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Abstract

Background: There are dearth of literature on the capacity of the health system to diagnose and treat HIV/AIDS in
Ethiopia. In this study we evaluated the capacity of health facilities for HIV/AIDS care, its spatial distribution and
variations by regions and zones in Ethiopia.

Methods: We analyzed the Service Provision Assessment plus (SPA+) survey data that were collected in 2014 in all
regions of Ethiopia. We assessed structural, process and overall capacity of the health system based on the
Donabedian quality of care model. We included 5 structural and 8 process indicators and overall capacity score was
constructed by taking the average of all indicators. Multiple linear regression was done using STATA 14 to assess
the association of the location and types of health facilities with overall capacity score. Maps displaying the average
capacity score at Zonal level were produced using ArcGIS Desktop v10.3 (Environmental Systems Research Institute
Inc., Redlands CA, USA).

Results: A total of 873 health facilities were included in the analysis. Less than 5% of the private facilities provided
antiretroviral therapy (ART); had national ART guideline, baseline CD4 count or viral load and tuberculosis screening
mechanisms. Nearly one-third of the health centers (34.9%) provided ART. Public hospitals have better capacity
score (77.1%) than health centers (45.9%) and private health facilities (24.8%). The overall capacity score for urban
facilities (57.1%) was higher than that of the rural (38.2%) health facilities (β = 15.4, 95% CI: 11.7, 19.2). Health centers
(β = − 21.4, 95% CI: -25.4, − 17.4) and private health facilities (β = − 50.9, 95% CI: -54.8, − 47.1) had lower overall
capacity score than hospitals. Facilities in Somali (β = − 13.8, 95% CI: -20.6, − 7.0) and SNNPR (β = − 5.0, 95% CI: -9.8,
− 0.1) regions had lower overall capacity score than facilities in the Oromia region. Zones located in emerging
regions such as Gambella and Benishangul Gumz and in remote areas of Oromia and SNNPR had lower capacity
score in terms of process indicators.

Conclusions: There is a significant geographical heterogeneity on the capacity of health facilities for HIV/AIDS care
and treatment in Ethiopia. Targeted capacity improvement initiatives are recommended with focus on health
centers and private health facilities, and emerging Regions and the rural and remote areas.
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Background
The world has seen a remarkable progress in the reduction
of the burden of HIV/AIDS during Millennium Develop-
ment Goals (MDG) period. However, HIV/AID continues
to be a serious challenge during the Sustainable Develop-
ment (SDG) era. In 2016, there were about 1.8 million new
HIV infections, 36.7 million people living with HIV and 1
million HIV related deaths globally [1, 2]. Ethiopia has sig-
nificantly expanded the HIV/AIDS interventions during the
last 2 decades by decentralized the free Highly Active Anti-
retroviral Treatment (HAART) in the public facilities
(health centers and hospitals) and private clinic and hospi-
tals. However, the burden of HIV/AIDS is still high in the
country. A total of 718,000 people were living with HIV in
2016 in Ethiopia [1, 3]. The incidence rate of HIV in
Ethiopia in both males and females in 2016 was 40/100,000
which was higher than the incidence rate in 2010 (34/
100,000) [Deribew A, Deribe K, Tessema GA, Adama YM:
Burden of HIV/AIDS in Ethiopia from 1990 to 2016, sub-
mitted to Ethiopian Journal of Health Sciences]. The
re-emergence of HIV/AIDS in Ethiopia could be due to
low quality of care and inadequate coverage of high impact
interventions. For instance, the 59% coverage HAART in
Ethiopia is below the regional average and only 67% of Ethi-
opian know their HIV status that has become a hurdle for
Ethiopia to achieve the 90–90-90 global targets [1].
Quality of care and capacity of the health facilities across

the continuum of HIV/AIDS services play an essential role
to improve treatment outcomes including adherence, viral
suppression and mortality [4]. Recently, there is a growing
need to increase the coverage, quality, and equity of ser-
vices for HIV/AIDS in developing countries to provide
longitudinal services and lifetime care for people living
with HIV (PLWH) [5]. However, in sub-Saharan African
countries adherence to standards of HIV/AIDS care at fa-
cilities is inadequate [6, 7]. A study conducted in Cape
Town showed gaps in quality of care, positive prevention
and missed opportunities for integrated care [8].
In Ethiopia, there were very few studies that assessed

HIV/AIDS quality of care or capacity of health facilities for
the diagnosis and treatment of HIV/AIDS. Most of the
available studies included few health facilities in limited geo-
graphic areas and their major focus were perceived quality
of care and factors associated with client satisfaction [9–12].
In this study we assessed the capacity of the health sys-

tem for HIV/AIDS care in Ethiopia using the Donabedian
quality of care framework and that included structural,
process indicators and overall capacity score [13]. The
study is the first of its kind to assess the capacity of the
health facilities for HIV/AIDS care comprehensively and
capacity variation at Zone level in Ethiopia. The policy of
the Ethiopian government to ensure a decentralized and
high quality HIV/AIDS services at the district level both
in the private and public facilities. The study may help the

government of Ethiopia and development partners to
tailor their interventions based on the heterogeneity of the
capacities of the health facilities in Ethiopia. The study
could also help other countries to design similar studies to
improve the capacity of the health facilities and quality of
HIV/AIDS care and treatment.

Methods
Ethiopia uses a three-tier health system. The primary health
care units (composed of a health center and five satellite
health posts) are linked to the district hospitals to provide
basic and advanced services for HIV/AIDS and other major
infectious diseases. HIV counselling and Testing (HCT),
ART and prevention of mother-to-child transmission of
HIV (PMTCT) are provided at the hospitals and health
centers. The tertiary hospitals serve as a referral sites for
the district hospitals [14]. The current study used data from
the Service Provision Assessment plus (SPA+) survey.
Briefly, SPA+ was conducted in 2014 in all the nine regional
states of Ethiopia: Tigray, Afar, Amhara, Oromia, Somali,
Benishangul-Gumuz, SNNP, Gambella, Harari and two city
administrations, Addis Ababa and Dire Dawa [15]. Regions
such as Somali, Afar, Gambella and Benishangul-Gumuz
are referred as emerging regions based on their lower level
of development and remote locations compared to the
other regions in Ethiopia. The SPA+ was a cross-sectional
survey of representative health facilities conducted using a
sample of the formal sector health facilities in Ethiopia.
Stratified sampling was utilized to select representative
health facilities according to their type. A comprehensive
list of health facilities by type was obtained from the Federal
Ministry of Health to guide the sampling. Overall, SPA in-
cluded 1327 health facilities namely 223 hospitals, 298 health
centers, 321 health posts and 485 private facilities [16]. In
the current analysis, health posts, pharmacies and individual
doctors’ offices were not included since they did not provide
HIV/AIDS care and treatment services. We included all rele-
vant health facilities that provided HIV/AIDS services and
hence the sample size is similar to the original SPA survey.
The SPA+ collected data on six major thematic areas in-

cluding health infrastructure; facility audit questionnaire fo-
cusing on availability of trained personnel, clinical and
laboratory services, medicines, and guidelines; observations
and clinical knowledge assessment by interviewing health
workers based on vignettes/cases. The SPA survey instru-
ments were pretested and adopted from MEASURE DHS
project, and Service Delivery Indicator (SDI) tools [16].
We assessed structural, process and overall capacity based

on the Donabedian quality of care framework [17, 18]. On
the other hand, the indicators in each dimensions were in
line with the WHO recommended HIV quality of care indi-
cators [19]. In this paper we prefer to use the term capacity
score rather than quality of care since we didn’t observe the
practice of health workers for HIV/AIDS services. The data
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collection was mainly based on self-report and observation
of availability of guidelines, supplies and spaces. We in-
cluded 5 structural and 8 process capacity indicators as
shown in Fig. 1. A score of 1(presence) or 0(absence) was
given for each indicator. For instance, standard precaution
was assessed based on the availability of all of the relevant
indicators including running water, soap for handwashing
and disinfectants. On the other hand, availability of PMTCT
service was given score of 1 if the health facility had all of
the relevant indicators including counseling and testing for
pregnant women, prophylaxis and ART (Fig. 1). The final
capacity score on structure and process dimension and the
overall capacity score was constructed by taking the average
of all indicators and rescaling it to 100.
The SPA+ data were cleaned and descriptive and multi-

variate analyses were done using Stata 14 (Version 14.0,
Stata Corp LP, College Station, Texas, USA). Capacity score
index was a continuous outcome variable that fulfilled the
normality assumption. The major exposure variables in-
cluded types of health facility, regions and location of
health facilities (urban vs. rural). Bivariate analysis was done
to see the association between each exposure variable with
the outcome variable. Exposure variable that showed sig-
nificant association with the outcome variable (P < 0.05)
were included in the final model using stepwise Multipole
Linear Regression. Maps displaying the average quality
score at Zonal level were produced using ArcGIS Desktop
v10.3 (Environmental Systems Research Institute Inc., Red-
lands CA, USA).

Results
A total of 873 health facilities were included in the ana-
lysis. 32.6, 53.7 and 74.5% of these health facilities had
ART, PMTCT and HCT services respectively. HCT was
provided by only 45% of the private health facilities.

Larger proportion of hospitals (98%) and health centers
(94%) provided HCT. Less than 50 % of health facilities
provided HCT in some of the emerging regions such as
Gambella (45%) and Benishangul Gumuz (44.4%).
Smaller proportion of the private health facilities (12.5%)
had PMTCT services. Few number of health facilities in
the emerging regions such as Gambella (25%), Benishan-
gul Gumuz (33%) and Harari (37%) provided PMTCT
services. About one third of the health centers (32.9%)
and very few private facilities (0.8%) provided antiretro-
viral therapy (ART). ART was available in few number
of health facilities in the rural areas (14.3%) and some of
the regions such as Somali (17%), Gambella (17.5%),
SNNPR (23.3%), and Harari (26%) (Table 1).
HIV/AIDS care and treatment capacity was assessed

among facilities that had one or more HIV/AIDS ser-
vices. Few health centers (17.8%) and private health facil-
ities (24.9%) had the standard precautions. Only one
third of the health centers and a quarter of the private
health facilities provided HCT services using national
guidelines. Less than 5% of the private facilities provided
ART using national guideline and had baseline CD4
count or viral load and tuberculosis screening mecha-
nisms. Nearly a quarter of the health centers (28.4%)
provided ART using national guideline. At least 50% of
antiretroviral drugs, baseline CD4 count or viral load,
CD4 count/viral load for monitoring and TB screening
were available in 3.6, 26.2, 22.9, and 25.1% of the health
centers respectively. The overall quality index score was
lower for private health facilities (mean/SE = 26.5/1.1)
than that of the health centers (mean/SE = 46.7/1.3) and
hospitals (mean/SE = 76.2/1.2) (Table 2).
The overall capacity score for urban facilities was

higher than that of the rural health facilities (β = 14.2,
95% CI: 10.6, 17.8). Health centers (β = − 20.4, 95% CI:

Fig. 1 Conceptual framework that shows factors affecting overall HIV/AIDS quality of care index
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Table 1 HIV/AIDS care and services by types of health facilities

Facility characteristics HIV counselling and Testing PMTCT Antiretroviral therapy # Facilities with completed
interviews [Unweighted]

n(%) n (%) n (%)

Types of health facility

Health centers 275(94.2) 224(76.7) 96(32.9) 292

Hospitals 210(98.1) 199(93) 186(86.9) 214

Private facilities 165(45) 46(12.5) 3(0.8) 367

Location of health facilities

Urban 422(78.4) 301(55.9) 237(44.1) 538

Rural 228(68.1) 168(50.1) 48(14.3) 335

Regions

Tigray 80(87.9) 63(69.2) 40(44) 91

Afar 37(88.1) 17(40.5) 12(28.6) 42

Amhara 98(76.6) 84(65.6) 40(31.3) 128

Oromia 115(70.1) 88(53.7) 65(39.6) 164

Somali 36(76.6) 23(48.9) 8(17) 47

Benishangul Gumz 16(44.4) 12(33.3) 9(25) 36

SNNP 102(79.1) 77(59.7) 30(23.3) 129

Gambella 18(45) 10(25) 7(17.5) 40

Harari 27(77.1) 13(37.1) 9(25.7) 35

Addis Ababa 82(73.9) 60(54.1) 52(46.8) 111

Dire Dawa 39(78) 22(44) 13 50

Total 650(74.5) 469(53.7) 285 873

Table 2 HIV/AIDS Quality of care dimensions by types of health facilities

Capacity Indicators Proportion of health facilities with quality indicators

Health centers Public hospitals Private facilities

Structural Indicators n(%) n(%) n(%)

Availability of trained personnel 193(70.2) 201(95.7) 79(46.7)

Standard precautions 49(17.8) 92(43.8) 42(24.9)

Referral capacity (e.g ambulance) 263(95.6) 198(94.3) 85(50.3)

Presence of Separate room for HIV/AIDS care 253(92) 193(91.9) 132(78.1)

Quarterly supervision from region or federal 209(76) 199(94.8) 115(68)

Process indicators

HIV counseling and Testing (HCT) using guideline 91(33.1) 143(68.1) 41(24.3)

All components of PMTCT service 223(81.1) 199(94.8) 46(27.2)

Baseline CD4 count or viral load before treatment 72(26.2) 167(79.5) 3(1.8)

Antiretroviral therapy(ART) using national guideline 78(28.4) 158(75.2) 2(1.2)

CD4 count or viral load for monitoring 63(22.9) 149(71) 3(1.8)

Availability of Antiretroviral drugs 10(3.6) 69(32.9) 0(0)

Screening for Tuberculosis 69(25.1) 136(64.8) 7(4.1)

Preventive Treatment for opportunistic infection (cotrimoxazole) 97(35.3) 176(83.8) 28(16.6)

Quality score Mean(SE) Mean(SE) Mean(SE)

46.7(1.3) 76.2(1.2) 26.5(1.1)

Total number of facilities (Unweighted) 275 210 169
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-24.2, − 16.5) and private health facilities (β = − 48.4, 95%
CI: -52.1, − 44.8) had lower overall capacity score than
hospitals. Facilities in Somali (β = − 12.9, 95% CI: -19.4,
− 6.4) and SNNPR (β = − 4.7, 95% CI: -9.4, 0.0) regions
had lower overall capacity score than facilities in the
Oromia region. However, the overall capacity score in
Dire Dawa (β = 7.7, 95% CI: 1.2, 14.2) was higher than
that of the Oromia region (Table 3).
Spatial analysis showed that majority of the Zones in

Ethiopia had similar capacity scores in terms of structural
quality. However, HIV/AIDS capacity score was poor in the
southwest, northeast and southeast part of Ethiopia. Most of
the Zones with poor capacity score are located in emerging
regions such as Afar, Gambella and Benishangul Gumuz
and in remote areas of Oromia and SNNPR regions (Fig. 2).

Discussion
The present study has provided a comprehensive evi-
dence on the variations of HIV/AIDS capacity score by
locations and types of health facilities at national level.
HIV/AIDS capacity score is poor in rural areas, private
health facilities and in remote zones of emerging regions
in Ethiopia. Less than 5% of the private facilities has pro-
vided ART and used CD4 count or viral load for moni-
toring. On the other hand, only a third of the health
facilities have provided HCT and ART services using na-
tional guidelines.

The low coverage and health facilities’ capacity for
HIV/AIDS in rural and remote Zones of Ethiopia could
be a hurdle to achieve the 90–90-90 global targets of
HIV/AIDS by 2020 [1]. Based on these global targets,
90% of the population should know their HIV status;
90% of those who know their HIV should be treated and
90% of the treated should be virally suppressed by 2020.
HCT by a trained personnel is a powerful intervention
to achieve the first target (90% of the population should
know their HIV status) and link HIV positive individuals
to further treatment and care [20]. In the present study,
only one-third of the health centers and a quarter of the
private facilities have HCT services using national guide-
lines. Lack of trained staff, poor counseling skills and
low awareness of clients could contribute for the poor
quality of HCT service. A study conducted in Addis
Ababa shows that absence of counsellors, poor counsel-
ing and poor awareness of clients on HCT were the
major barriers for the PMTCT services [21]. Similarly,
Asefa and colleagues have reported that lack of training
and feedback on job performance and inadequate pay
were the main challenges of the PMTCT service pro-
viders [22]. A multi-country study in Kenya, Uganda and
Burkina Faso reveals that service providers face several
challenges such as resource constraint, staff shortage,
high workload and inadequate infrastructure to carryout
HCT [23]. In our study the private facilities have poor

Table 3 Determinants of HIV/AIDS quality of care

Variables Mean SE Crude Model Adjusted Model

Beta 95% CI Beta 95% CI

Residence LL UL LL UL

Urban 57.1 1.3 17.6 13.5 21.7 14.2(P<0.05) 10.6(P<0.05) 17.8(P<0.05)

Rural [Ref] 39.6 1.4

Types of Facility

Health Center 46.7 1.3 −29.5 −32.9 −26.1 −20.4(P<0.05) −24.2(P<0.05) −16.5(P<0.05)

Private facilities 26.5 1.1 −49.7 −53.5 −45.8 −48.4(P<0.05) −52.1(P<0.05) −44.8(P<0.05)

Hospital [Ref] 76.2 1.2

Region

Oromia [Ref] 57.4 2.8

Tigray 59.8 2.7 2.4 −5.0 9.8 3.8 −1.2 8.8

Afar 39.5 3.7 −17.9 −27.5 −8.3 −5.5 −12.0 1.0

Amara 48.9 2.8 −8.5 −15.4 −1.5 −0.4 −5.1 4.3

Somali 39.1 3.6 −18.3 −28.0 −8.6 −12.9 − 19.4 −6.4

Benishangul Gumuz 56.2 5.6 −1.1 −14.7 12.4 1.3 −7.9 10.6

SNNP 41.8 2.5 −15.6 −22.5 −8.7 −4.7(P<0.01) −9.4(P<0.05) 0.0(P<0.05)

Gambella 40.2 5.6 −17.2 −30.1 − 4.4 −6.1 − 14.8 2.6

Harari 43.3 5.4 −14.1 −24.9 − 3.3 0.3 −7.2 7.8

Addis Ababa 60.9 2.7 3.5 −3.8 10.8 −0.1 −5.2 5.0

Dire Dawa 52.7 3.6 −4.7 −14.1 4.7 7.7(P<0.05) 1.2(P<0.05) 14.2(P<0.05)

Deribew et al. BMC Health Services Research  (2018) 18:535 Page 5 of 8



quality of care in terms of HCT than the public health
facilities which is contrary to a study in Zambia that
showed better quality of care in the private facilities than
the public sector [24].
Our findings show that more than 50% of private fa-

cilities and about a third of the health centers do not
have trained personnel for HIV/AIDS related services.
However, majority of the hospitals (96%) have at least
one trained personnel which is in line with a study
done in Northwest Ethiopia [9]. Literature shows that
HIV/AIDS care and treatment services by trained
personnel is associated with better survival, viral sup-
pression, and low rate of treatment failure [25].

Essential laboratory services such as baseline and regu-
lar CD4 counts and viral load are very essential to
monitor the effectiveness of ART. In the current study,
more than 70% of hospitals use baseline or monitoring
CD4 counts or viral load which is higher than the find-
ings of a study in Uganda that shows only 37% of hos-
pitals have basic laboratory including CD4 counts [6].
However, majority of the health centers and private fa-
cilities in the current study lack basic laboratory for
HIV/AIDS that needs attention during the SDG era.
Cotrimoxazole prophylaxis has been proven in reducing
mortality in people living with HIV/AIDS [26]. Majority
of the hospitals (80%) in the current study use

Fig. 2 a) Overall b) Process and c) structural HIV services capacity and variation by Zones in Ethiopia. The regional states of Ethiopia are shown at
the top
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cotrimoxazole prophylaxis compared to the low pro-
portion of health centers (35%) and private clinics
(17%) that uses cotrimoxazole prophylaxis.
The poor health facilities capacity in the rural, re-

mote zones and private facilities could be explained
by several factors. First, the number of trained
personnel in rural areas, private sectors and remote
zones could be inadequate to provide HIV related ser-
vices. Second, HIV/AIDS resources and materials in-
cluding laboratory facilities could not be distributed
equitably in these areas. Third, the demand and
health service utilization for HIV/AIDS in remote lo-
cations could be affected by poor health seeking be-
havior and stigma. A study in Jimma shows that
stigma and prejudice poses serious challenge for the
TB/HIV programs [27].
The study has several strengths. First, the study in-

cludes all regions in Ethiopia and showed HIV/AIDS
capacity score variation by zones for informed decision
making. Second, we have included most of the inter-
nationally recommended indicators of capacity of HIV/
AIDs treatment and care [28]. However, it has some lim-
itations. The study used secondary data based on inter-
view of health workers and facility audit. There were no
observations of the services of HIV/AIDS including
HCT, PMTCT and ART provision. Second, this study
didn’t assess quality of care on the perspectives of the
clients and client-provider interactions were not
assessed. Lastly, the cross sectional nature of the study
could not allow us to assess trends the performance of
the health facilities.
Our findings clearly showed that there are clear in-

equalities in capacity of health facilities for HIV/
AIDS treatment and care. Indeed, they are a clear
reminder that national averages do not tell the full
story. The maps highlight stark heterogeneities.
Zones, in Benishangul Gumuz, Gambella and West-
ern Oromia and SNNP have lower HIV/AIDS health
system capacity. To achieve the national and global
90–90-90 targets of HIV/AIDS by 2020, it is crucial
to address HIV/AIDS health system capacity. Our
analysis here would serve a purpose in responsibility
to act, we have clearly shown where to direct re-
source and improve quality of services.

Conclusions
The capacity of health facilities for HIV/AIDS care
and treatment is poor in the private facilities and
health centers compared to hospitals. Capacity score
of health facilities for HIV/AIDS declines as we go to
the remote zones in emerging regions. Future HIV/
AIDS interventions should focus on the private sec-
tors and the rural and remote areas to ensure equity
and high quality of care.

Abbreviations
ART: Antiretroviral treatment; DHS: Demographic and Health Survey;
HAART: Highly active antiretroviral treatment; HCT: HIV counseling and
Testing; HIV/AIDS: Human immunodeficiency Virus/Acquired
immunodeficiency Syndrome; MDG: Millennium Development Goals;
PLWH: People living with HIV; PMTCT: Prevention of Mother-to-child Trans-
mission of HIV; SDG: Sustainable Development Goals; SNNPR: Southern
Nation and Nationalities Peoples Region; SPA+: Service Provision Assessment
Plus; WHO: World Health Organization

Acknowledgments
We are grateful to the ministry of health for establishing a research advisory
team to write up this paper. We also appreciate the ministry of health and
the Ethiopian public health institute for providing the data.

Availability of data and materials
The SPA data is available on request from the corresponding author.

Authors’ contributions
AD conceived the study, interpreted the data and wrote the paper. TD
analysed the data. SB, DB, AD and KD wrote some parts of the paper. All
authors assisted in the design, provided data, assisted in data interpretation,
and critically reviewed the manuscript. All authors read and approved the
final manuscript.

Ethics approval and consent to participate
The study used a secondary data and the local ethics committee at the
Ethiopian Public Health Institute ruled that no formal ethical approval is
required. We used de-identified data (summary data without individuals
identity) to ensure confidentiality.

Consent for publication
Not applicable.

Competing interests
The authors declare that they have no competing interests.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.

Author details
1St. Paul Hospital Millennium Medical College, Addis Ababa, Ethiopia.
2Nutrition International, Addis Ababa, Ethiopia. 3Friedman School of Nutrition
Science and Policy, Tufts University, Boston, USA. 4London School of Hygiene
and Tropical Medicine, London, UK. 5Ethiopia Public Health Institute, Addis
Ababa, Ethiopia. 6Wellcome Trust Brighton & Sussex Centre for Global Health
Research, Brighton & Sussex Medical School, Falmer, Brighton, UK. 7Collage of
Health Sciences, School of Public Health, Addis Ababa University, Addis
Ababa, Ethiopia. 8Federal Ministry of Health, Addis Ababa, Ethiopia. 9Center
for Population Studies, Addis Ababa University, Addis Ababa, Ethiopia.

Received: 18 April 2018 Accepted: 2 July 2018

References
1. UNAIDS. Ending AIDS: Progress towards the 90-90-90 targets. UNAIDS, 2017.

(http://www.unaids.org/sites/default/files/media_asset/Global_AIDS_update_
2017_en.pdf). Accessed 4 July 2018.

2. WHO: From MDG to SDG. World Health Organization(WHO). (http://apps.
who.int/iris/bitstream/handle/10665/200009/9789241565110_eng.pdf;
jsessionid=14D243232D4CE40B53AB95EAEFD3ABF1?sequence=1). Accessed
on November 28, 2017. 2015.

3. FMOH: HIV epidemic estimates by regional states and Ethiopia. FMOH
(Federal Ministry of Health), HIV/AIDS Prevention and Control Office 2015.

4. Ojikutu B, Higgins-Biddle M, Greeson D, Phelps BR, Amzel A, Okechukwu E,
Kolapo U, Cabral H, Cooper E, Hirschhorn LR. The association between
quality of HIV care, loss to follow-up and mortality in pediatric and
adolescent patients receiving antiretroviral therapy in Nigeria. PLoS One.
2014;9(7):e100039.

Deribew et al. BMC Health Services Research  (2018) 18:535 Page 7 of 8

http://www.unaids.org/sites/default/files/media_asset/Global_AIDS_update_2017_en.pdf
http://www.unaids.org/sites/default/files/media_asset/Global_AIDS_update_2017_en.pdf
http://apps.who.int/iris/bitstream/handle/10665/200009/9789241565110_eng.pdf;jsessionid=14D243232D4CE40B53AB95EAEFD3ABF1?sequence=1
http://apps.who.int/iris/bitstream/handle/10665/200009/9789241565110_eng.pdf;jsessionid=14D243232D4CE40B53AB95EAEFD3ABF1?sequence=1
http://apps.who.int/iris/bitstream/handle/10665/200009/9789241565110_eng.pdf;jsessionid=14D243232D4CE40B53AB95EAEFD3ABF1?sequence=1


5. Rabkin M, Melaku Z, Bruce K, Reja A, Koler A, Tadesse Y, Kamiru HN,
Sibanyoni LT, El-Sadr W. Strengthening health Systems for Chronic Care:
leveraging HIV programs to support diabetes Services in Ethiopia and
Swaziland. J Trop Med. 2012;2012:137460.

6. Burua A, Nuwaha F, Waiswa P. Adherence to standards of quality HIV/AIDS
care and antiretroviral therapy in the West Nile region of Uganda. BMC
Health Serv Res. 2014;14:521.

7. Mapunjo S, Urassa DP. Quality standards in provision of facility based HIV
care and treatment: a case study from Dar es Salaam Region, Tanzania. East
Afr J Public Health. 2007;4(1):12–8.

8. Scott V, Zweigenthal V, Jennings K. Between HIV diagnosis and initiation of
antiretroviral therapy: assessing the effectiveness of care for people living
with HIV in the public primary care service in Cape Town, South Africa. Trop
Med Int Health. 2011;16(11):1384–91.

9. Alemayehu YK, Bushen OY, Muluneh AT. Evaluation of HIV/AIDS clinical care
quality: the case of a referral hospital in North West Ethiopia. Int J Qual
Health Care. 2009;21(5):356–62.

10. Tessema SB, Adane MM. Assessment of antiretroviral treatment (ART) care
service provision in Tigray region health centers, North Ethiopia. BMC
Health Serv Res. 2015;15:368.

11. Yakob B, Ncama BP. Perceived quality of HIV treatment and care services in
Wolaita zone of southern Ethiopia: a cross-sectional study. BMJ Open. 2015;
5(12):e010026.

12. Doyore F, Moges B. Client satisfaction to antiretroviral treatment services
and associated factors among clients attending ART clinics in Hossana
town, southern Ethiopia. Clin Res Trials. 2016;6:2.

13. Donabedian A. The quality of care. How can it be assessed? Jama. 1988;
260(12):1743–8.

14. FDRE: Ethiopia Health Sector Transformation Plan (2015/16–2019/20).
Federal Democratic Republic of Ethiopia(FDRE), Ministry of Health. 2015.

15. FDRE: The 2007 population and housing census of Ethiopia: results for country
level: statistical report. Federal Democratic Republic of Ethiopia (FDRE),
population census commission, central statistical agency, 2010.. 2017.

16. DHS: The Service Provision Assessment (SPA)overview. Demographic &
Health Survey (DHS). Available in https://dhsprogram.com/What-We-Do/
Survey-Types/SPA.cfm, accessed at December 18, 2017). 2017.

17. Donabedian A. Evaluating the quality of medical care. 1966. Milbank Q.
2005;83(4):691–729.

18. Akachi Y, Kruk ME. Quality of care: measuring a neglected driver of
improved health. Bull World Health Organ. 2017;95(6):465–72.

19. WHO. Standards for quality of care: a tool for quality assessment,
improvement and accreditation. WHO: Geneva; 2004.

20. WHO. Consolidated guidelines on HIV testing services: 5cs: consent,
confidentiality, counselling, correct results and connection. Geneva: WHO; 2015.

21. Deressa W, Seme A, Asefa A, Teshome G, Enqusellassie F. Utilization of PMTCT
services and associated factors among pregnant women attending antenatal
clinics in Addis Ababa, Ethiopia. BMC Pregnancy Childbirth. 2014;14:328.

22. Asefa A, Mitike G. Prevention of mother-to-child transmission (PMTCT) of
HIV services in Adama town, Ethiopia: clients' satisfaction and challenges
experienced by service providers. BMC Pregnancy Childbirth. 2014;14:57.

23. Bott S, Neuman M, Helleringer S, Desclaux A, Asmar KE, Obermeyer CM.
Rewards and challenges of providing HIV testing and counselling services:
health worker perspectives from Burkina Faso, Kenya and Uganda. Health
Policy Plan. 2015;30(8):964–75.

24. Ron Levey I, Wang W. Unravelling the quality of HIV counselling and testing
services in the private and public sectors in Zambia. Health Policy Plan.
2014;29(Suppl 1):i30–7.

25. Engelhard EA, Smit C, Nieuwkerk PT, Reiss P, Kroon FP, Brinkman K,
Geerlings SE. Structure and quality of outpatient care for people living with
an HIV infection. AIDS Care. 2016;28(8):1062–72.

26. Suthar AB, Vitoria MA, Nagata JM, Anglaret X, Mbori-Ngacha D, Sued O,
Kaplan JE, Doherty MC. Co-trimoxazole prophylaxis in adults, including
pregnant women, with HIV: a systematic review and meta-analysis. Lancet
HIV. 2015;2(4):e137–50.

27. Deribew A, Abebe G, Apers L, Jira C, Tesfaye M, Shifa J, Abdisa A,
Woldemichael K, Deribie F, Bezabih M, et al. Prejudice and misconceptions
about tuberculosis and HIV in rural and urban communities in Ethiopia: a
challenge for the TB/HIV control program. BMC Public Health. 2010;10:400.

28. Catumbela E, Certal V, Freitas A, Costa C, Sarmento A, da Costa Pereira A.
Definition of a core set of quality indicators for the assessment of HIV/AIDS
clinical care: a systematic review. BMC Health Serv Res. 2013;13:236.

Deribew et al. BMC Health Services Research  (2018) 18:535 Page 8 of 8

https://dhsprogram.com/What-We-Do/Survey-Types/SPA.cfm
https://dhsprogram.com/What-We-Do/Survey-Types/SPA.cfm

	Abstract
	Background
	Methods
	Results
	Conclusions

	Background
	Methods
	Results
	Discussion
	Conclusions
	Abbreviations
	Acknowledgments
	Availability of data and materials
	Authors’ contributions
	Ethics approval and consent to participate
	Consent for publication
	Competing interests
	Publisher’s Note
	Author details
	References

