPAohgude)

The persorcentered care is key the WHO End TB Strategy as it looks at where services should
be positioned to serve the patients better rather than looking for where services are provided
without the recipients considered. It allows bottom to top method and meet patients need based on

wherethey are. The PPA is designexhelp actualize this.

In addition, review of wherdB patients experience delay during care seeking or treatment
initiation is very necessary for maximal benefit to these patiehte patient care cascade (PCC)

waspr esented as an AOnion Model o and developed
missing TB patients provides a comprehensive understanding of where persons with TB are
missing, with the different steps in headbeking and various levels of tleealth system
represented by fdif er ent 01 ayer. the godl of endirg TB B itodb@ acHieted,)
finding these 6missilnhgeds eT B np aienis emamtbes grouBsd pws s e n t
threecategories(Figure 3
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Figure2: Onion Model with key steps along the patient care cascade (adapted from FMTP Operational Guideline)

a) Patients whalid notaccess cardue tofinancial, geographic, or other barriers to
accessing care.

b) Patients who sought care in the private (or-siate) sector and were diagnosed
and treated there, but not notified to the NTP.

c) Patients who were diagnosed and treated in the public sector faditiesot
notified to the NTBLCP or B Patients whahad contact with the public sector
facilties but were not diagnode
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2.0GOALS & OBJECTIVES

The goal of thisstudyis to provide technical assistance to the NTBLCP to better understand varied
patient care cascade and patient hesdbkingbehavioracross dferent service pointsThe study
objectives are:

1. To examine the alignment of care seeking with service availability.

2. To revealwhere TB patients experience delay during cakageor treatment initiation.

3. To accurately identify some of tihealth systems alignment gaps that can be addressed

through targeted program interventions.

Patient
Initiaties TB

Patient
Receives TB

Patient’s
Recognition of

Patient

Accesses Care

Treatment

Diagnosis

Symptoms

Patient Delay Diagnosis Delay Treatment Delay

Figure 3: Patient care seeking behavior along the care cascade
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3.0 METHODS

3.1 Study area
Nigeria is a country in West Africa, andtlse most populous country in Africa, with an estimated

population of 206 milion in 202@ccording to World Bank projectionThere are three levels of
governmentFederal,.State and_ocalGovernmentArea (LGAs). There are 36 states and a Federal
Capital Territory (FCT), which are organized into six geopolitical zofiarth-West, NorthEast,
North-Central, SoutiWest, SoutkEast and SoutBouth). There are widely varied regional health
indices with the southern regisngenerallyhaving betterindices thanthe northern regi@ The
number of LGASs in each state is variable, ranging from 8 tovth atotal of 774 LGAs in the
country. The official language of Nigeria is English, although there are more than 250 ethnic
groups with diverse languages and malig faiths. Nigeria®s economy is heaviy dependent on

oil exports An estimated 43.9 percent of the population is under the ageyefrkand 19.3
percent between the ages of 15 ange24s The life expectancy for both sexes is 55.8 yetine

public health service is organized into primasecondaryand tertiary levels withesponsibilitie s

for primary health carascribedo local governments, secondary care to states and tertiary care to
the federal levelAs at 2019, there are 5,389 DOTS cenpewiding TBtreatment services in
Nigeria and 398 GeneXpert MTRIif machines were in use, supported by numerous partners and
placed in all 36 states plus FGTI4). All LGAs have at least one DOTS treatment faciliijhe

study wascarried out in 14 states (8 in nagth regionsand 6 inthe souttern regions), in a total

of 92 facilties (53 in north and 3% south regions The facilities included both public and private
sectors across the three levels of caren@ry, secondaryand tertiary. These are states where

are KNCV operates.

3.2Study Design

The study is a cross sectional stushder programme implementation and was conducted from
June 2020 to December 2021. It included the review of data and docufremtgoutinely
collected programmatic data and national surveyidaid statesTotal HealthFacilties in States
studied werel7,463 and btal DOTS Facilties in State$,078 Also, PPA Study Sitesvere
1,743 (29% of DOTS Sites)

14
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Figure 4: Geographical location on study states and sites

3.3 Data Types

The 3 data types collected include:
1 Health Care seeking dat@his is data regarding patients’ heatfeking behavior,
especially those with TB symptoms presenting at a first instanttee 14 states. This

data was collected using the patient questionnaire (Annex B).
1 TB service availability: This is data on the availabilty of different TB services

(diagnostics, TB and DHRB treatment) in the health facilties. Data was collated using
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proforma and questionnaire with additional information collected from the NTBLP and
KNCYV Nigeria databases for the 14 states studied. (Annex A).

1 Health facility sectors and level$his is data about the disaggregation of the facilties

per sector (public and private) and levels (primary, secondary, and tertiary). Data was
collated using proforma and questionnaire with additional information collated from

the National and respectigeet at es® health facility regist

3.4 Data Collection and Tools

Data collection was conducted by trained and proficient personnel to ensure good quality data. The
health workers were trained by Principal Investigator or Consultant andP3tageamme Officers
(SPOs). This training was further cascadedto research assistants who conducted the data collection
from the faciities and respondents. The research assistants were made up of health workers at

facilties, ad hoc staff and volunteer kers of KNCV.

9 Data collection tool 1: Proforma

Data was extracted from registers at facilties using a proforma template. The data collected
include - facilty name, sector (public or private), level of care (primary, secondary, or
tertiary), applicablediagnostic tool(s) separate for O® and DRTB (AFB microscopy,

Gene Xpert, Chest-xay, TB Lamp, Culture) as well awvailable TB treatment services

(for both DS and DR'B).

9 Data collection tool 2:Questionnaire

The questionnaire was administered ttgined data collectors. Data collected include
patient demographics and seeioonomic status, health complaints (symptoms) the client
sought care for, and place the client first sought care for the complaints, if referred, the

reason for referral anti¢ health facilty referred to.

16



3.5 Data Cleaning, Analysis and Visualization

Data was collected on paper forms, collated, and cleaned using Microsoft Excel. The preliminary
analysis was done in Tabléator easy visualization and interpretatiofrhe PPA wizard was used
in the final analysis and visualization in Q1 2022. The data visualizations show:
9 Distribution of diagnostics, TB and DRB treatment disaggregated by level of care of the
health system.
Availability of diagnostics in public and pete sectors.
Place where patients with TB symptoms first seek care first, diagnostic availability at first
facility of seeking care for public and private sectors as well as availability of TB and DR
TB treatment at health facilty of seeking care.
For this study, Community Pharmacists, Patent Medicine Vendors (PMVs) and private hospitals
were grouped as private formal facilties, whie all traditional and home treatments were grouped
as private informal, both categories make up the private sdditatata is presented in numbers

and percentages.

3.6 Ethical consideration

Ethical clearance was obtained from National Research and Ethics Committee. Written
informed consent, confidentiality, voluntary participation, and permission from appropriate

authoriies were observed where and when necessary.

4  RESULTS

4.2Respondents Demographics and Socieconomic Factors

A total of 9,584 respondents were interviewed across the 14 states. With the highest number (28%)
of respondents from Katsina state and the lowastber (0.7%) from Benue state. Over half (58%)

of the respondents were male and 41% of all respondents had completed secondary education.
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Figure 5: Respondents per State
Gender Age
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Figure 6: Respondent Dmographics
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Figure 7: Respondent socio economic status
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4.3ServiceAvailability
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Figure 8: Distribution of service availability in the public and private sectors
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Figure 9: Proportion of diagnostics availability in the public sector per health systeml leve

Availability in the Private Sector

Overall, in the private facilties the availability of diagnostics at the different levels is much lower
when compared to thfacilties in the public sectoAlso like the public sectoismear microscopy
has the highest proportion of availability feciities compared to other types of diagnosti@®%

of the stateshave availability of smear microscopyat both the primaryand secondary facilties
and only two states(14%) have this available in thejprivate tertiary facilties. Availability of

GereXpert is similarly poor atlalevels with the lowest numbers in the tertiary faciltienly
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one state(7%) hasavailability in all its tertiary facilties two statesX4%) hawe availability in all
their secondary facilties and lowest availability atthe primary faciltideur states (7%) all with
only 1% of their facilties withGeneXpert machine§here is ndI'B lamp available in antertiary
facilties and limited availability in the other two level§ only one state (7%) hasvailability in
secondary faciltieg(with a facilty of coverage of 1% andtwo stats (14%) have availability in

primary facilties, both withless than % overall facility coverage
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Figure 10: Distribution of diagnostics availability in the private sector per health systeed lev
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4.4 Patient Health Seeking Behavior

Analysis is based orwhere respondents first sought care when they experienced TB symptoms
such as fevegoughing weight loss night sweatsand other health complaints

Figure 11: Where patients with TB symptoms first sought care

The highest proportion of respondentsetween 57% and 88%in all 14 states first sought care
for TB symptoms in the public facilties. Less than 3.5% of respondents in all states did not seek
care in the health system but may have sought other foroar®hot captured by the study. 50%
of the states (Anambra, Akwa Ibom, Benue, Cross River, Dgl@,and Rivers) had the highest

percentage (>20%) of respondents who first sought care in the private informal.sectors

4.5 Alignment of care seekingoehavor with diagnostic availability

Overall, there is a poor alignmemmtnglatfi ednita ga @ s
seelierhgavior

Diagnostic Alignment in the Public Sector
Overall, there is a poor asl d g mdmemaatni @ n t d icaagrneo ¢

behavior. vkorryfidneswlanacaes at the secondary (4,
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