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PREFACE
Ethiopia is one of the countries hardest hit by the HIV/AIDS epidemic. This is especially significant as
the country is the second largest population in sub-Saharan Africa, resulting in high magnitude HIV-
infected population

In response to the spread of the epidemic, the government has come up with various policies and
interventions, some of which were started in the early years of the epidemic. A National Task Force of
Prevention and Control of HIV Infection and AIDS was established as early as in 1985, and the National
AIDS Control Program was established in 1988 when the new National AIDS Policy was also issued.
The National AIDS Council that was established in 2000 was transformed into the H HIV/AIDS
Prevention and Control Office (HAPCO), which is charged with the implementation a Strategic
Framework to Respond to HIV/AIDS, a series of strategic plans (the first being the 2001-2005 and the
second, the 2004 — 2008 is currently under implementation. At operational levels, several measures are
also being taken in terms of HIV/AIDS prevention and control both within the health sector facilities as
well as at grass root community)levels. In addition, the multi-sectoral nature of the prevention and
control program has made it necessary that the responses to the epidemic be mainstreamed across all
sectors of the government as well as through non-government and civil society organizations.

Furthermore, the Government has developed the National Monitoring and Evaluation (M&E) Framework
for the Multi-Sectoral Response to HIV/AIDS in Ethiopia, in order to assess progresses made towards
minimizing the spread of the disease and its impact on PLWHA, their families and the society. One of
the tools put forward as part of the Monitoring and Evaluation Component of the Ethiopian
Government’s Strategic Framework to Respond to HIV/AIDS is the National Health Facility Survey. As
a tool for monitoring and evaluation, the survey is mainly meant to assess at baseline the capacity of
health facilities in providing basic and advanced care to PLHA and other related health problems like TB
and STlIs. It is also considered helpful in generating database on the structural parameter of quality of
services at national level, and in the long run, as a signal for improvements in the efficiency of the
services at the various levels. At programmatic level, the regular conduct of the National Health Facility
Survey, coupled with the tools in place for monitoring outcome and impact (the Behavioral Surveillance
and the ANC as well as DHS based Sero-prevalence Surveys), is expected to help policy makers and
planners keep track of the achievements brought about by the government and other stakeholders through
the national effort.

Therefore, it is timely that the result of the first round National Health Facility Survey is released in this
monograph. As shown in the results, the first round survey has demonstrated the scale of the capacity
gap for providing basic and advanced level care for HIV/AIDS and related health problems. It has also
further outlined useful directions for bridging the gap.

Finally, it is our hope that with the concerted and sustained efforts of the government, the community,
partners, health workers as well as other stakeholders, significant progress will be made in the overall
response to the problems of HIV/AIDS, TB, STI as well as our other health problems.

The Study Team
January 2007
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EXECUTIVE SUMMARY

1. This is a report of the results of the Ethiopian National Health Facility Survey that was carried
out between November and December 2005 with the principal objective of obtaining
information about the operating capacity of the health care facilities as well as to measure the
capacity of the health care infrastructure in Ethiopia to respond effectively to the burden of
HIV/AIDS epidemic and to assess its ability to implement national HIV/AIDS intervention
strategies in terms of current practices and available resources.

The survey was conducted among all the hospitals, as well as a sample of health centers and
higher private clinics in the country. In addition to describing the basic characteristics and
infrastructure of the surveyed facilities, the survey findings describe the availability and extent
of HIV/AIDS/TB/STI related resources and activities within the facilities.

Primarily, the National Health Facility Survey provides baseline data and subsequently
generates the required indicators for the National Monitoring and Evaluation Framework for
HIV/AIDS/TB and STI activities. Furthermore, the survey findings provide useful operational
information in terms of describing basic characteristics of national level health facilities and in
elucidating regional and facility type related variations in operating capacity and in the
availability and extent of the surveyed health services.

The Federal Democratic Republic of Ethiopia is located in the eastern horn of Africa covering a
land surface area of 1.1 million square kilometers and a population size of 73 million projected
for 2005. Administratively, the country is sub-divided into nine regional states and two
administrative councils, in addition to further sub-divisions to Wereda (district) and Kebele
(village) levels.

About 67% of the adult population (15-49 years age) is illiterate. Geographic access to basic
health care has reached to 72.1% for public facilities, with an increase to 82.9% when services
of private facilities are included. Even though it is still one of the poorest countries in the world,
Ethiopia was among those countries that had registered sustained economic growth in 2006.

Ethiopia is among the countries that have high magnitude of people living with HIV/AIDS. The
2005 ANC surveillance based HIV prevalence among the general adult population was
estimated at 3.5% (10.5% for urban and 1.9% for rural areas. Results of the 2005 Ethiopian
Demographic and Health Survey (EDHS 2005), on the other hand, indicated a national level
adult prevalence rate of 1.4%.

Ethiopia is also among the world’s 22 high burden countries for tuberculosis, and high
prevalence of HIV/AIDS is among the factors that have aggravated the tuberculosis problem.
The prevalence of Sexually Transmitted Infections (STIs), especially those of ulcerative ones is
also associated with HIV infection in Ethiopia

The Government of Ethiopia has taken several measures to respond to the HIV/AIDS problem.
In addition, more recently, it has developed the Strategic Framework for the National Response
to HIV/AIDS in Ethiopia for 2001-2005. The National Strategic Framework (NSF) focuses on

xii
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reducing the transmission of HIV and associated morbidity and mortality, and its impact on
individuals, families and the society at large. Furthermore, the Government has developed the
National Monitoring and Evaluation (M&E) Framework for the Multi-Sectoral Response to
HIV/AIDS in Ethiopia, in order to assess progresses made towards minimizing the spread of the
disease and its impact on PLWHA, their families and the society. Therefore, the National
Health Facility Survey is part of the Monitoring and Evaluation Component of the Ethiopian
Government’s Strategic Framework to Respond to HIV/AIDS.

2. The National Health Facility Survey was basically meant to generate baseline data for the
“National Monitoring and Evaluation Framework for the Multi-Sectoral Response to HIV/AIDS
in Ethiopia. More specifically, the objectives of the survey included:

- To assess the availability of resources for the appropriate diagnosis, counseling, referral
and/or treatment of HIVV/AIDS/STI/TB cases;
To assess the quality and extent of training of health facility staff;
To assess the adherence to proper laboratory and safety guidelines;
To assess the ability to manage sexually transmitted infections; and
To assess the burden of HIV/AIDS/STI/TB on health facility resources.

3. The method of data collection used was a health facility inventory survey on HIVV/AIDS/TB and
ST related resources. A modified form of a standard questionnaire developed by WHO for this
purpose was applied on a census of all functional hospitals and higher private clinics and a
random sample of health centers in the country.

The HIV/AIDS/TB/STI-related services that were assessed (using individual modules for each)
include: Overview of capacity as well as staffing of facilities, Health Management Information
System (HMIS), Medications and Supplies, Laboratory Services, HIV/AIDS Outpatient Care,
HIV/AIDS Inpatient Care, Anti-Retroviral Therapy (ART), Voluntary Counseling and Testing
(VCT) , Prevention of Mother-to-Child Transmission (PMTCT) and Tuberculosis (TB)
Treatment.

4. Overall, the survey was conducted within 362 health facilities. These consist of 121 hospitals
(11 specialized referral, 8 regional, 39 zonal and 63 general), 187 health centers and 54 higher
private clinics) throughout the country. In terms of managerial authority, the surveyed facilities
were classified as health facilities managed by the Ministry of Health (262, Other Governmental
Organization (17), Non-Governmental Organization (9), Private (70) and Faith-Based
Organization (4).

Regarding basic facilities within the surveyed facilities:

- The most commonly used source of water by the majority (89.2%) of the health facilities was
PIPE;

- Only 18.0% of the health facilities had a regular supply of electricity during the times when
client services are provided;

- The majority (95.3%) had a latrine in functioning condition that is available for client use;

- About 93.0% had a waiting area for clients where they are protected from sun and rain.

- Only 66.8% had a telephone;

- About 50% reported having a functioning computer;

Xiii
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- Access to internet was possible among 19.3% of the facilities;

With regard to management system, 92.2% of the health facilities had systematic routine
meetings at least every six monthly, and about 80.0% of the health facilities had at least monthly
meetings. In addition, about 69% of the facilities reported that they had received a supervisory
visit from authorities external to the facility during the past six months.

With regard to quality assurance, about 38.4% of the health facilities indicated that they carried
out quality assurance activities, and for 22.4% of the facilities, the quality assurance system was
reported to be implemented throughout the facility.

For infection control, about72% of the health facilities had functioning equipment for sterilizing,
and 15.5% had functioning equipment for steaming or boiling.

5. The results of the survey on the availability of HIV/AIDS/TB/STI services and resources
indicate that 93% of the surveyed facilities were providing some kind of outpatient services in
these disease areas.

When we look at the types of services that were being provided by these outpatient service units,
about 21.8% were providing counseling services for HIV tests and about 65.8% were
prescribing/referring clients for HIV tests. On the other hand, it was only 3.3% of the outpatient
units that were providing PMTCT services at the time of the survey. Furthermore, among the
362 surveyed facilities, 247 (68.2%) were found to provide inpatient services with a total of 460
inpatient service units and 71.5% of these units were giving some kind of clinical care and
support services to clients known/suspected of HIVV/AIDS.

Availability of Voluntary Counseling and Testing (VCT) - HIV testing was available in 72.9%
of the surveyed facilities, and among the laboratories that conduct HIV test, 64.2% conduct the
test for client diagnosis, 32.2% for blood screening and 6.2% as part of employment related
medical examinations. About 20% of the laboratories of the surveyed facilities screen blood for
infectious diseases during transfusions, and 79.7% of these were screening for HIV.

Availability of Prevention of Mother to Child Transmission (PMTCT) — Only 20% of the
surveyed facilities (all except one belonging to government) were offering PMTCT services,
and 81.3% among these were using ARV for PMTCT. The proportion of inpatient units that
were providing PMTCT services (3.7%) was particularly very low.

Availability of Post Exposure Prophylaxis - Access to post exposure prophylaxis by staff of the
surveyed health facilities was also very low (8.8%). The proportion of inpatient units that were
prescribing PEP for exposed workers (0.65%) was particularly almost negligible.

Availability of Anti-Retroviral Therapy (ART) - The number of surveyed facilities that were

providing ART services at the time of survey was 63. With some number of facilities having
more than one site, the total ART sites were 79.

Xiv
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Tuberculosis Related Services - Regarding tuberculosis related services, 33.5% of the surveyed
facilities were prescribing treatment for TB while 57.4% of them were making the diagnosis.
On the other hand, 58.3% of the inpatient service units were providing TB diagnosis and 45.9%
were also prescribing TB treatment or follow up.

Sexually Transmitted Infections (STIs) Related Services - With regard to care for sexually
transmitted infections (STIs), 78.6% of the 758 surveyed outpatient and 72% of the 460
surveyed inpatient units were offering the services.

Care and Support - Care and support services were being offered by 48% of the 312 assessed
VCT units, while 1.7%, 6.5% and 2.2% of the surveyed facilities were providing home-based
care, legal and financial supports respectively.

Health Management Information System (HMIS) - About 62% of the surveyed facilities had
Health Management Information Systems (HMIS), even though it was only in 5.9% of the
facilities that a statistician was responsible for the task. HIV/AIDS activities were being
reported monthly or more often among 63.3% of the facilities with HMIS.

6. Assessment of quality of services was made by looking at structural and process parameters of
health services quality. Accordingly, some of the highlights of the assessment include:

The number of health workers supposed to be present in the health facility to meet the existing
client load (the 'staffing norm’) was not met in many health facilities, as on average, health
officers, nurses, pharmacists, and laboratory technicians were scanty in almost all the health
facilities. In addition, disproportionately high numbers of medical specialists were found in
private clinics while they are comparatively fewer at the other categories of health institutions.

About 70.0% (proportion being lower among private institutions) of the facilities have health
workers with HIV/AIDS related training within their VCT units.

More than 87.0% of the ART service provision sites had one person (general practitioner in
65.6% of cases) particularly in-charge of the service.

The PMTCT units of the majority (87.6%) of health facilities had a counselor who has been
trained for both pretest and post test counseling.

Among the health facilities that had HMIS system (61.9% of total), the most dominant
qualification of personnel in charge of the unit were nurses (32.4%).

7. Assessment of adherence to proper laboratory and safety guidelines is considered to reflect
process quality of the provision of the assessed services. The following are among some of the
highlights in this regard:

About 40% of the facilities offering VCT had a complete official guideline or protocol on the

particular service, even though only 12.2% had official institutional guideline or protocol on
confidentiality and disclosure of HIV test results or client HIV status.
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Only 35.4% the facilities with ART had policy on antiretroviral drug supplies and use of the
Federal Democratic Republic of Ethiopia, while 62.4% them had guidelines to use of
antiretroviral drug in Ethiopia.

Among the facilities with HMIS, 28.6% had reporting guidelines (in the form of protocols or
formats) while 15.2% had the national technical guideline for integrated disease surveillance
and response, and 4.0% had national HI\VV/AIDS reporting guidelines.

Only 3.8% and 5.2% of the outpatient and inpatient service units respectively had a complete
guideline on infection prevention for health care facilities in Ethiopia.

Complete guidelines for the management of STIs were found within 6.2% and 1.5% of the
outpatient and inpatient service units respectively, while national guidelines on the management
of TB were found among 26.3% of the service units that provide TB related services.

Only 11.3% and 30.0% the PMTCT units had the National Guideline on PMTCT of HIV in
Ethiopia and a written guideline or protocol for administration of ARV prophylaxis for PMTCT,
respectively

Standard operating procedures for blood safety were available in 12.9% of the surveyed
laboratory units.

8. Assessment of ability to manage STIs was also done as part of structural as well as process
quality assessment, and the highlights of the findings were:

Only 13 health facilities were found providing specific youth friendly services with almost all of
them dealing with ST1 as a component of their service package.

The provision of pre-service or in-service training on syndromic approach to diagnosis and
treatment of STI seemed to be biased towards high level health workers with the highest
proportion of mid-level and front-line health workers not receiving this particular training.

With regard to laboratory services for STls, about 75.0% of the laboratory units were reported to
have the capacity to test for syphilis, 75.1% for gonorrhea, and 46.6% for chlamydia.

Regarding availability of drugs for treating STIs, metronidazole (for trichomoniasis) followed
by doxycycline (for chlamydia and syphilis) were the most commonly available drugs with no
stock-out over the six months preceding the survey.

9. Assessment of the burden of HIV/AIDS/TB and STI on health facility resources was partly
made by estimating the proportion of time spent by facility personnel on the specific services.

Accordingly, time spent by facility staff on HIVV/AIDS related activities alone amounted to
21.3%.

XVi
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10. According to the comparative analysis through the indices that were developed by scoring the
point scales used to assess the resources and activities within the surveyed facilities, health
facilities in Addis Ababa had a better service provision capacity in terms of laboratory, HMIS
and HIV/AIDS related in-patient care. The Amhara region was at a better status with regards to
VCT and TB services and the Tigray region had a better capacity in terms of HIVV/AIDS related
outpatient care. These services were poorly available in the emerging regions. Generally, health
centers and hospitals were better in the provision of HIV/AIDS related services compared to
higher clinics.

11. When the collected and analyzed data within the health facility survey were explored in relation
to the indicators for the Monitoring and Evaluation Framework for the strategic framework for
the national response to the HIV/AIDS problem, there were relatively lower values for
indicators of services to prevent HIV infection in women and children as well as for those of
basic HIV/AIDS test and clinical care. In addition, relevant values for indicators on provision
and referral for care and support services as well as for prevention of nosocomial transmission
of HIV were found to be very low.

12. In conclusion, the most commonly provided services in the surveyed facilities were tuberculosis
treatment (in 95%), HIV testing (in 91%) and VVCT services (in 73%). On the other hand, some
other services were provided within very low proportion of facilities. Among these latter
services were: post-exposure prophylaxis (PEP) to staff (only in 8.8%), home-based care (in
1.7%), support to PLWHA (in 2%), support for orphans and other vulnerable children (in 5%),
legal support (in 6.5%) and financial support (in 2.2%). Regarding Anti-Retroviral Therapy
(ART), it was being provided by 13% of the facilities surveyed at the time.

Regarding regional distribution of services, relatively very low proportion of the facilities in the
Emerging Regions of Afar, Gambella and Somali were found to offer most of the services. On
the other hand, Addis Ababa, Amhara, Oromia, and SNNP regions were found to be offering a
relatively wider range of services. Availability of services was also relatively better in
government managed facilities than those run by NGOs, FBOs or the private sector. For
instance, no NGO or FBO owned facilities were involved in ART service provision at the time
of the survey. In terms of facility type, some services such as ART were found to be offered
almost exclusively by hospitals, with only less than 1% of health centers and about 2% of the
higher clinics being involved.

Overall, the results of the National Health Facility Survey provide baseline information on the
capacity of the formal health sector in the country to provide both basic and advanced level
HIV/AIDS services. In addition, it helps to avail data necessary for the Monitoring and
Evaluation Component of the Ethiopian Government’s Strategic Framework to Respond to
HIV/AIDS.

Amongst the recommendations that can be forwarded include that more should be done to
enhance the involvement of the private-for-profit as well as the private-not-for-profit sector

facilities in ART as well as other HIV/AIDS/TB/STI related services. In addition, every effort
should be made to address the regional disparities observed in the distribution of services.
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1.0. INTRODUCTION AND BACKGROUND

1.1. Introduction

This report presents the results of the Ethiopian National Health Facility Survey that was carried out
between November and December 2005 among health facilities that were functioning in the country
at the time of survey. The principal objective of the survey was to obtain information about the
operating capacity of the health care facilities as well as to measure the capacity of the health care
infrastructure in Ethiopia to respond effectively to the burden of HIVV/AIDS epidemic and to assess
its ability to implement national HIVV/AIDS intervention strategies in terms of current practices and
available resources. The survey included all the hospitals, as well as a significant number of health
centers and higher private clinics in the country.

The design, planning and implementation of the survey was multi-institutionally coordinated by: the
Federal Ministry of Health; HIVV/AIDS Prevention and Control Office (HAPCO); Department of
Community Health, Faculty of Medicine, Addis Ababa; the US Centers for Diseases Control,
Ethiopia Office; World Health Organization, and Engender Health.

The results of the survey describe the basic characteristics of HIV/AIDS/TB and ST1 components of
the supply of health services at the time that the survey was carried out. Furthermore, the survey
provides useful information to health authorities that allows them to identify problems occurring in
the provision of HIV/AIDS/TB/STI related services, and therefore, to direct interventions to
improve these particular services. Additionally, the results of this survey permit examination of the
availability and conditions of basic infrastructure within the health facilities during the time of the
survey. In addition to the major findings presented within the main text, this report includes annexes
that provide results detailing the major findings as well as those that are additional to these findings.

Besides complementing HIV/AIDS/TB/STI related data that are collected through regular facility
reports as well as through various periodic surveys on the particular health problems, the conduct of
the National Health Facility Survey will have tremendous importance in serving as baseline as well
as in subsequently generating the required indicators for the National Monitoring and Evaluation
Framework for HIV/AIDS/TB and STI activities. Furthermore, this survey provides information
about regional and facility type related variations in the operating capacity of health facilities as
well in the availability and extent of the surveyed health services. Such information is helpful in
identifying problems of regional equity in the distribution of resources and activities related to the
surveyed health services.

1.2. Background

1.2.1 National context
Ethiopia is located in the eastern horn of Africa with a total surface area of 1.1 million square
kilometers. It shares borders with Djibouti, Eritrea, Sudan, Kenya and Somalia. It has a projected
population of 73,044,000 for 2005 (CSA, 1998") and a total area of approximately one million
square kilometers. Administratively, the country is a Federal Democratic Republic with bicameral
parliament: the House of Representatives and the House of Federation.

1 Central Statistical Authority. The 1994 Population and Housing Census of Ethiopia: Results at Country Level (Volume 1: Statistical Report). 1998. Addis Ababa,
Ethiopia.
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Administrative boundaries are composed of nine regional states - Tigrai, Afar, Amhara, Oromia,
Somali, Benshangul-Gumuz, Southern Nations Nationalities and Peoples Region (SNNPR),
Gambella and Harari - and two administrative councils (Addis Ababa and Dire Dawa). These are
again sub-divided into 75 zones and 560 Weredas (districts). The Weredas represent the basic units
of planning and political administration. Below the districts are Kebeles representing urban dwellers
associations in towns and peasant associations in rural villages, which number approximately
15,000.

With projected population figures of more than 73 and 75 million for 2005 and 2006 respectively,
Ethiopia is currently the second populous country in Sub-Saharan Africa. The population has
grown by two million persons per year between 2000 and 2005 registering an annual growth rate of
2.73 percent. About 84% the country's population lives in rural areas. The population is also
relatively young with 44 percent under the age of 15 years and 64 percent under the age of 25%

Ethiopia is the site of one of the world's ancient civilizations as evidenced by the many ancient
recordings, obelisks and earliest sites of Christianity. It is culturally rich and diverse with over 80
language groups and many changes in customs and traditions visible as one travels within the
country. Christianity and Islam are the main religions, with 51% Orthodox Christians, 33%
Muslims, and 10% Protestants, while the rest of the population follows a diversity of other faiths.

With regard to access to sanitation facilities and safe water supply, 21.8% of the rural and 72.5% of
the urban population have access to at least pit latrines, while about 35.9% has access to clean
drinking water. Geographic access to basic health care has reached 72.1% for public facilities, with
an increase to 82.9% when services of private facilities are included®. About sixty-seven percent of
the adult population is illiterate, the rate being 67% in females and 52% in males *.

Economically Ethiopia remains one of the poorest third world countries with an annual per capita
income of around US$110. Even though it is recently registering sustained economic growth® it has
registered no significant growth over half a century. Its economy is largely dependent on the
agriculture sector, which also provides about 85% of employment. Although the country is endowed
with a lot of potential resources, it has not yet had the capability or the opportunity to develop and
utilize them for furthering its economic development. This situation is even more aggravated and
the country is impoverished by the recurrent famine and civil strife that have been the main
signifying characteristics of the country in the recent past. In addition to the sluggish growth in
productivity particularly in the agricultural sector, rapid population growth has been the major
contributing factor for the country's poverty. The fact that the Ethiopian population is young (with
44% under the age of 15 years) and rapidly growing results in a high dependency ratio, in addition
to putting pressure on cultivable lands and contributing to environmental degradation thereby
worsening the level of poverty®.

2 CSA. The 1994 Population and Housing Census of Ethiopia, Addis Ababa, 1998.

3 Ministry of Health. Health and Health Related Indicators. 1997 (2004/2005). Planning and Programming Department, Addis Ababa, Ethiopia.

4 Central Statistical Authority. Ethiopia Demographic and Health Survey. 2005. Addis Ababa, Ethiopia

5 The World Bank. Africa Development Indicators, 2006. The World Bank, Washington, DC.

6 The World Bank. Ethiopia: A country status report on health and poverty. 2004. The World Bank Africa Region Human Development and Ministry of Health, Addis
Ababa, Ethiopia.
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1.2.2 Status of the HIV/AIDS epidemics and national response

The first evidence of HIV infection in Ethiopia was recognized in the early 1980s with the first two
cases being reported in 1986. Since then, the disease has spread at an alarming rate. By 1989, HIV
prevalence among the general adult population was estimated at 2.7%, increasing to 7.1% in 1997
and to 7.3% in 2000, and declining to 6.6% in 2001 and 4.4% in 2003. Based on projections from
ANC surveillance sites, the estimated adjusted national HIV prevalence for 2005 was 3.5%, 10.5%
for urban areas (9.1% among males and 11.9% among females) and 1.9% for rural areas (2.2%
among females and 1.7% among males). The estimated total number of PLWHA in 2005 was
1,320,000 (634,000 rural and 686,000 urban), and there were at least 384,020 AIDS orphans’.
Results of the 2005 Ethiopian Demographic and Health Survey (EDHS 2005°) indicate that 1.4% of
Ethiopian adults age 15-49 years are infected with HIV (prevalence among women was nearly 2%
while that among men was just under 1%). Evidences show the adverse effects of HIV/AIDS on
life expectancy. HIV/AIDS has resulted in decrease in life expectancy (46 years instead of 53 years)
in 2001. In addition, according to ANC data, the group with the highest HIV prevalence in the
country is women aged 15 to 24, while data from blood donors, visa applicants, and police and
army recruits indicate that HIV prevalence among men peaks between ages 25 and 29 years. As the
most affected groups are people in their prime productive and reproductive years, this has resulted
in loss of the country’s human capital. Heterosexual transmission is responsible for the majority of
infections followed by mother-to-child transmission route.

The Government of the Federal Democratic Republic of Ethiopia has taken several measures to
fight the disease and mitigate its impact. In 1985 (before the first AIDS case had been officially
diagnosed), it established a national HIV/AIDS task force and issued the first AIDS control strategy.
In 1987, it established an HIVV/AIDS department within the Ministry of Health, and in 1988, an HIV
surveillance system was established with a major effort to conduct sero-surveys in Addis Ababa and
other major urban centers among core transmitter groups. In 1989, the MOH drafted a four-point
policy statement on AIDS prevention, and the first draft of a national policy was created in 1991,
though not approved until 1998. The policy has the overall objective of providing an enabling
environment for the prevention and mitigation of HIV/AIDS. Its specific objectives are to: establish
effective HIV/AIDS prevention and mitigation strategies to curb the spread of the epidemic;
promote a broad, multi-sectoral response to HIVV/AIDS, including more effective coordination and
resource mobilization by government, NGOs, the private sector, and communities; encourage
government sectors, NGOs, the private sector, and communities to take measures to alleviate the
social and economic impact of HIV/AIDS; support a proper institutional, home-, and community-
based health care and psychological environment for PLWHA, orphans, and surviving dependents;
safeguard the human rights of PLWHA and avoid discrimination against them; empower women,
youth, and other vulnerable groups to take action to protect themselves against HIV; and promote
and encourage research activities targeted toward preventive, curative, and rehabilitative aspects of
HIV/AIDS®.

7 Federal Ministry of Health. HIV/AIDS in Ethiopia. 6th Report. 2006. Epidemiology and Diseases Prevention Department, Addis Ababa, Ethiopia.
8 CSA and ORC Macro. Ethiopia Demographic and Health Survey 2005. 2006. Central Statistical Authority, Addis Ababa, Ethiopia and ORC Macro, Calverton, Maryland,
USA

9 Federal Democratic Republic of Ethiopia. Policy on HIV/AIDS of the Federal Democratic Republic of Ethiopia. Addis Ababa, August 1998.
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Following the enactment of the National HIV/AIDS Policy, the Ministry of Health coordinated a
process of strategic planning and program development in Ethiopia’s nine Regions and two city
administrations. This process involved National and Regional governmental institutions, the major
regional sector offices, NGOs, religious organizations, and other key stakeholders. It resulted in the
five-year Federal Level Multi-Sectoral HIV/AIDS Strategic Plan and accompanying Regional
Multi-Sectoral HIV/AIDS Strategic Plans. Together, these plans were synthesized into the Strategic
Framework for the National Response to HIV/AIDS in Ethiopia for 2001-2005'. The National
Strategic Framework (NSF) focuses on reducing the transmission of HIV and associated morbidity
and mortality, and its impact on individuals, families and the society at large. The strategy is built
on four issues: multi-sectoralism, participation, leadership, and efficient management (including
adequate monitoring and evaluation). The originally proposed intervention areas within the NSF
were: Behavior Change Communication (BCC); condom promotion and distribution; blood safety;
management of Sexually Transmitted Infections (STIs); Voluntary Counseling and Testing (VCT);
Prevention of Mother to Child Transmission (PMTCT); universal precautions and Post-Exposure
Prophylaxis (PEP); care, support and treatment; legal and human rights; surveillance and research;
mainstreaming; and capacity building in-order to implement the various interventions.

The National AIDS Prevention and Control Council was established in 2000 by Proclamation
Number 276/2002 as an autonomous federal government organ having its own legal personality and
charged with implementing the Strategic Framework for the National Response to HIV/AIDS in
Ethiopia for 2000-2004. The council, chaired by the president of Ethiopia and comprising members
from government, NGOs, religious bodies, and civil society, has declared HIV/AIDS a national
emergency. In addition to acting as the Secretariat for the National HIVV/AIDS Prevention and
Control Council, the objective of HAPCO is to coordinate and direct the implementation of the
Country’s HIV/AIDS policy. All Regional States have also established Offices mandated to
coordinate HIV/AIDS activities in their own Regions. Ethiopia's response is constrained by
extremely limited human, financial, technical, material, and management capacities. The country's
health care infrastructure is massively under-equipped to address HIV/AIDS, particularly outside
Addis Ababa. The country's size and poor transport infrastructure are also key factors. Bureaucratic
constraints are also impending the response. The Ministry of Health’s ability to absorb and manage
new funding has been problematic. That the HIV/AIDS program is so highly dependent on donors
also raises concerns about its sustainability.

Over the last few years, there have been some achievements in the area of HIV/AIDS prevention
and control activities. In addition to the production and dissemination of various guidelines, the
Ethiopian strategic plan for intensifying multi-sectoral HIV/AIDS response and Accelerating
Access to ART have been launched. Nationwide, the number VVCT sites has increased several folds.

The ART program in Ethiopia was launched in July 2003. The current ART delivery model is
hospital-based and largely run by physicians. Only trained physicians and pharmacists are allowed
to prescribe and dispense ARV drugs. There are plans to extend the program to all regions and all
hospitals countrywide. There are a number of initiatives that are working to expand the availability
of ART in Ethiopia, including the Global Fund (GF) and the President’s Emergency Plan for AIDS
Relief (PEPFAR), and Ethiopian Red Cross Society initiatives, of which those of the GF and
PEPFAR are the largest.

10 Ministry of Health. Summary Federal Level Multisectoral Plan 2000-2004. Ministry of Health, Addis Ababa, 1999.
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In terms of guidelines, the Ministry of Health has issued guidelines for the use of antiretroviral
drugs*! and voluntary HIV counseling and testing’?, as well as a handbook on HIV/AIDS home
care™® and a policy on antiretroviral drugs supply and use™, to facilitate the use of proper procedures
and drug regimens and for training health workers in patient treatment and care. The National
Guideline on Prevention of Mother-to-Child Transmission was also published by MOH in 2001.

Ethiopia has also adopted home-based care as a strategy and issued national guidelines to help
organize these services and has also prepared a training manual. The demand for such care
emanated from the rapidly increasing number of AIDS cases in Ethiopia and the over occupancy of
hospitals. Adequate, appropriate and sustainable home based care and support services involve
mainly families and faith-based institutions, NGOs and private institutions. It is also being
advocated and envisaged to reorganize that health service in such a model that provides integrated
and comprehensive prevention, as well as treatment and care services.

1.2.3 Tuberculosis in Ethiopia

In Ethiopia, TB has become a disease of major public health importance, and is among the leading
causes of morbidity and mortality in the country. With a WHO estimated incidence of all cases at
370/100,000, Ethiopia is classified as one of the world’s 22 high burden countries for tuberculosis.
MOH estimates for the tuberculosis burden, on the other hand, amounts to 292/100,000 and
196/100,000 for 2002 and 2003 respectively™. The chronic high rates of malnutrition (worsened by
recent, severe droughts), overcrowding, physical stress, emotional anxiety, and high prevalence of
HIV/AIDS have created a formidable environment in which tuberculosis has and will continue to
proliferate.

The ongoing HIV-epidemic may be an important contributing factor in the growing caseload, taking
into account the disproportional increase of reported “smear-negative pulmonary” and “extra-
pulmonary” cases.

The catastrophic association between HIV and TB has now been well identified, although the
underlying causal mechanisms and immunological aspects are not yet fully understood. Latent TB-
infection in HIV-positive persons reactivates at a higher rate than among HIV-negative persons®.
HIV-positive persons are also prone to re-infection with new strains of TB from the community and
drug resistance may occur more frequently. TB is often the first opportunistic infection in HIV-
infected persons, and active TB has been shown to induce viral replication, thus accelerating the
progression from latent HIV-infection to clinical stages of AIDS.TB is the commonest HIV co-
infection in Ethiopia. HIV prevalence is more than eight-fold among pediatric patients with TB

11 Ministry of Health. Guidelines for Use of Antiretroviral Drugs in Ethiopia. Ministry of Health, Disease Prevention and Control Department in collaboration with
HIVC/AIDS Prevention and Control Office (HAPCO) and Drug Administration and Control Authority (DACA), February 2003

12 Ministry of Health, Disease Prevention and Control Program. National Guidelines for Voluntary HIV Counseling and Testing in Ethiopia. Addis Ababa, April 2002.
13 Ministry of Health. HIV/AIDS Home Care Handbook: Supporting Primary Care Givers in Ethiopia. Ministry of Health, Addis Ababa, January 2002.

14 Ministry of Health. Policy on Antiretroviral Drugs Supply and Use. Addis Ababa, July 2002.

15 Ministry of Health. Proposal for the 4th round of GFATM (TB Component). 2004. CCM, Addis Ababa, Ethiopia.

16 Harries AD, Maher D. TB/HIV: A Clinical Manual. World Health Organization, Geneva, 1996
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when compared with controls*’. Adverse reaction to anti-TB drugs is more frequent among HIV-
positive patients than in the general population and drug resistant TB is becoming a major challenge.

The TB Control Program in Ethiopia is organized in a hierarchical fashion with varying
responsibilities. The TB and Leprosy Diseases Prevention and Control Team (TLCT) at the Federal
Ministry of Health is responsible for matters related to TB and Leprosy control activities*®. The
objective of tuberculosis programs is the control of tuberculosis in society by interrupting the
transmission of tuberculosis infection through the proper implementation of DOTS, leading to the
eventual eradication of the disease™. The control activities are fully integrated into the general
health service of the country and the TLCP is aiming at implementation of DOTS for TB as part of
the general health services in the country. TB control activities are operational in large parts of the
country and effectively implemented control programs reduce the period of infectiousness of smear
positive cases. TB cases are diagnosed and treated in the general health services. Doctors, health
officers, and nurses at the Hospitals and Health Centers are responsible for the management of TB
patients. Hence, the TB service delivery is fully integrated into the general health service system
while specialized managerial functions exist at the different levels of the health care system.

1.2.4 STls in Ethiopia

Numerous epidemiologic and biologic studies are in agreement that STIs, both ulcerative non-
ulcerative, enhance HIV transmission and that both infections share similar epidemiologic
determinants. The prevalence of genital discharge syndrome, syphilis, genital warts, pelvic abscess
in females, genital clamydial infections, and Herpes simplex Type 2 infection were all associated
with HIV in Ethiopia®.

STIs have enormous social and economic consequences as antimicrobial treatment places a heavy
financial burden on families, communities and the country at large. This is largely because
antimicrobial resistance of several sexually transmitted pathogens has been increasing in Ethiopia
and most other parts of the world and this has rendered some low-cost regimens ineffective.

Traditionally, ST1 control efforts have focused on diagnosis and treatment in the clinic setting.
However, on the basis of these and other recent developments with regard to STI especially its
potential serious effects and linkages to HIV, the MOH has adopted an effective prevention and
control of STI to have the greatest community impact, it is necessary to implement prevention
activities and to find and treat cases as early as possible. It has been promoting the syndromic
approach using the generic WHO STI management guidelines until 2001 and using its own
guidelines to serve as national STI management since then®’. Syndromic management of STIs
comprises identification of consistent groups of symptoms and easily recognized signs and
symptoms (syndromes) and the provision of treatment that will deal with the majority of or the most
serious organisms responsible for producing a syndrome. Education of the patient, condom supply,

17 Palme B. Gudetta B. Degefu H et al. A controlled estimate of HIV infection in Ethiopian children with tuberculosis. Epidemiol Infect 2001;127:517-525.

18 Manual, Tuberculosis and Leprosy Prevention and Control Program, Disease Prevention and Control Department, FMOH, Ethiopia. 1997 and 2002.

19 Enarson DA. Model National TB Programmes. Tuberc Lung Dis 1995;76:95-99.

20 Wolday D. Prevalent infectious diseases in patients with HIV/AIDS in Ethiopia. Ethiop Med J 2003;41:189-203

21 AIDS Control and Prevention (AIDSCAP) Project/Family Health International. Control of Sexually Transmitted Diseases: A Handbook for the Design and Management
of Programs Addis Ababa
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counseling and notification and management of sexual partners®, as well as voluntary counseling
and testing for HIV are also included, provided that counselors and testing facilities are available.

1.3. Rationale for the Health Facility Survey

Establishment of an effective monitoring and evaluation system is basic to assess progresses made
towards minimizing the spread of the disease and its impact on PLWHA, their families and the
society. HAPCO, together with its stakeholders, has developed the National M&E Framework for
the Multi-Sectoral Response to HIV/AIDS in Ethiopia. The priority intervention areas outlined
above are the basis for identifying the indicators in this M&E Framework.

Therefore, the National Health Facility Survey is part of the Monitoring and Evaluation Component
of the Ethiopian Government’s Strategic Framework to Respond to HIV/AIDS. As a tool for
monitoring and evaluation, the output of the survey: creates a baseline inventory of resources for
monitoring the inputs and processes for responding to the HIV/AIDS problem. It can also be
considered as generating database on the structural parameter of quality of services at national level,
and as a benchmark for periodic evaluation of progress after program implementation.

The results of the National Health Survey describe the basic characteristics of an important
component of the supply of HIV/AIDS/TB/STI related services at the time of survey. Additionally,
as a baseline, this survey permits examination of changes in the conditions of the
HIV/AIDS/TB/STI public health facilities that take place Furthermore, the survey results provide
useful information to health authorities that allows them to identify problems occurring in the
provision of these services, and therefore, to direct interventions to improve these respective
services.

22 WHO. Guidelines for the Management of Sexually Transmitted Infections. WHO, Geneva, 2003:72.
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2.0. OBJECTIVES OF THE SURVEY

2.1. General Objectives

The general objective of the National Health Facility Survey was to measure the capacity of the
health care infrastructure in Ethiopia in order to respond effectively to the burden of the HIV/AIDS
epidemic and to assess the potential of the Health Service to implement national HIV/AIDS
intervention strategies in terms of current practices and available resources.

2.2. Specific Objectives
The specific objectives of the survey included:

1.

abhwd

To assess the availability of resources for the appropriate diagnosis, counseling, referral
and/or treatment of HIVV/AIDS/STI/TB cases;

To assess the quality and extent of training of the health facility staff;

To assess the adherence to proper laboratory and safety guidelines;

To assess the ability to manage sexually transmitted infections; and

To assess the burden of HIV/AIDS/STI/TB on the health facility resources.

2.3. Expected Outcomes

As the scope of the survey was national, it included all hospitals, higher clinics and most of the
health centers in the country. Within the surveyed health facilities, the services and resources
outlined in the National Strategic Framework were assessed using modules designed for the
respective services.

More specifically, it was to provide baseline information on the capacity of health service outlets to
1. Provide basic level preventive, diagnostic, care and support services for HIVV/AIDS,;

2. Provide advanced level care and support services;

3. Provide safe injections; and

4. Maintain record keeping systems for monitoring HI\VV/AIDS preventive, diagnostic, care and

Support services.
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3.0. METHODOLOGY
3.1. Method of Sampling the Health Facilities and the Timing for the Survey
The survey was undertaken between the months of November and December 2005. The study took
a census of hospitals and higher private clinics (excluding Addis Ababa and Oromia), and a
probability sample of all health centers in the nation and higher private clinics in Addis Ababa and
Oromia. All census and sampling facilities were stratified by region.

The sampling frame for the health centers and higher private clinics included in the survey consisted
of the comprehensive listing of health facilities (disaggregated by region and facility type) that was
compiled by the Ministry of Health in 2004*. A random sample was selected from the sampling
frame using the SURVEYSELECT procedure in SAS Version 9, statistical analysis software.

Sample selection was done in two stages. First, health facilities were stratified by region. The
sample was then apportioned to each strata in such a way that a pre-specified level of precision can
be obtained for each stratum estimate.

3.1.1 Sample size calculation

Sample size determination was based on estimation of a proportion under stratified random
sampling. The following formula was used for determining sample size?* (Levy and Lemeshow,

1991):
2
0.25° ZLgyTj /F5 9.512 Tf 1 0 0 1 300.72 448.29 Tm ()
) 2
nE’*z
. Z16)Tj /F5 9.512 Tf 1 0 0 1 312.24 410.61 T
e?+0.25" 4T mO

- P2
N" P
Where = n = Required sample size
N =Total population of facilities
P = Estimated proportion of facilities with necessary resources

0.25 = Correction factor
€ = precision factor

Consequently, total sample size was determined by a combination of census values and random
samples. Because hospitals are targets of key interventions, and because of their importance in
measuring the success of these interventions, all hospitals were included in the survey. At the time
of the survey, there are 126 hospitals (including specialized, zonal, district, OGA, NGO and private
facilities) and 451 health centers (list was not complete initially). Based on this total and the
corresponding stratum (regional totals) the anticipated sample sizes for obtaining confidence
interval widths of less than 0.20 and 0.10 were 119 and 244 facilities respectively.

At the time of the survey (and also currently), private higher clinics were distributed unevenly
throughout the regions. Some regions had no private higher clinics and some had only a few. In
those regions, every higher clinic was sampled. In Addis-Ababa and Oromiya, on the other hand,
sample private higher clinics were included.

23 Federal Ministry of Health. Health and Health Related Indicators. 1996 EC (2004/2005). 2005. Planning and Programming Department, Addis Ababa, Ethiopia.
24 Levy P, Lemeshow S. Sampling of Populations: Methods and Applications, Second Edition, Wiley Series in Probability and Mathematical Statistics, John Wiley &
Sons, Inc., 1991.
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Table 1 shows upper bounds of the expected widths of the confidence intervals of the estimates of
region-level proportions for various total sample sizes.

Table 3.1 Confidence Interval Considerations for the Survey (EHFS, 2005)

Width of Confidence Interval ~ Total Sample Size for Health Centers Total Sample Size for Higher Private
Clinics
0.10 244 91
0.11 221 84
0.13 200 78
0.14 182 72
0.15 166 67
0.16 152 62
0.18 140 58
0.19 129 54
0.20 119 50

Based on these considerations, the expected number of health facilities was between 297 to 463
health facilities, depending on the chosen precision levels. As a census of all hospitals was taken, it
is worth noting that hospital data do not have any sampling or estimation error. Additionally, all the
other sampling estimates were expected to be smaller than the upper bounds shown in Table 3.1.
Therefore, initially, a sample size of 300 was considered as satisfactory for the survey. Accordingly,
405 health facilities were planned to be included in the survey. However, as some of the facilities
were not functional and as some were incorrectly classified in the initial list (health stations to
health centers and lower clinics to higher clinics), the final number of surveyed facilities was 362
(187 health centers, 54 higher clinics and 121 hospitals) (see Annex V for the list of surveyed health
facilities). This number was quite enough to meet the requirements of the sample size calculation
and of the present survey. Proportionally, 96.0%, 91.0%, and 73.5% of the sampled hospitals,
higher clinics and health centers, respectively were covered by the survey.

3.2. Planning and Preparing for Conducting the Survey

The survey adopted a health facility inventory questionnaire from the International Health Facility
Survey questionnaire published by WHO that was earlier pilot tested within health facilities in
Addis Ababa. The English versions of the questionnaire and the training manual were edited by the
Technical Advisory Group (TAG) based on the suggestions given during the first workshop. After
incorporating comments, the questionnaire was submitted to Addis Ababa University Printing Press
for duplication in different colours. Moreover, the English version of the questionnaire was
translated into Amharic, edited, computerized and duplicated to an amount that would be enough
for the training and data collection.

As mentioned above, the Health Facility Survey questionnaires were designed to obtain information
on the capacity and conditions of HFS to provide care and support services and referral linkages
between services, including the availability of basic equipment, supplies, and medications and on
the functioning of certain key systems such as record-keeping, supervision and so on.

There are eleven questionnaire sections (modules) (sections A-L). The first 10 modules are part of
the “inventory” of HFS (sections A-J), and the last 2 are health worker interview questionnaire
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(sections K). More specifically, the modules used for the survey can be grouped according to the
services they were designed to assess:

1. Overview of HIV/AIDS services (section A): The Overview of HIV/AIDS services
questionnaire is designed to collect information on all of an HFS’s HIV/AIDS services and
practices. This instrument helps the data collector to identify the various HIV/AIDS
outpatient and inpatient service sites where data collection will be required.

2. HIV/AIDS Outpatient Care (section B) and HIV/AIDS Inpatient Care (section C): The
Outpatient Care and Inpatient Care questionnaires are each designed to obtain information for
each outpatient or inpatient clinic or unit where any counseling, testing, clinical care and/or
support services related to HIV/AIDS provided. The questionnaires collect information on the
following aspects of service:

0 Type of HIV/AIDS-related services offered in the clinic/unit;

0 Types of HIV/AIDS-related services provided through client referral, either to
another location inside the HFS or outside the HFS, and the system for referral,

o Awvailability of guidelines and protocols for HIVV/AIDS-related care and support
services;

0 The availability of necessary medicines, supplies and other HIV/AIDS-related items
to health providers working in the clinic/unit;

o Service delivery conditions, including infection control and universal precautions;
and

0 Health Management Information System (HMIS) data that is collected and available
in the inpatient or outpatient clinic/unit/unit.

3. Health Management Information System (section D): The HMIS questionnaire was utilized to
collect information on the HFS practices related to collecting and reporting HIVV/AIDS-related
data for the services provided to patients through the HFS.

4. Laboratory and other Diagnostics (section E), and Medication and Supplies (section F): Those
questionnaires helped to collect specific information on HIV/AIDS-related laboratory
resources, and drugs and supplies available to providers and patients in the HFS;

5. Tuberculosis Treatment (section G), Counseling and Testing (section H), Antiretroviral
Therapy (section 1), and Prevention of Mother-to-child-transmission services (section J):
Those questionnaires were envisaged to gather specific information on each of those
specialized services and were required in addition to OPD or IPD questionnaires for a
clinic/unit if the clinic/unit providing the services. Those were also used to survey stand-alone
sites that provide those special services.

6. Health Worker Interview (section K): Health service providers were interviewed to collect
information on their work experience and pre- and in-service training on the care and support
of people living with HIVV/AIDS.

In addition, there was a “Checklist” module that served as a basis for determining by the data
collectors which of the above modules were need to be filled before they started the survey at a
given health facility.

3.3. Indicators Used

More specifically, the intention of soliciting for indicators was to collect data on the following
health indicators as defined in the “National Monitoring and Evaluation Framework for the Multi-
Sectoral Response to HIV/AIDS in Ethiopia:
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1. STI comprehensive case management: Percentage of patients with sexually transmitted
infections at health-care facilities, who were appropriately diagnosed, treated and counseled
(by age, sex and region).

- Guideline used: National STI Service Guidelines (on history-taking, examination,

diagnosis, treatment, counseling, partner notification, condom use, HIV testing).

2. STI drug availability: Percent of health facilities providing STI care that had a current
supply of essential ST drugs and reported no stock outages lasting longer than six months in
the preceding 12 months (region).

- Guideline used: List of essential drugs for STI management.

3. Health facilities providing service to prevent HIV infection in women and Children:
Percentage of all possible public, private, missionary and workplace health facilities (family
planning and primary health care clinics, ANC/MCH, and maternity hospitals) providing the
minimum package of services to prevent HIV infection in women and infants in the past 12
months (by region).

- Guideline used: WHO guidelines on services to prevent HIV infection in women.

4. Prevention of nosocomial transmission of HIV: Percentage of health facilities that had
guidelines to prevent nosocomial transmission of HIV, adequate sterilization procedures,
and protective materials and equipment such as syringes, gloves, antiseptics in stock at the
time of the survey (by region).

- Guideline used: Written guidelines on procedures, necessary equipment, proper
training.

5. Health facilities providing or referring for care and support services: Percentage of health
facilities that either provides comprehensive care and support services onsite for people
living with HIV/AIDS or through an effective referral system (by region).

- Guidelines used: Medical services, psychological services, social/legal support,
support for OVC, referral directory, referral form, contact names and numbers,
register where referrals are recorded.

6. Health facilities that provided basic HIV test and clinical management: Percentage of health
facilities that had the capacity and conditions to provide basic level HIV testing and
HIV/AIDS clinical management (by region). Health facilities were assessed regarding
whether there was (were):

- Guideline used: WHO indicator.

7. Health facilities that can provide advanced level care and support services for PLWHA:
Percentage of health facilities that have the capacity and conditions to provide advanced
level care and support services for PLWHA, including provision and monitoring of ART (by
region).

- Guideline used: WHO indicator.

Assessment of the capacity of health facilities to provide quality care to clients for different
components of HIV/AIDS related and STI services was made using two of the three parameters
(structural and process components) developed by Avis Donabedian® for assessing health care
quality. Therefore, the components used for quality assessment in the survey were:
1. Structural quality — Availability of resources (personnel type and composition as well as pre-
and post service training, type of infrastructure, equipment, drugs supplies and ranges of
services); and Process quality — Organization and arrangement of the provision of the

25 Donabedian A. The Quality of Care: How can it be assessed? Journal of the American Medical Association 1988; 260: 743-1748
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services - These also include management practices (documentation, supervision, systems
for addressing management issues and community input) as well as availability of various
official guidelines and protocols.

Furthermore, assessments of the capacity to provide ST1 services were separately presented.

3.4. Recruiting and Training Personnel

Public health physicians, general practitioners, public health officers and baccalaureate nurses were
trained and deployed as interviewers and data coders with appropriate computer training
background entered the data from the questionnaires to Personal Digital Assistant (PDA) software.
Overall, a total of 78 interviewers (8 public health physicians, 31 general practitioners, 26 MPH and
13 baccalaureate nurses) were deployed during the process of data collection. In addition, 21 data
coders were involved in the data entry (the list is outlined in Annex IV).

The interviewers’ main responsibility was to use the survey questionnaires to collect information that is
as accurate as possible through asking questions of the appropri