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Abstract 
Background: Tuberculosis is an infectious bacterial disease caused by Mycobacterium tuberculosis, which most commonly affects the lungs. 

Overall, a relatively small proportion (5-15%) of the estimated 2-3 billion people infected with myco bacterium tuberculosis will develop TB disease 
during their lifetime. Nonadherence to TB treatment has remained a major challenge in Ethiopia.

Objective: To discover determinant of and factors influencing medication poor adherence to pulmonary tuberculosis treatment in TB clinic of 
Mettu Karl Referral Hospital.

Methods: An Institutional based prospective cross-sectional study design was carried out from April 02/2021 to June 07/2021. Data was 
collected through employing check list and semi-structured questioner, and then the collected data was cleared, coded, and analyzed by Statistical 
Packages for Social Sciences 25.0 version statistical software. Variables at P-value < 0.05 in multivariate logistic regression model were considered 
statistically significant.

Results: The study included 168 TB patients with a response rate of 100%; 86 (51.2%) were females. The overall prevalence of 
medication poor adherence to pulmonary tuberculosis treatment was 27.4%. Age≥45 years(AOR:2.79;95%CI:2.451-5.337; P=0. 007),rural 
resident(AOR:2.79;95%CI:2.451-5.337;P=0.004),distance-from health facil ity >5 km(AOR:1.78;95%CI:1.503-2.145;P=0.001),experience 
of side effects (AO R:2.43;95%CI:1.970-3.153;P=0.017),HIV status negative (AOR:2.95; 95%CI: 2.610- 5.173;P=0.001),and uneducated 
(AOR:2.74;95%CI:2.430-4.201;P=0.008) were significantly associated with ani-tuberculosis treatment poor adherence.

Conclusion: The prevalence of medication poor adherence to pulmonary tuberculosis treatment was high. Regarding the reason for missing 
anti-TB medication majority were forgetfulness followed by vomiting and diarrhea and cost of transport.
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Introduction
Tuberculosis remains a major public health problem globally 

despite the fact that the causative organism has been known for 
more than 100 years, and highly effective drugs and vaccines have  

 
been available for decades [1]. Most people who had TB disease 
can be cured with early diagnosis and correct treatment. Despite 
this, it has been continued as a leading cause of death from a single 
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infectious agent ranking on top of HIV/AIDS for the past five years 
[2]. Globally there were estimated 10.4 million new TB cases, and 
600,000 new cases with resistance to rifampicin, 490,000 had multi 
drug-resistant tuberculosis (MDR-TB) cases and 1.7 million people 
died from TB [3]. Tuberculosis (TB) is a communicable disease 
caused by the bacillus Mycobacterium tuberculosis. It usually 
affects the lungs (pulmonary TB) and transmitted when people 
who are sick with pulmonary TB expel bacteria into the air but can 
also affect other sites (extra-pulmonary TB) [4]. Complete cure 
requires 6 months of treatment without interruption with multiple 
drugs which is challenging for patients and health care workers. 
Incomplete TB treatment may cause prolonged TB transmission, 
increased risk of development of drug resistant TB, and higher 
mortality. TB treatment requires a prolonged and combined course 
of antibiotics for 2 months of intensive followed by 4 months 
continuation phase [5]. In the treatment of patients with MDR-
TB, an intensive phase of at least 8 months and a total treatment 
duration of at least 24 months is recommended [6]. The year2019 
WHO report shows in 2018, there were about half a million new 
cases of rifampicin-resistant TB (of which 78% had multi drug-
resistant TB (MDR-TB, and many cases are developing Extensively 
Drug resistance (XDR) TB among re-treatment cases throughout 
the world. Drug-resistant (DR- TB emerges at least in part due to 
inappropriate treatment or sub optimal adherence to the treatment 
regimen [7]. Thus, poor adherence to a prescribed treatment 
increases the risks of morbidity, mortality, and drug resistance [8]. 
Many TB patients do not complete their 6-month course of anti-
TB medications and are not aware of the importance of sputum 
re-examinations, thereby putting themselves at risk of developing 
multi drug-resistant and extensively drug-resistant forms of 
tuberculosis and relapse [9]. Non-adherence to TB treatment 
threatens the success of treatment, increases the risk of TB spread, 
causes drug resistance, and increases morbidity and mortality [10]. 
There is an unfavorable magnitude of poor adherence to treatment 
of chronic diseases including TB in the world [11]. However, greater 
than 90% of patients with TB are expected to adhere the treatment 
in order to facilitate cure. Poor adherence to treatment results 
failure of cure which increases the risk of development of drug 
resistant strains, spread of TB in the community and this in turn 
increases morbidity and mortality [12]. In developing countries, 
particularly, there are many factors affecting adherence to TB 
treatment as evidenced from a variety of literature’s .Age, lack of 
treatment support from family, extreme illness, far distance, lack 
of access to formal health services, traditional beliefs leading to 
self-treatment, low income, lack of social support, drug side effects, 
pill burden, lack of food, stigma with lack of disclosure, and lack of 
adequate communication with health professionals were some of 
the documented factors[13].

The disease at global level is still out of reach, and massive 
resource investment is still required. TB is a poverty-related 
disease which disproportionately affects the poorest, the most 
vulnerable and marginalized population groups wherever it occurs. 
Improving access to diagnosis and care, the basic requirements in 
the fight against TB, are particularly challenging in these persons 

[14]. Tuberculosis has been recognized as a major public health 
problem for more than five decades in Ethiopia. Ethiopia is one of 
the 22 high burden countries (HBCs), and TB remains one of the 
leading causes of mortality. According to the 2014 WHO report, 
the prevalence and incidence of all forms of TB are 211 and 224 
per 100,000 of the population, respectively [15]. The WHO, in its 
global plan to stop TB, reports that poor treatment has resulted in 
the evolution of Mycobacterium tuberculosis strains that do not 
respond to treatment with the standard first-line combination 
of anti-TB medicines, resulting in the emergence of multi drug-
resistant TB in almost every country of the world [16]. One of the 
greatest dilemmas and challenges facing most TB programs is 
a patient that does not complete TB treatment for one reason or 
another, Poor adherence to treatment of chronic diseases including 
TB is a worldwide problem of striking magnitude [17]. To improve 
TB treatment outcomes, it requires a better understanding of factors 
that influence TB treatment non-adherence. Studies conducted in 
different parts of Ethiopia revealed several factors associated with 
anti-TB treatment non-adherence, including factors related to the 
health system, patient, and socio-economic characteristics [18]. 
As TB treatment non-adherence is an “unavoidable by-product 
of collisions between the clinical world and the other competing 
worlds of work, play, friendships and family life “the factors affecting 
it can be changed over time [19]. In Ethiopia, different studies have 
been conducted to determine the prevalence and determinants of 
non-adherence to TB medications [20]. Those studies reported that 
the prevalence of non-adherence among TB patients ranging from 
8.4% to 55.8%. This is higher than the WHO recommendation of 
less than 10% [21]. According to recent estimates, Ethiopia stands 
7th in the list of high TB burden countries. In Ethiopia, TB is the 
leading cause of morbidity, the third cause of hospital admissions, 
and the second cause of death. The estimated TB incidence of 
Ethiopia was 261/100,000 inhabitants in 2011. Nonadherence 
to anti-TB treatment may result in the emergence of multi drug- 
resistant TB (MDR-TB), prolonged infectiousness, and poor TB 
treatment outcomes [22]. In sub-Saharan Africa, there is a high rate 
of loss to follow up of TB patients that ranged from 11.3% to 29.6%, 
Ethiopia is one of the seven countries that reported lower rates of 
treatment success (84%) [23]. In view of the need to accelerate 
efforts and reach the international targets set in the context of TB 
infection, the result of this study plays significant role by increasing 
awareness toward early detection and prevention of the diseases.

Methods

Study design, setting and period

An Institutional based prospective cross sectional study design 
was used. The study was conducted in MKRH, Mettu town, Southwest 
Oromia, Ethiopia which is found at 600 km from Addis Ababa. 
There are different wards and clinics within MKRH; those include 
internal medicine ward, surgery ward, pediatric ward, gynecology, 
and obstetrics ward, Ante natal clinic, dental clinics, tuberculosis 
clinic, anti-retroviral therapy clinic and ophthalmologic clinic. The 
study was conducted from April 02 /2021 to June 07/2021.
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Study participants

All TB patients who were on anti TB treatment during the study 
period was source population. Duration of taking anti-tuberculosis 
drugs of at least one month, Drug- susceptible TB patients who 
were adults older than 18 years were included in the study. Those 
who did not agree to participate in this study, PTB patients with 
other diseases, such as diabetes, autoimmune deficiency syndrome 
(AIDS), malignant tumors and serious heart, brain, liver and kidney 
diseases, severely ill patient, patients with severe coughing, new 
patients who had not registered at TB clinic or registration at TB 
clinic after one month of treatment at the time of interview were 
excluded.

Sample size determination & sampling technique

The sample size was determined by using the Single Population 
proportion Formula: The sample size was determined based on 
”P” value which was taken from, Southern Ethiopia, P=0.247,or 
24.7% ,P=0.378,or 37.8%.n=((Za/2)2 P(1-P))/d2, n= sample size, 
P=prevalence of Anti-TB medication poor adherence, d=margin 
of sampling error tolerated, z=the standard normal value at 
confidence interval of 95%. n = (1.96)2(1- 0.247) x (0.247) / 
(0.05) 2=286. Since the total number of TB patients were less than 
10,000, reduction formula (Correction Formula) will be applied 
as follow; nf = n/ (1+(n/N)), nf =286/ (1+(286/329) =153. When 
10% contingency is added to minimize nonresponse rate. then final 
sample size was found to be 168. Purposive sampling technique 
was used to recruit samples for the study in each day of the data 
collection process until the desired sample size was obtained.

Data Collection Instrument and Procedures

Data was collected using an interviewer-administered 
questionnaire. The questionnaire was d included Socio 
demographic factors (age, sex, educational status, monthly 
income, marital status, family size, cigarette smoking, alcohol 
consumption, lack of family member support, effect of traditional 
medicine etc. Patient-Related Factors(a lack of knowledge of PTB 
treatment, poor self-management capability, poor self-regulation 
capability and misperception of health condition).medical history 
(number of doses taken in the month before the study interview, 
Side Effects history of previous anti-TB treatment and history of 
opportunistic infection),Medication- Related Factors (Side Effects), 
Health Service-Related Factors(Poor Treatment Skills of Doctors 
in Primary Hospitals, Lack of DOT), health provider (counseling 
about the expected adverse effect),and health system (time to 
reach a health facility, waiting time and mode of transportation). 
Questions pertaining to the patient-related dimension included 
how the patients felt about the effectiveness and importance of 
his/her anti-TB drugs, whether the patients felt stigmatized by the 
epilepsy, whether the patients had altered drug-taking behavior 
due to fear of addiction to the anti-TB and whether the patients 
changed the dosing regimen to see if their seizures recurred. The 
Validated 8-item Morisky Medication Adherence Scale (MMAS-8), a 
self-reporting tool was used to assess the patient’s adherence level 
to anti-TB therapy. There were 8 questions evaluating the patient’s 
forgetfulness, patient’s understanding of the need for continued 

therapy and whether the patient felt it was inconvenient adhering 
to a daily medication treatment plan. For questions 1, 2, 3, 4, 6 and 
7, a score of zero was given for a positive response whereas a score 
of one was given for a negative response (Yes=0; No=1). Conversely, 
for item 5, a score of zero was given for a negative response whereas 
a score of one was given for a positive response (Yes =1; No=0). For 
item 8, a score of one was given for ‘Never/Rarely’ whereas a score 
of zero was given for ‘Once in a while/ ‘Sometimes/ ‘Usually/ All 
the time. The total score of MMAS-8 was 8. A Higher score indicated 
a higher level of self-reported adherence. Adherence level was 
categorized as high (Score: 8), medium (Score: 6 or 7) and low 
(Score:< 6). Patients who had a MMAS-8 score of 8 were considered 
to have a good adherence level while patients who had a MMAS-8 
score of less than 8 were considered as having a poor adherence 
level.

Data quality Assurance

The data was screened for inconsistencies, missing values, and 
checked for completeness before data entry. Moreover, data quality 
also ensured during collection, entry & analysis.

Data processing and analysis

Data collected was analyzed by using Statistical Package for 
Social Science version 25.0. Categorical variables were expressed 
by percentage and frequency, whereas continuous variables 
were present by mean and standard deviation. Uni variate and 
multivariate logistic regression analyses were conducted to 
determine associated risk factors of non-adherence. The variables 
with p-value≤0.25 were included in the multivariable logistic 
regression model. The ordinal logistic regression model was used 
to identify risk factors for TB treatment non-adherence. The final 
association was prepared using multivariate logistic regression. 
P-value < 0.05 was considered significant.

Ethical clearance 

Ethical clearance was obtained from SWAN diagnostic 
pharmaceutical importer. Written informed consent was obtained 
from each study participants after explaining the purpose and 
objective of the study. Patients who were not willing to participate 
in the study were not forced to participate. Information gathered 
from respondents was treated confidentially, and the norm of the 
community was considered and respected in the process of data 
collection.

Operational definitions

Good Adherence: If MMAS-8 score > 7.

Poor adherence: If MMAS-8 score < 6.

Results

Socio-demographic and socio economic characteristic of 
TB patients

A total of 168 TB clients participated in the study with a 
response rate of 100%. The age of majority 63(375%) were between 
25-34 years. Slightly above than half 86 (51.2%) were females 
and 115(68.5%) of participants were married. A majority 109 
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(64.9%) of participants were earn monthly income ≤500 ETB and 
119(70.8%) respondents were uneducated. A majority 95(56.5%) 
of the respondents were live in the rural area and only 70(41.7%) 
of respondents had at least one social habit. The prevalence of 

medication poor adherence to pulmonary tuberculosis treatment 
was 46 (274%) (Table 1).

Table 1:  Socio-demographic and socio economic characteristic of TB patients among TB clinic follow up, MKRH, Southwestern, Ethiopia, 2021 
(n=168).

Variables Category Frequency Percent

Age

15-24 years 27 16.1

25-34 years 63 37.5

35-44 years 43 25.6

≥45 years 35 20.8

Sex
Male 82 48.8

Female 86 51.2

Monthly income
≤500 ETB 109 64.9

>500 ETB 59 35.1

Marital status
Married 115 68.5

Unmarried 53 31.5

Educational status
Educated 49 29.2

Uneducated 119 70.8

Residency
Urban 73 43.5

Rural 95 56.5

Social habit
Yes 70 41.7

No 98 58.3

Medication non-Adherence
Yes 46 27.4

No 122 72.6

Healthcare system related characteristics of the TB 
patients

Regarding healthcare system related characteristics of the 
respondents, a majority 73 (43.5%) of patients preferable time for 
TB clinic were 8:00-11:00 AM and 94(56.0%) of the participants 
were waiting time at health facility 1-2 hr,92(54.8%) of the 
participants were distance to health facility >5 km,114(67.9%) 

of the participants were transportation cost >5 birr. A majority 
70(41.7%) of the participants were being supervised by family 
member,66(39.3%) of the respondents were have relationship 
with health worker friendly. Slightly less than 80(47.6%) of the 
respondents have some knowledge on symptoms of TB and 
83(49.4%) of the participants were stop TB medication when 
feeling better (Table 2).

Table 2: Healthcare system related characteristics of TB patients among TB clinic follow up, MKRH, Southwestern, Ethiopia, 2021 (n=168).

Variables Category Frequency Percent

Preferable time for TB clinic

2:00–6:00 AM 65 38.7

8:00–11:00 AM 73 43.5

After 2 PM 30 17.9

Waiting time at health facility
<1hr 74 44

1-2 hr 94 56

Distance to health facility
0–5 km 76 45.2

>5 km 92 54.8

Transportation cost
0–5 birr 54 32.1

>5 birr 114 67.9

Supervision

None 61 36.3

Family member 70 41.7

Health worker 37 22
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Relationship with health worker

Very friendly 55 32.7

Friendly 66 39.3

Indifferent 34 20.2

Unfriendly 13 7.7

Knowledge on symptoms of TB

All 22 13.1

Some 80 47.6

Not knowing 66 39.3

Time to stop TB medication

6–24 months 45 26.8

8–24 months 40 23.8

When feeling better 83 49.4

Disease and medicine related factors of TB patients

A majority 101(60.1%) of the pregnant women have experience 
of side effects and 47(28.0%) were have headache and dizziness 
type ani-TB medication side effects. A majority 72(42.9%) of the 
participants duration to feel better were between 2-4 months, and 
55(32.7%) of the respondents were missing of anti-TB medication. 
Less than one third 44(26.2%) of the participants were tested 

HIV/AIDS positive and majority 104(61.9%) of the respondents 
were taking drugs other than anti-Tb medication. Regarding the 
reason for missing anti-TB medication majority 34(20.2%) were 
forgetfulness followed by 31(18.5%0 were vomiting and diarrhea 
and 30(17.9%) cost of transport and the reason of taking another 
drug were mostly due to 64(38.1%) (Table 3).

Table 3: Disease and medicine related factors of TB patients among TB clinic follow up, MKRH, Southwestern, Ethiopia, 2021 (n=168).

Variables Category Frequency Percent

Experience of side effects
Yes 101 60.1

No 67 39.9

Type of side effects

Vomiting and diarrhea 43 25.6

Headache and dizziness 47 28

Skin rash 25 14.9

Numbness of feet and hands 24 14.3

Others 29 17.3

Duration to feel better

<2 months 54 32.1

2–4 months 72 42.9

5-6 months 42 25

Missing of anti-TB medication
Yes 55 32.7

No 113 67.3

HIV status 

Positive 44 26.2

Negative 75 44.6

Not tested 49 29.2

Taking drugs other than anti-Tb medication
Yes 104 61.9

No 64 38.1

Reason for missing anti- TB medication

Forgetfulness 34 20.2

Vomiting and diarrhea 31 18.5

Cost of transport 30 17.9

Health professional attitude 13 7.7

Stigma and discrimination 23 13.7

Feeling better 15 8.9

Others 22 13.1

Reason of taking another drug

HIV/AIDS 28 16.7

Pneumonia 64 38.1

STI 24 14.3

Fungal disease 27 18.1

Others 25 14.9
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Factors associated with non-adherence to anti-TB 
therapy

The participants age ≥45 years were 2.76 times more likely 
cause TB medication non-adherance(AOR:2.79;95%CI:2.451-
5.337;P=0.007),and rural residency were 2. 79 times more likely 
cause TB medication non-adherance(AOR:2.79;95%CI:2.451- 
5.337;P=0.004).Distance from health facility >5 km 

were 1.78 times more likely cause TB medication non-
adherance(AOR:1.78;95%CI:1.503-2.145;P=0.001),and ex perience 
of side effects were 2.43 times more likely cause TB medication 
non- adherance(AOR:2.43;95%CI:1.970-3.153;P=0.017).HIV 
status negative(AOR:2.95; 95%CI:2.610-5.173;P=0.001) and 
uneducated were 2.74 times more likely cause TB medication non-
adherance(AOR:2.74; 95%CI:2.430- 4.201; P=0.008). medication 
non-adherance(AOR:2.74; 95%CI:2.430- 4.201; P=0.008) (Table 4).

Table 4: Factors associated with non-adherence to anti-TB therapy of TB patients among TB clinic follow up, MKRH, Southwestern, Ethiopia, 2021 
(n=168).

Variables Category n (%) AOR (95% C.I) P-value

Age

15-24 years 27(16.1) 1  

25-34 years 63(37.5) 1.34(1.956-1.720) 0.18

35-44 years 43(25.6) 0.92(0.025-1.348) 0.73

≥45 years 35(20.8) 2.79(2.451-5.337) 0.007

Residency
Urban 73(43.5) 1  

Rural 95(56.5) 2.45(2.052-4.582) 0.004

Distance to health facility
0–5 km 76(45.2) 1  

>5 km 92(54.8) 1.78(1.503-2.145) 0.006

Transportation cost
0–5 birr 54(32.1) 1  

>5 birr 114(67.9) 2.43(1.970-3.153) 0.001

Supervision

None 61(36.3) 1  

Family member 70(417) 0.96(0.067-1.032) 0.097

Health worker 37(22.0) 1.63(1.546-1.840) 0.680

Experience of side effects
No 67(39.9) 1  

Yes 101(60.1) 2.95(2.610-5.173) 0.017

Missing of anti - TB drug
Yes 55(32.7) 1  

No 113(67.3) 0.23(0.047-1.163) 0.085

HIV status

Positive 44(26.2) 1  

Negative 75(44.6) 1.67(1.427-1.906) 0.003

Not tested 49(29.2) 1.02(1.025-1.840) 0.75

Educational status
Educated 49(29.2) 1  

Uneducated 119(70.8) 2.74(2.430-4.201) 0.008

Discussion
For TB treatment to be effective, it is crucial to initiate patients 

on the correct treatment regimen in a timely manner (within 2 
days of diagnosis) and to sustain such treatment for the correct 
period of time. However, TB treatment is an arduous undertaking 
for patients. Standard TB treatment requires the regular use of 
complex combined drugs for 6 to 8 months or longer [24].

The current survey revealed that the prevalence of medication 
poor adherence to pulmonary tuberculosis treatment was 
46(27.4%) were higher than the study done in higher the study 
conducted in Southeast Nigeria 24.2%, Mbarara Hospital, Uganda 
25%, Southwest Ethiopia 20.8% [25-27]. The difference was 
due to sub optimal health literacy and lack of involvement in the 
treatment decision- making process and prescription of complex 
drug regimen. Our survey was in line with Southern Ethiopia 30% 
[28]. Because in Ethiopia DOTS were not work properly due to lack 

of health care workers in the hospitals and the ministry of health 
were also not establish new strategy on how anti-TB medication 
given to the patients. Our study was higher than conducted in Ayder 
Referral Hospital, 55.8%, China 33.74% [29,30]. The difference was 
study period and sample size mean our study time period was 3 
months and less sample size.

Our study revealed that regarding the reason for missing anti-
TB medication majority 34(20.2%) were forgetfulness followed 
by 31(18.5%0 were vomiting and diarrhea and 30(17.9%) cost of 
transport were in line with the survey done at Gondar town health 
centers, Northwest [31] Ethiopia showed that forgetting, being 
busy with other work, and being out of home/town were the major 
reasons for most participants for interruption of taking anti-TB 
medications. The similarity was due to majority patients receiving 
anti-TB were due to fear of side effects they interrupt follow up and 
no more awareness brought to them.
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In our study the participants age ≥45 years were 2.76 times more 
likely cause TB medication non-adherence (AOR:2.79;95%CI:2.451-
5.337;P=0.007) than age category was similar with the study 
conducted in Indonesia [32] which revealed the association 
between age and non-adherence during TB treatment has been 
investigated in other studies, with different results. Because the 
problems of decreased body size, altered body composition (more 
fat, less water), and decreased liver and kidney function cause many 
drugs to accumulate in older people’s bodies at dangerously higher 
levels and for long times than the younger people.

The present study showed that regarding healthcare system 
related characteristics of the respondents, a majority 73(43.5%) 
of patients preferable time for TB clinic were 8:00-11:00 AM and 
94(56.0%) of the participants were waiting time at health facility 1-2 
hr,92(54.8%) of the participants were distance to health facility >5 
km,114(67.9%) of the participants were transportation cost >5 birr 
were consistent with the study conducted in Southern Ethiopia [33] 
revealed that nonadherence was high if the patients experienced 
side effects, were far from the health facility, and experienced 
prolonged waiting time to get medical services. The similarity 
was due to patients who came from the far apart especially during 
summer were more non-adherent due to transportation cost and 
weather condition.

In our study, distance from health facility >5 km was 1.78 
times more likely cause TB medication non-adherence (AOR:1.78; 
95%CI:1.503-2.145;P=0.001) were in line with the study conducted 
in southern Ethiopia [33] revealed anti-TB nonadherence among 
TB patients is distance to the health facility. While only 8.4% of TB 
patients 0-5 kms away from health facility did not adhere to anti-
TB drugs, 87.5% of TB patients greater than 5 kms away from the 
health facility did not adhere.

The present study showed experience of side effects were 2.43 
times more likely cause TB medication non-adherance (AOR:2.43; 
95%CI:1.970-3.153;P=0.017) were less than the study carried out 
in Tigray, Northern Ethiopia [34], where the probability of adhering 
to anti-TB drugs among TB patients without drugs side effects was 
3 times higher than in those with drugs side effects. Because the 
interrupt the mediation if they feel some of the medication adverse 
events.

In our study rural residency were 2.79 times more likely 
cause TB medication non- adherance (AOR:2.79;95%CI:2.451-
5.337;P=0.004) were consistent with the study done in Indonesia 
[32] rural residence is an independent risk factor for poor 
adherence. Rural residents had lack of knowledge about TB in 
general and treatment regimen and length in particular, loss of 
employment or the opportunity to work and subsequent financial 
difficulties, transport problem lack of access health service and 
medication side effects.

The current survey revealed that HIV status negative 
(AOR:2.95;95%CI:2.610-5.173; P=0.001) and uneducated were 
2.74 times more likely cause TB medication non- adherance 
(AOR:2.74; 95%CI:2.430-4.201;P=0.008).

CI:2.430-4.201;P=0.008).

Conclusion
The prevalence of medication poor adherence to pulmonary 

tuberculosis treatment was high. A majority of participants were 
earn monthly income ≤500 ETB and respondents were uneducated. 
A majority of the pregnant women have experience of side effects 
and were have headache and dizziness type ani-TB medication 
side effects. Regarding the reason for missing anti-TB medication 
majority were forgetfulness followed by were vomiting and 
diarrhea and cost of transport.
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