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Background: Tuberculosis and human immunodeficiency virus co-infection pose a major public health concern, particularly in
developing countries. The survival and predictors of mortality were not sufficiently studied among TB-HIV co-infected patients in
Ethiopia.

Objective: This study aimed to investigate the survival rate and predictors of mortality among TB-HIV co-infected patients during
TB treatment at public health facilities in Bahir Dar, Northwest Ethiopia.

Methods: A retrospective follow-up study was conducted among 401 TB-HIV co-infected patients who were treated for tuberculosis
between July 2018 and June 2022 at public health facilities in Bahir Dar city, Ethiopia. Data were collected using a structured checklist
from patient charts. Data entry and analysis were done using EpiData 3.1 and Stata version 15, respectively. A Cox proportional
Hazard regression model was used to identify predictors of mortality. Predictors with P < 0.05 in the multivariable regression were
considered statistically significant.

Results: Among the 401 TB-HIV co-infected patients, 59 (14.7%) died during the follow-up period. Predictors like lower BMI (AHR = 3.00,
95% CI=1.44, 6.28), extrapulmonary TB infection (AHR = 3.30, 95% CI = 1.50, 7.29), presence of opportunistic infection (AHR =5.07, 95%
CI=2.55, 10.08), functional status (bedridden: AHR = 4.49, 95% CI = 1.63, 12.33), and adherence to TB treatment (fair = AHR = 2.74, 95%
CI =1.41, 7.20, and poor = AHR = 3.75, 95% CI = 1.52, 9.23) were associated with mortality.

Conclusion: Mortality among TB and HIV coinfected people was high at public health facilities in Bahir Dar city. This result
suggested that in order to increase patient survival, it would be necessary to enhance nutritional status, increase adherence to TB
treatment, and prevent opportunistic infections.
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Introduction

Tuberculosis (TB) and the Human Immunodeficiency Virus (HIV) are among the leading public health problems
globally. Tuberculosis is one of the most common illnesses and causes of death among people living with HIV
(PLWHIV). HIV positive individuals have a 20-30 times greater risk of contracting TB than HIV negative individuals
due to lowered immunity. Reports also indicated that PLWHIV are more likely to develop active TB than HIV
negative."> The global TB report 2021 stated that out of ten million people infected with TB, 8% were PLHIV. The
proportion of TB episodes coinfected with HIV was highest in the African region, exceeding 50% in parts of Southern
Africa.”
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TB and HIV form a lethal combination, each speeding the other’s progress. As a result, individuals with co-infections
of TB and HIV have a significant risk of increased mortality. Without proper treatment, 60% of HIV-negative people with
TB on average and nearly all HIV-positive people with TB will die.®> Globally, 1.6 million people died from TB and
1 million from HIV in 2017 and accounting for one in every 300,000 deaths from both diseases.' Most recently, about
one-third of all AIDS-related deaths worldwide are caused by TB, which is the leading cause of death among
HIV-positive individuals. An estimated 167,000 people died from TB-HIV coinfection in 2022.> The syndromic
interaction between TB and HIV has played a ruinous role, with Africans bearing a disproportionate share of the burden.
In 2019, people in Africa accounted for 73% of TB-HIV co-infection cases and 81% of all TB-HIV deaths. At the
country level, South Africa and Nigeria rank among the worst affected in sub-Saharan Africa and globally for both
diseases.*” In addition to TB disease, PLHIV bears a high burden of drug-resistant TB strains; thus, if diagnosis is
delayed, there is an increased risk of mortality from multidrug-resistant and extensively drug-resistant TB in this
population.®

With an estimated TB incidence rate of 164 per 100,000 people and 112 cases per 100,000 TB cases among PLWHIV,
Ethiopia is one of the twenty nations in the world with the highest burdens of TB and TB-HIV.® According to
a nationwide retrospective cohort study, 9% of HIV patients receiving treatment also had TB.? About 13% of all new
TB cases are also HIV coinfected. Moreover, Ethiopia is one of the high TB-HIV and multidrug resistant TB (MDR TB)
burden countries. Among TB patients with known HIV status, about 11% were HIV co-infected.'® According to the
global report, 3600 people in Ethiopia who had TB and HIV co-infections died while receiving TB treatment in 2017
alone.'! Despite the availability of free ART and anti-TB medications in the country, the survival rate for those with TB
and HIV co-infection has not increased.'*"?

Studies conducted worldwide indicated that the survival of TB-HIV infected patients was determined by different
predictors. Socio-demographic and personal factors like age, sex, residency, education, occupation and body mass index
play a key role in predicting the mortality of people co-infected with HIV and TB in countries around the world.'*'®
Studies showed that patients with TB-HIV without ART tend to have poorer TB outcomes compared to those who are on
ART, and TB infection with late presentation and HIV diagnosis are further risk factors for unsuccessful TB treatment
outcomes among patients with TB-HIV.'>?° Previous research has also shown a significant correlation between TB-HIV-
related mortalities and baseline CD4 cell count, WHO clinical stage, use of co-trimoxazole preventive therapy, the
presence of opportunistic infections and baseline functional level.”*!** Although, co-infection with TB and HIV is
bidirectional and a dual public health burden worldwide, TB-HIV co-infected patients have not received enough
attention.”***

A few studies conducted in Ethiopia found that factors such as ART status, baseline CD4 cell count, baseline
functional level, WHO clinical stage, cotrimoxazole preventive therapy, type of TB diagnosis, and coexistence of other
opportunistic infections (OIs) were predictive of survival among TB-HIV co-infected patients.>'*> However, previous
studies are not sufficient to estimate the survival status of the patients. In addition, the results of earlier studies may no
longer be applicable to use as an intervention tool to improve patient survival because there are recurring or ongoing
changes in the characteristics of the diseases, in the ART and TB treatment regimens, in population migration, and in the
drug resistance of the disease. As a result, up-to-date studies are required that take all these changes into consideration.
Therefore, this study was conducted to identify the survival status and predictors of mortality among TB-HIV-coinfected
patients who were on TB treatment between 2018 and 2022 at public health facilities in Bahir Dar City.

Methods and Materials
Study Setting and Period

This study was conducted at public health facilities located in Bahir Dar City by reviewing medical records of patients
recorded from July 2018 to June 2022. Bahir Dar is the capital city of Amhara Regional State, which is located 560 km
northwest of Addis Ababa, the capital of Ethiopia. There are eleven HCs and three public hospitals administered by the
Bahir Dar city health department. These facilities are expected to serve about 422,580 people around Bahir Dar and other
nearby areas.
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Study Design: An institution-based retrospective follow-up study was conducted among TB-HIV co-infected patients
treated at public health facilities in Bahir Dar city.

Source and Study Populations

The source population was all TB-HIV-coinfected patients being treated for TB at public health facilities in Bahir Dar
city, while the study population was all TB-HIV-coinfected patients being treated for TB at public health facilities in
Bahir Dar city from July 2018 to June 2022.

Inclusion and Exclusion Criteria

All TB-HIV co-infected patients who were treated for TB at public health facilities in Bahir Dar city from July 2018 to
June 2022 were included. And those patient charts that lacked complete disease documentation, an incomplete base line,
and follow-up data were excluded from the study.

Study Variables

Dependent Variable

The dependent variable for this study was survival time to death of TB-HIV co-infected patients from the time of
initiation of TB treatment to end of follow-up period.

Independent Variables

Socio demographic factors: age, sex, marital status, educational status, occupation, residence.

Clinical characteristics: WHO clinical stage, CD4 count/mm>, hemoglobin level, nutritional status (Weight, Height),
site of TB, functional status, comorbidities (DM, HTN, Asthma) and opportunistic infection (OI).

Treatment-related factors: TB regimen, ART regimen, adherence to TB and HIV, and CPT.

Operational Definition

Survival time: The time in days between diagnosis of TB-HIV co-infection and occurrence of outcome (event or censored).
Time to death: The time from TB-HIV co-infection to the occurrence of the event (death) during the follow-up period.
Events: The event of this study is death of a TB-HIV co-infected patients.

Censored: Represents patients lost to follow-up, treatment completed, recovered and treatment failure.

Loss to follow-up: A TB-HIV co-infected patient whose treatment was interrupted for 2 consecutive months or more.
Transferred out: Those TB-HIV patients who were transferred-out to another health facilities for TB treatment.
Adherence: A patient was following the recommended course of treatment by taking all prescribed medications and
coming for scheduled exams and tests.

Sampling Techniques and Procedures

All patients co-infected with TB and HIV who were registered and receiving follow-up care from July 2018 to June 2022
were included in the current study. During the study period, a total of 2675 HIV-positive clients and 3192 TB patients
were notified. Among these patients, 472 were TB-HIV co-infected. Each TB-HIV co-infection patient in the cohort was
retrospectively studied, starting from the initiation of TB treatment to the occurrence of the outcome (event or censored)
or the end of the follow-up period. Seventy-one charts were rejected due to incompleteness, and 401 TB-HIV-coinfected
patients who were treated during the study period were included in the study.

Data Collection Methods and Procedures

The data were collected using a structured checklist prepared in English. The data extraction tool was adapted from
existing studies and adopted from patients’ charts, registrations, and ART and TB intake forms. The tool consisted of
predictors related to socio-demographic characteristics, clinical characteristics of the patient, laboratory investigations,
treatment, and adherence to treatment. Four nurses who have training in ART and TB participated in the data collection
process.
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Data Quality Assurance

Prior to actual work, data collectors and supervisors were given a one-day orientation on data collection tools. During
orientation, emphasis was given on the purpose of the study, how to use data extraction tools and their content, and how
to address possible problems. In each facility, a card room porter was recruited for card delivery from the card room. The
principal investigator and the supervisors closely monitored the whole data collection process on a regular basis. The
collected data were cleaned before the analysis.

Data Processing and Analysis

Data were entered using EpiData version 3.1 and analyzed using STATA version 15. Before analysis, the data were
cleaned and checked for consistency by using simple frequencies and cross tabulation; re-categorization of categorical
variables and categorization of continuous variables was done to make it suitable for analysis. Descriptive statistics were
used to present the demographic and background clinical characteristics of the patients. The Kaplan—Meier survival curve
was used to estimate the median survival time and cumulative probability of survival, while the Log rank test was used to
assess overall survival differences between group predictors. Cox proportional hazard regression analysis was used to
identify the potential predictors of mortality. Multicollinearity between predictors was checked. A bivariable
Cox-proportional hazard regression model was fitted for each explanatory variable, and those variables having
a p-value <0.25 were selected for multivariable analysis. The adjusted hazard ratio (AHR) with 95% confidence intervals
was computed, and statistical significance was declared at p < 0.05. Finally, results were presented using tables, graphs,
and text.

Results

Socio-Demographic Characteristics

The data used for this study was obtained from the medical records of 401 TB-HIV-coinfected patients. The median age
of the patient was 35, with an interquartile range of 13 years (28 to 41). Slightly more than half, 227 (56.6%) were male
in sex, and most, 340 (84.79%) of them were urban regarding their residency. A total of 164 (40.9%) individuals were
married, and nearly one-third (30.43%) of participants had no formal education (Table 1).

Table | Socio-Demographic Characteristics of TB-HIV Co-Infected
Patients at PHFs in Bahir Dar City, Northwest Ethiopia, August 2023

(n = 401)

Variables Category Frequency | Percent
Age <15 15 3.74
15-24 38 9.48

25-34 147 36.66

3544 126 31.42

245 75 18.70

Sex Male 227 56.61
Female 174 43.39

Residence Urban 340 84.79
Rural 6l 15.21

(Continued)
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Table | (Continued).

Variables Category Frequency | Percent
Educational level | No formal education 122 3043
Primary 11 27.68
Secondary 110 27.43
Diploma and above 58 14.46
Occupation Employed (private and govt) 103 25.68
Farmer 104 25.94
Merchant 49 12.22
Not working (student) 46 11.47
Daily laborer 82 20.45
Others 17 4.24
Marital status Currently married 164 40.90
Single 123 30.67
Divorced 77 19.20
Widowed 37 9.23

Background Clinical Characteristics

The findings of this study showed that among participants majority, 358 (89.28%) were in advanced WHO stages (stage
I and IV). In addition, 20 (4.99%), 10 (2.49%) and 24 (5.99%) had asthma, diabetic mellitus, and hypertension,
respectively. Among individuals who have one or more comorbidities 23 (42.59%) died during the follow-up period.
Regarding the functional status of participants, 291 (72.57%), 96 (23.94%), and 14 (3.49%) were working, ambulatory,
and bedridden, respectively. More than half (55.86%) of patients were diagnosed with pulmonary TB, while the rest, 177
(44.14%), were extra-pulmonary. Among 83 (20.7%) patients who had opportunistic infections, 38 (45.78%) died during
the follow-up period. In addition, from 97 (24.19%) patients with a CD4 count <200 cells/mm?, 17 (17.5%) died during
the TB treatment period. Of the study’s participants, 168 (41.90%) had their ART treatment regimen changed after
enrolling, and 25 (14.88%) of them passed away while receiving TB treatment. Among those patients who were
co-infected, 19 (4.74%) and 20 (4.99%) exhibited poor adherence to ART and TB treatment, respectively. There were
283 (70.57%) patients who received cotrimoxazole preventive therapy, of whom 7.77% died during TB treatment and the
follow-up period (Table 2).

Mortality and Survival Status of TB-HIV Co-infected Patients

Among the 401 patients who were included in this study, there were 310 (73.3%) treatment successes, 59 (14.7%) deaths,
18 (4.5%) did not get evaluated, 8 (2.0%) lost follow-ups, and 6 (1.5%) treatment failures. High mortality in TB and HIV
co-infected patients was observed in the earlier months of the treatment period. Twelve (27%), twenty-two (64%), and
fifty-four (95%) of deaths among co-infected patients occurred in the second, third, and sixth-months following anti-TB
treatment initiation, respectively. The incidence rate of mortality among TB-HIV coinfected patients was 7.47 per
10,000-person day (95%: CI = 5.79, 9.64) or 242 per 10,000-person month. The survival rates were also 96%, 90%,
and 85% at 2, 3, and 6 months, respectively, after the initiation of TB treatment.
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Table 2 Base Line Clinical Characteristics of TB and HIV Co-Infected Patients
During TB Treatment at PHFs in Bahir Dar City, Northwest Ethiopia,
August 2023 (n = 401)

Variable Category Frequency | Percentage
WHO clinical stage | 24 5.98
Il 19 4.74
1] 180 44.89
v 178 44.39
Body Mass Index <185 161 40.15
18.5-24.5 191 47.63
>24.5 49 12.22
Site of tuberculosis Pulmonary 224 55.86
Extra Pulmonary 177 44.14
History of opportunistic infection | Yes 83 20.70
No 318 79.30
Functional status Working 291 72.57
Ambulance 96 23.94
Bedridden 14 3.49
CD4 count <200 97 24.19
>200 304 75.81
Hemoglobin level Abnormal 144 3591
Normal 257 64.09
Regimen change Yes 168 41.90
No 233 58.10
ART Adherence Good 354 88.28
Fair 28 6.98
Poor 19 4.74
Tuberculosis Adherence Good 332 82.79
Fair 33 823
Poor 36 8.98
CPT Started 283 70.57
Not started 118 29.43

Abbreviations: CD4, clusters of differentiation 4; ART, antiretroviral therapy; Ol opportunistic
infection, CPT, co-trimoxazole preventives therapy.

Overall Survival and Survival Comparison Between Group Predictors

The Kaplan—Meier technique was employed to plot the survival graph. Even though there was no abrupt decline, the
Kaplan—Meier survival curve showed that overall survival was gradually declining until about three months (the 200
days) of the follow-up period. However, in the subsequent follow-up period, the graph flattened out, showing nearly
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constant survival time until the end of the follow-up period (Figure 1). The Log rank test and the KM graphical curve
were used to evaluate survival differences for categorical predictors. Therefore, a separate Kaplan—Meier graph was
drawn for each predictor. Accordingly, there were differences in the survival times for predictors such as the site of the
TB, the presence of OI, the body mass index, the patient’s functional level, TB adherence, status of DM, CD4 count, and

CPT. For other group predictors such as sex, residency, or age, there were, however, no clear differences in survival time.

Predictors of Mortality Among TB-HIV Coinfected Patients

In this study, the Cox proportional hazard analysis was used to identify significant predictors of mortality. Variables that
meet the basic requirements of the Cox proportional hazard assumptions and that had a p-value of <0.25 in the bi-variable
Cox proportional analysis were included in the final model. Accordingly, marital status, the presence of asthma, the
presence of DM, BMI, WHO clinical stages, sites of TB, the presence of Ol, the functional status of the patients, adherence
to the ART treatment, adherence to TB treatment, and cotrimoxazole preventive therapy were variables fitted into the final
model. In multi-variable Cox-Proportional Hazard model, BMI, the site of TB infection, the presence of OI, functional
status of the patient, and adherence to TB treatment were remain significant predictors of mortality.

Patients who had a BMI of lower than normal were 3.00 times higher risks of dying as a compared to those who had
normal BMI (AHR = 3.00, 95% CI = 1.44, 6.28). Patients with Extrapulmonary TB had 3.30 times more risk of death
than patients with pulmonary TB (AHR = 3.30, 95% CI = 1.49, 7.29). The risk of dying was 5.07 times higher for those
patients with Ols as compared to their counterparts (AHR = 5.07; 95% CI = 2.55, 10.09). Bedridden patients had
a mortality risk that was 4.49 times higher than those with working functional status (AHR = 4.49; 95% CI = 1.63,
12.33). Furthermore, this study found that patients who had fair and poor adherence to their TB treatment had 2.74 times
(AHR = 2.74, 95% CI = 1.41, 7.20) and 3.75 times (AHR = 3.75, 95% CI, 1.52, 9.23) a higher risk of dying during TB
treatment compared to patients who had good adherence to their treatment, respectively (Table 3).

Kaplan-Meier survival estimate

i,

0 100 200 300 400
Analysis Time

95% ClI

Survivor function

Figure | Overall Kaplan-Meier survival probability curve among TB-HIV coinfected patients, during TB treatment at PHFs in Bahir Dar City, Northwest Ethiopia, August 2023 (n =
401).
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Table 3 Multivariable Cox Regression Analysis Among TB-HIV Co-Infected Patients Being Treated for TB at PHFs in
Bahir Dar City, Northwest Ethiopia, August 2023 (n = 401)

Variables Category Outcome CHR 95% CI AHR (95% CI) | P-value
Censored Event Total
Asthma No 333 (87.40) | 48 (12.60) | 381(100) I | 0.37
Yes 9 (45.00) 11 (55.00) | 20 (100) 4.82 (2.50, 9.29) 1.49 (0.63, 3.60)
Diabetics No 335 (85.68) | 56 (14.32) | 391(100) | | 0.38
Yes 7 (70.00) 3 (30.00) 10 (100) 2.26 (0.71, 7.22) 1.53 (0.48, 6.51)
BMI <185 130 (80.75) | 31 (19.25) | 161 (100) | 3.00 (1.44, 6.28)
18.5-24.5 177 (92.67) 14 (7.33) 191 (100) | 0.01*
>24.5 35 (71.43) 14 (28.57) | 49 (100) 1.44 (0.76, 2.71) 0.56 (0.98, 5.66) 0.66
WHO stage | 23 (95.83) 1 (4.17) 24 (100) | |
1] 16 (84.21) 3 (15.79) 19 (100) | 0.24 (0.025, 2.30) | 7.84 (0.75, 8.50) 0.09
n 159(88.33) | 21 (11.67) | 180 (100) | 0.68 (0.20, 2.27) | 2.82 (0.34, 23.53) 0.34
v 144(80.90) | 34 (19.10) | 178 (100) 1.14 (0.35, 3.71) | 1.77 (0.21, 14.63) 0.60
Ol No 297 (93.40 | 21 (6.60) 318(100) | | <0.001*
Yes 45 (54.22) | 38 (45.78) | 83 (100) | 9.48 (5.55, 16.20) | 5.07 (2.55, 10.08)
Functional Status | Working 250(85.91) | 41 (14.09) | 291(100) I |
Ambulance 85 (88.54) 11 (11.46) | 96 (100) 1.22 (0.63, 2.38) 0.52 (0.25, 1.09) 0.08
Bedridden 7 (50.00) 7 (50.00) 14 (100) | 5.66 (2.19, 14.63) | 4.49 (1.63, 12.33) | 0.004*
Adherence (ART) | Good 326 (92.09) | 28 (7.91) | 354 (100) I |
Fair 9(32.14) 19 (67.86) | 28 (100) 0.08 (0.45, 0.15) 0.98 (0.72, 4.90) 0.20
Poor 7 (36.84) 12 (63.16) | 19 (100) 0.81 (0.39, 1.67) 1.30 (0.44, 3.83) 0.06
Adherence (TB) Good 308 (92.8) 24 (7.2) 333 (100) | |
Fair 15 (45.5) 18 (54.5) 33(100) 0.05 (0.03, 0.10) 2.74 (1.41, 7.20) 0.04*
Poor 19(52.8) 17(47.2) 36(100) I.11 (0.57, 2.16) 3.75 (1.52, 9.23) 0.004*
Marital status Married 154 (93.90) 10 (6.10) 164 (100) | |
Single 106 (86.18) | 17 (13.82) | 123 (100) | 2.42 (l.I1, 5.29) 1.37 (0.55, 3.37) 0.50
Divorced 61 (79.22) 16 (20.78) | 77 (100) 3.72 (1.69, 8.20) 1.10 (0.39, 3.08) 0.85
Widowed 21 (56.76) 16 (43.24) | 37 (100) | 8.29 (3.76, 18.27) 1.31 (0.49, 3.44) 0.59
CPT No started 81 (68.64) | 37 (31.36) | 118 (100) | 0.21
Started 261(92.23) 22 (7.77) | 283 (100) | 0.22 (0.13, 0.38) 0.68 (0.29, 1.31)
Site of TB Pulmonary 210 (93.75) 14 (6.25) | 224 (100) | | 0.003*
Extra Pulmonary | 132 (74.58) | 45 (25.42) | 177 (100) (2.46, 8.16) 3.30(1.50, 7.29)

Note: *Indicated significant predictors with a p-value of <0.05.
Abbreviations: ART, antiretroviral therapy; BMI, body mass index; CPT, co-trimoxazole preventive therapy; Ol, opportunistic infection; TB, tuberculosis.

Discussion

This study was conducted to determine the survival time and predictors of mortality among TB-HIV co-infected patients
during tuberculosis treatment at public health facilities in Bahir Dar. The finding indicated that the median follow-up
period was 212 days with a minimum and maximum days of 34 and 355 days.

This study revealed that the cumulative incidence of mortality was 14.7% (95% CI = 11.4%, 18.6%) among TB-HIV
co-infected patients during TB treatment and follow-up period. The finding was consistent with a study in Myanmar,
13.7%?¢ and Ethiopian studies reported from, Somali, 11.1%” and Bahir Dar, 18%.?® But it was lower than studies in
Almaty, Kazakhstan 27.4%,%° Metu Karl Hospital 20.9%,°° Mizan Tepi University Hospital 21.8%,>' and Mekelle,
23.0%.>* However, this finding significantly higher than the study conducted in Harar town 7.7%.°% The overall
incidence rate was 2.42 per 100 person months (95% CI = 1.88, 3.12), which was higher than studies conducted in
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Metu Karl Referral Hospital and Mizan Tepi teaching Hospital which reported 1.21 per 100 person month and 0.52 per
100 person month, respectively.*** However, the finding was lower than a study conducted in Bahir Dar*® which
reported 4.1 per 100 Person-Month. The differences might be having been due to differences in the study’s design and
period, differences in the quality of care in the treatment center and changes in the treatment protocol.

TB-HIV co-infected patients whose BMI was lower than normal (BMI < 18.5 kg/m2) had more than three times
higher risk of death as compared to those with normal BMI. The finding was in line with a study in Lesotho'® and an
Ethiopian study conducted in Mekelle.>® The possible justification might be that those with a lower BMI are supposed to
suffer from malnutrition, which is one of the causes of immunocompromising diseases that result in death.

Site of TB was also a predictor of mortality, and hence, Extra Pulmonary TB (EPTB) had 3.3 times more risk of
mortality than pulmonary TB. The finding was consistent with studies conducted in Ethiopia, Mekelle** and Bahir Dar.*®
Possible justification for the similarities might be that EPTB cases have a greater chance of being disseminated to
different body organs, which may result in treatment failure, and, finally lead to multi-drug resistance and mortality.**
Unlikely, the result of this study were different from a study conducted in Ambo Referral Hospital, Ethiopia, indicated
PTB patients were 2.3 times more likely to die than EPTB.?! The differences might be due to differences in study period,
setting and design of the study.

Those patients with opportunistic infections had 5.07 times higher risk of dying compared with those without
opportunistic infections. The finding was consistent with other studies conducted in Botswana®* and Cameron® and at
teaching hospitals in Harar Ethiopia.? The possible reason could be that those patients with opportunistic infection less
likely to resist TB and recover from their illness.

The functional status of the patient was another predictor of mortality among TB-HIV coinfected patients. Those bed
ridden patients were 4.49 times more at risk of death compared to those with working status. The finding was in line with
studies conducted at Mizan Tepi, Bahir Dar, Metu Karl and Jimma Referral hospitals.***3°2¢ This might be because
bedridden patients have a worse prognosis for health because of a relentless immunity-lowering cycle, which can result
in patients contracting opportunistic infections and dying.**

According to this study, participants with poor adherence to TB treatment had 3.75 times an increased risk of
mortality as compared to good adherence. This agreed with a study done in Mizan-Tepi southwest Ethiopia.>' The
similarities could be those people who were unable to take TB drugs adherently had come up with many problems such
as treatment failure, a resistant strain which resulted in death of their outcome.

Limitations of the Study

The data were extracted from secondary sources, and as a result, some important variables related to behavioral factors
like smoking, drug use, and others like income were missed, which might be potential predictors of mortality in TB-HIV
co-infected patients.

Conclusion

The findings of this study indicated that there was high mortality among TB-HIV coinfected patients during the follow-
up period, and specifically, low survival was observed in the earlier months of initiation of TB treatment. Since the
number of deaths was significantly high, efforts must be made to reduce it. Low BMI (<18 gm/m2) at baseline, presence
of OI, EPTB, bedridden functional status, and inability to adhere to anti-TB treatment were independent predictors
affecting the survival of TB-HIV co-infected patients. Therefore, to increase the survival of the patient, health care
providers in the study area should work to improve the nutrition status of the patient, improve their adherence, and
prevent and treat opportunistic infections.
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