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Abstract 

The United States Agency for International Development mission in Ethiopia funded Abt Associates Inc. to 

implement the Private Health Sector Project (PHSP) (October 2015–2020). PHSP supported the Federal Ministry 

of Health (FMOH) with the aims to: (1) Improve the enabling environment for private sector engagement (PSE) in 

health; (2) Improve access to quality health services through implementation of public-private mix (PPM); (3) 

Strengthen the private healthcare system; (4) Learn from innovative ventures. 

Data for Impact conducted an evaluation of PHSP in 2020 using mixed methods, including document review, key 

informant interviews, and an end line private health facility assessment. The evaluation identified successful 

strategies, including support for development of the national Public Private Partnership in Health (PPPH) 

framework demonstrating FMOH’s commitment; inclusion of private health facilities within government systems, 

such as the Integrated Pharmaceutical Logistics System, the laboratory External Quality Assurance system, the 

sample transportation and referral system, and routine reporting of service statistics to regional health bureaus 

(RHBs); fostering public-private relationships and building trust between the government and PHFs; and building 

ownership of RHBs and sub-regional health offices to collaborate on capacity building of PHFs. 

Recommendations include continuation of external financial and technical support for PSE in health at the 

FMOH; involvement of intermediary agencies to support the FMOH and RHBs to engage and strengthen the 

private health sector until it is fully operating as part of the national health system; and strengthening of 

mechanisms to ensure quality services, balanced with financial incentives for the private sector. 
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Executive Summary  

Background 

Ethiopia is the second most populous country in Africa and has one of the continent’s fastest growing 

economies. In Ethiopia’s current health landscape, some of the most pressing health issues are HIV, tuberculosis 

(TB), and malaria, accounting for a combined 85 percent of Ethiopia’s disease burden (Tiruneh, McLelland, & 

Plummer, 2020; Misganaw, et al., 2017). In 2017, the maternal mortality rate was 401 per 100,000 live births, 

ranking Ethiopia twenty-sixth in the world for this indicator (Central Intelligence Agency, 2020).  

The Government of Ethiopia (GOE) developed its Health Sector Transformation Plan (HSTP) for 2015 to 2020 

after the Health Sector Development Plans (HSDPs) I to IV that were prepared between 1997 and 2015. The 

GOE set new goals for the period from 2015 to 2020 in the HSTP. The Joint Consultative Forum (JCF), which is 

the governance body tasked with overseeing the implementation of the HSTP, lists the private sector as a 

member. Although the HSTP gives increased attention to private health sector engagement, it does not define the 

composition of the private health sector.  

Ethiopia has had achievements and faced challenges in its mixed delivery system. In 2017, the Ministry of 

Finance and Economic Cooperation (MOFEC) published the Public-Private Partnership (PPP) Policy, which 

outlined the need for private sector involvement in all sectors for economic growth, increased innovation, 

improved quality, and reduction in delays in service 

delivery. 

To advance the potential of the private sector in 

Ethiopia, the United States Agency for International 

Development (USAID) mission in Ethiopia awarded 

a five-year Cooperative Agreement (October 2015–

October 2020) to Abt Associates Inc. for the Private 

Health Sector Project (PHSP).  

In 2020, USAID/ Ethiopia asked Data for Impact 

(D4I) to evaluate the PHSP’s achievements, 

challenges, and sustainability to inform future 

investments in strengthening the private health 

sector. This report presents the methodology, 

findings, and recommendations from the D4I end 

line evaluation.  

PHSP’s strategy focused on developing and 

implementing the public-private mix (PPM) for 

diseases of significant public health importance. Key 

partners that implemented and facilitated the PPM 

were the Federal Ministry of Health (FMOH), 

Regional Health Bureaus (RHBs), other government 

bodies, seven regional private health facility 

associations (PHFAs), and private health facilities 

(PHFs). The goal and primary purposes of the PHSP 

are given in Box ES1. 

Box ES1. PHSP goal, purposes, and sub-purposes 

Project Goal: To contribute to the mitigation of the 

impact of diseases of public health importance 

Project Purpose 1: Enabling environment for private 

sector engagement in health improved 

1.1: Improved supportive policy and legal frameworks  

1.2: Enhanced oversight and implementation of public-

private partnership in health  

1.3: Strengthened capacity of regulatory bodies  

Project Purpose 2: Access to quality services for 

diseases of public health importance increased  

2.1: Increased demand creation 

2.2: Increased uptake of services 

2.3: Enhanced implementation of quality management 

strategies of PHFs  

2.4: Strengthened referral linkages  

Project Purpose 3: Private healthcare system 

strengthened  

3.1: Enhanced capacity of local institutions 

3.2: Increased access to resources  

3.3: Improved enrollment in accreditation 

3.4: Enhanced supply chain management and rational 

drug use  

Project Purpose 4: Program learning and innovative 

ventures enhanced for the private health sector  

4.1: Improved evidence-based decision making  

4.2: Strengthened health management information 

system implementation  

4.3: Innovative ventures 
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Evaluation Methods 

Evaluation purpose: 

• To document and learn from the PHSP’s experiences, achievements, and challenges in Ethiopia. 

• To provide insights on the reach, relevance, implementation, effectiveness, and potential sustainability 

of the PHSP’s intervention strategies implemented to date. 

• To inform USAID on future investments for strengthening the private health sector in Ethiopia. 

 

Evaluation questions: 

1. To what extent has the project achieved its three primary purposes: (1) an improved enabling 

environment; (2) increased access to quality services; and (3) a strengthened private healthcare system? 

2. How were the project’s learning and innovative ventures developed and used during project 

implementation and how will they continue to be used after the project?  

3. What strategies did the PHSP use to ensure sustainability? Which strategies were most successful or are 

most promising? What are the remaining challenges and opportunities for ensuring sustainability of the 

gains achieved in strengthening the private health sector?  

4. What areas need further improvement for strengthening the private sector?  

5. What lessons from the PHSP should inform USAID decisions for ongoing and future investments in 

strengthening the private health sector in Ethiopia?  

 

The evaluation used a mixed-methods, end line only cross-sectional design without comparison areas. It focused 

on the national level and in the regions and areas where PHSP implemented programming in the private sector. 

D4I collected data in partnership with the Addis Continental Institute of Public Health (ACIPH) located in Addis 

Ababa, Ethiopia. Due to the COVID-19 pandemic, all primary data collection was conducted remotely.  

Document 

review 

• Reviewed quarterly, annual, and end-of-project (EOP) reports, workplans, technical 

proposals, and assessments conducted by the PHSP.  

Key 

informant 

interviews 

• Conducted 50 key informant interviews (KIIs) with different stakeholders at national, 

regional, and facility levels remotely by telephone using open-ended semi-structured 

guides. 

• Key informants were representatives from the FMOH, RHBs, PHFAs, PHSP, private 

health facilities, farm owners, the Development Credit Authority (DCA), and 

regulatory agencies 

 

Health 

facility 

assessment 

• Collected data in October 2020 from 106 PHFs over the telephone. 

• The health facilities were located in eight regions (Afar, Amhara, Beninshangul 

Gumuz, Gambella, Oromia, Southern Nations, Nationalities, and Peoples’ Region 

[SNNPR], Tigray, and Addis Ababa); various types of health facilities and various 

supported service areas (TB; malaria; maternal, newborn, and child health [MNCH]; 

and/or family planning [FP]).  

 

Secondary 

analysis of 

program data 

• PHSP shared quarterly routine program monitoring data covering the past five years  

• D4I identified indicators for analysis in coordination with USAID 

• D4I analyzed priority indicators across health areas by quarter, year, and region 

• D4I used Excel to analyze the data and construct graphs 
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Evaluation Findings 

To what extent has the project achieved its three primary purposes: (1) an improved enabling environment; (2) 

increased access to quality services; and (3) strengthened private healthcare system? 

Project Purpose 1: Enabling environment for private sector engagement in health improved 

Structures to strengthen public-private partnership in health (PPPH) implementation: The PHSP supported the 

FMOH to establish a PPPH unit in the Partnership and Collaboration Directorate in 2018 to strengthen the 

implementation of the 2013 PPPH strategic framework. The project also supported the FMOH to prepare 

supporting documents to justify the rationale for running PPP projects in the health sector using the national PPP 

proclamation by the MOFEC. 

PPM guidelines for priority health areas: A key approach of the PHSP was to employ a PPM. The PHSP 

supported the FMOH to develop, revise, and finalize PPM guidelines, including:  

• Supported the National Tuberculosis Program to revise the PPM-TB implementation guideline in 2018 

(3rd edition).  

• Supported the FMOH’s Reproductive, Maternal, Newborn, Child and Adolescent Health (RMNCAH) 

Directorate to finalize the PPM implementation guidelines for RMNCAH (including FP), which the 

FMOH formally endorsed in January 2020.  

• Supported the Malaria Directorate to develop the PPM implementation guideline for malaria.  

• PPM implementation guidelines for HIV were not developed. However, the PHSP advocated with the 

FMOH to allow specialty clinics to provide antiretroviral therapy (ART) services, including clinics 

without a pharmacy. The FMOH shifted the task of handling and dispensing ART drugs from a 

pharmacist to nurses.  

Integrated Pharmaceutical Logistics System (IPLS) incorporated in PHFs: The PHSP advocated to include 

PHFs in the IPLS to access drugs and supplies for FP, HIV, malaria, MNCH, and TB services. As a result of this 

advocacy, the annual national quantification of drugs and supplies for FP, HIV, malaria, MNCH, and TB and the 

annual distribution plan now includes PHFs. 

Private sector included in the national laboratory quality assurance program: PHFs with laboratories offering 

diagnostics for HIV, malaria, and TB were included in the national External Quality Assurance (EQA)1 Program 

that ensures the quality of laboratory diagnostics. 

Transportation of PHF laboratory samples and referral linkages with regional laboratories: The PHSP 

supported the inclusion of the private sector in the national laboratory sample transportation system to bring 

laboratory samples (HIV viral load, CD4, Gene Xpert testing, and drug resistant testing for TB) to a network of 

government regional laboratories. 

Revisions to regulatory standards: The PHSP facilitated coordination among the FMOH, the Food, Medicine 

and Health Care Administration and Control Authority (FMHACA, later named the Ethiopian Food and Drug 

Administration [EFDA]), and the PHFAs, which resulted in the FMOH revising 20 of 39 health facility 

regulatory standards (for example, number of rooms, number of trained professionals) to reduce onerous 

regulations for PHFs. 

 
1 Under the EQA program, the PHFs retain samples of lab results (blood film for malaria, sputum smear for TB, blood sample for HIV). 

Experts from the regional laboratories periodically collect a sample from the PHFs and recheck it (blindly). The regional laboratories then 
provide written feedback to the PHFs. 

http://repository.iifphc.org/bitstream/handle/123456789/216/Public%20Private%20Partnership%20in%20Health.pdf?sequence=1&isAllowed=y
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Monitoring and supervision of standards: The PSHP supported the FMHACA/EFDA to develop and 

implement a modernized health standards monitoring system with digital equipment, and it trained the EFDA’s 

local inspectors on the regularity of inspections and professional ethics. 

Inclusion of PHFs in the national health management information system (HMIS): The PHSP trained 

approximately 350 people at PHFs in HMIS reporting and arranged with the Woreda health offices (WoHOs) 

and town health offices (THOs) to equip the PHFs with reporting forms. The PHSP actively ensured that the 

PHFs supported by the project reported to the WOHOs and THOs in timely and complete manner.  

Project Purpose 2: Access to quality services for diseases of public health importance increased 

Overall, the PHSP supported 862 for-profit PHFs to implement the PPM guidelines to provide TB, HIV, malaria, 

FP, and/or MNCH services over the life of the project. This represents about 10 percent of all PHFs in Ethiopia, 

including primarily for-profit and a fewnot-for-profit facilities. The PHSP provided training, supervision, 

mentoring, and linkages to referral systems and supply chains to increase the uptake of services, enhance quality, 

and strengthen referral linkages (Figure ES1).  

Figure ES1. Types of support provided by the PHSP reported by the 106 PHFs surveyed in October–
November 2020 

 

Increased access and uptake of quality TB diagnosis, referral, and treatment services: The PHSP trained 1,079 

providers, and supported and equipped the PPM-TB program at 239 PHFs to provide TB services. Over the life of 

project (LOP), 80,379 patients were diagnosed with TB, 69,610 confirmed cases were referred, and the rest were 

treated at the PHFs. In the health facility assessment (HFA) conducted by the evaluation team in late 2020, 

among the 75 PHFs surveyed that were engaged by the PHSP in the PPM-TB program, almost all reported 

providing TB diagnosis (100%), referral to other facilities for TB treatment (99%), treatment of TB (92%), HIV 

testing of TB patients (95%), and contact tracing (92%). Fewer facilities reported requesting a Gene Xpert test for 

all TB cases for drug-susceptibility testing (DST) (57%).  

Expanded access to quality malaria services: The PHSP provided technical assistance for malaria case 

management to 178 PHFs and 46 workplace health facilities, and malaria services for mobile and migrant workers 

(MMW). Almost all (nearly 100% in the PHSP final EOP report) confirmed cases at the PHFs were reportedly 

treated. Over the LOP, 1,696,811 suspected malaria cases were investigated and 316,261 were confirmed. 

In the HFA conducted in late 2020, almost all facilities surveyed (96%) reported malaria screening for all fever 

cases with blood film. Ninety-six percent of the facilities conducted internal quality control (IQC) either always or 
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sometimes, and 88 percent reported to Public Health Emergency Management (PHEM) system weekly. A high 

percentage (78%) of the facilities mentioned experiencing a stockout of at least one malaria drug in the six months 

before the survey. 

Expanded access and uptake of FP services and referral linkages, with an emphasis on long-acting methods: 

The number of PHSP-supported PHFs providing FP services with an emphasis on long-acting family planning 

(LAFP) methods increased from 98 at baseline to 113 in Year 5. The PHSP trained 110 providers in the delivery 

of FP services in accordance with national guidelines over the LOP. During the project, 23,248 women opted for 

LAFP and the percentage of LAFP method acceptors among all modern contraceptive users increased from 9 

percent in Year 1 to 20 percent in Year 4 2. Among the 54 PHFs supported by the PHSP to provide FP services 

surveyed in late 2020, almost all health facilities reported providing injectables (100%), oral contraceptive pills 

(98%), condoms (96%), and implants (94%); 80% provided the intrauterine contraceptive device (IUCD).  

Increased capacity to provide quality MNCH services: By Year 5, the PHSP had supported 59 PHFs and trained 

173 providers in comprehensive MNCH—only 35 percent of the target of providers to be trained. This outcome 

was potentially the result of cuts in funding from the President’s Emergency Plan for AIDS Relief (PEPFAR) in 

Year 3, although USAID’s MNCH program continued to provide some funding. Approximately 153,000 

pregnant women received at least one antenatal care visit (ANC1) at PHSP-supported PHFs over the LOP. The 

ANC1–ANC4 dropout rate (DOR) decreased from 59 percent in the Year 1 to 55 percent in Year 4. Over the 

LOP, there were a total of 60,771 deliveries at the PHSP-supported PHFs. The number of deliveries at the PHFs, 

and the proportion of caesarian section deliveries, increased over time. In the HFA, among the 36 PHFs surveyed, 

67 percent reported a provider trained in basic emergency obstetric and newborn care (BEmONC). More than 90 

percent of the PHFs reported providing folic acid, syphilis screening, and treatment during ANC, whereas only 54 

percent reported tetanus toxoid (TT) immunization. 

Increased access to HIV services and ART: The PHSP supported HIV programming at PHFs until PEPFAR 

terminated funding in 2017. By Year 3, the PHSP supported 235 facilities to provide HIV testing services, 43 

facilities to provide prevention of mother-to-child transmission (PMTCT) services, and 70 facilities to provide 

ART. The proportion of HIV-positive patients linked to ART increased from 62 percent in Year 1 to 89 percent in 

Year 3. Over the LOP, approximately 750,000 clients received testing and counseling services, 4,453 new HIV 

patients enrolled in ART, and 78,122 pregnant women were provided PMTCT services during antenatal care 

(ANC).  

Improved quality of laboratory services through the inclusion of PHFs in the regional EQA system: The 

PHSP supported the inclusion of PHFs in the regional EQA system for assessing the quality of laboratory 

services provided at the PHFs. The majority of PHFs (92%) surveyed in late 2020 reported receiving an EQA for 

lab samples maintained for TB and malaria, and more than one-half had had an EQA in the past six months. All 

(100%) PHFs surveyed that received an EQA reported getting feedback from the EQA.  

Project Purpose 3: Private healthcare system strengthened 

Enhanced capacity of local institutions in the oversight and support of the private health sector: The PHSP 

provided financial and technical assistance to eight PHFAs3 that its predecessor project helped established in 2014. 

The project supported the PHFAs to establish offices, including providing vehicles and training staff (e.g., 

administrative, financial, and accounting). The project also advocated and encouraged RHBs to support the 

associations and engage them in planning, reviewing, and monitoring health activities in the private sector. 

However, the degree of acceptance of and commitment to engage the associations varied by RHB. 

 
2 Monitoring data was not available for year 5 beyond the first two quarters during the time of this analysis. As such, for some 

analysis, year 5 data were not included. 
3 Seven regional and one national PHFA. 
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In the HFA, 65 percent of the 106 PHSP-supported PHFs surveyed in late 2020 reported belonging to some type 

of PHF network or group. About half of the PHFA members reported paying membership fees. Among the 

PHFA members, about 40 percent thought that the PHFA was an important organization, 60 percent noted that 

the PHFA was highly or medium functional, and 43 percent mentioned receiving training from the PHFA as a 

benefit of being a member, whereas 20 percent did not perceive any tangible benefits. 

Increased private health sector access to resources: In 2011, during the PHSP’s predecessor project, USAID 

committed US$13.4 million through the USAID Development Credit Authority (DCA) to two Ethiopian banks: 

Bank of Abyssinia S.C. and NIB International Bank S.C. The PHSP provided technical assistance and trained 29 

bank branch managers and credit officers. Fifty-five PHFs received support for loan applications and 42 PHFs 

received loans. The PHFs benefited from the guidance received and they were able to conduct financial analyses 

to identify which service areas were yielding a high profit (for example, laboratories vs. outpatient vs. inpatient 

services).  

 Improved enrollment and practice of accreditation among PHFs: The PHSP’s predecessor project supported 17 

private facilities providing TB diagnosis and HIV treatment and care services to enroll in the Stepwise Laboratory 

Improvement Process Towards Accreditation (SLIPTA) and the International Organization for Standardization 

(ISO) accreditation. The PHSP initiated support to an additional 14 private laboratories. The activity stopped due 

to the termination of PEPFAR funding.  

Enhanced supply chain management: Due to enrollment in the IPLS, the PHFs providing PPM received free 

drugs and supplies for FP, HIV, malaria, MNCH, and TB services. In the HFA, 65 percent of the PHFs providing 

FP services mentioned WoHOs as their source for contraceptive commodities. Stockouts were high at the PHFs 

providing malaria services (34% for chloroquine and 58% for artesunate in past six months).  

Project Purpose 4: Program learning and innovative ventures enhanced for the private health sector 

• Malaria clinics for mobile and migrant workers: The PHSP collaborated with the RHBs in Amhara, 

Benishangul-Gumuz, Gambella, and Tigray to establish 23 temporary clinics and to provide malaria 

diagnosis and treatment services to seasonal and MMW on farms in high malaria transmission areas. 

This initiative provided services to 74,000 people between Year 4 (Q2) and Year 5 (Q2).  

• Maternal Prenatal Death Surveillance and Response (MPDSR): The project piloted the MPDSR at 18 

PHFs in Addis Ababa, demonstrating its feasibility, and developed standard operating procedures (SOPs) 

for MPDSR at private facilities. In the HFA, 11 of 13 PHFs implementing the MPDSR reported that they 

had a trained MPDSR focal person and SOPs, and 11 reported an established rapid response team. 

• Provision of ART services at specialty clinics with no pharmacy services: After almost seven years of 

advocacy, the PHSP established ART services at specialty private health clinics with no pharmacy 

services, which served as the basis for the PHSP PPM-HIV program.  

The Most Successful Strategies 

Establishment of government policies, procedures, and structures: The PHSP’s efforts to codify the GOE’s policies, 

procedures, and structures ensures sustainability. The national PPPH framework, guidelines, and operations 

manual demonstrate the government’s commitment to PPPs in health and will continue after the LOP. 

 

Inclusion of private health sector in government systems: The PHSP’s efforts to include the private sector in 

government systems ensured some sustainability after the project closed out, notably the inclusion of PHFs 

providing PPMs in the IPLS, the regional laboratory EQA system, the sample transportation and referral system, 

and routine reporting to the RHBs for the national HMIS/DHIS2.  

Fostering private-public relationships and building trust: The PHSP and its predecessor project conducted extensive 

advocacy and facilitation with the FMOH and relevant stakeholders to make the process of engaging PHFs 
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formal and sustainable. This prolonged and sustained effort created a conducive environment in the FMOH, 

which now has a more positive view of the private health sector as partners. 

Building ownership of RHBs and sub-regional offices: The PHSP worked in close collaboration with the RHBs and 

sub-regional offices, collaborating with them on the capacity building process for the PHFs, including training, 

refresher training, mentoring, and joint supportive supervision (JSS). This continuous joint approach from the 

early stage of the project gave the RHBs ownership of the engagement with PHFs.  

Remaining Challenges 

PPPH structures and systems are not fully self-sustaining: The PPPH unit is in its early stages and relies on donor 

support, but progress has been made in defining the PPPH strategic framework, implementation guidelines, and 

operations manual.  

Weaknesses in the integration of the private sector in existing government systems: Low coverage of PHFs in the 

EQA program, inefficiencies in the laboratory sample transport and referral system, the uneven reliability of drug 

and commodity supplies (especially for malaria), and incompleteness of reporting to the HMIS, are ongoing 

challenges.  

Interested, but overburdened and underfunded government structures for private sector engagement at regional and 

local levels: The RHBs and sub-regional offices were involved in the capacity building, mentoring, supervision, and 

monitoring of the PHFs. However, there were concerns that the RHBs were too overburdened and underfunded 

to be able to continue to provide robust support to the PHFs after the end of the PHSP.  

Ongoing tension in private-public sector working relationship: During the PHSP, the working relationship between the 

public and private sectors improved, but tensions and reservations about working together still exist in certain 

technical and geographic areas. 

Misaligned incentives for the provision and continuity of services at PHFs: Although the PHSP-supported PHFs 

appreciated receiving current and cutting-edge training on treatment protocols and access to free medicines, the 

majority of the PHFs are for-profit enterprises. The cost structure of the PPM specifies free treatment. The PHSP’s 

experiences, and specifically, the PHFs that were supported, should be analyzed to develop better aligned 

incentives for the PHFs’ profit in future projects or initiatives.  

Ongoing challenges in delivering quality services: There was an overall increase in the provision of quality 

diagnostics and/or services for TB, malaria, FP, and MNCH in the private sector. However, the provision of high-

quality services requires ongoing training and support. The gains achieved are threatened by high staff turnover, 

and insufficient training, mentoring, and supervision.  

Variable capacity of PHFAs to engage and self-sustain: To increase sustainability, the PHSP aimed to build the 

organizational and technical capacity of the PHFAs through the allocation of resources and technical support. 

The outcomes of this support and the functioning of PHFAs remained variable, and their functioning diminished 

after the suspension of PEPFAR funding.  

Innovative ventures—promising, but resource intensive: There are opportunities to build on the innovative 

approaches but the ventures are resource intensive.  

Opportunities for loans and financial support from banks, but a difficult process: The DCA endeavor demonstrated that 

when options for loans and financial support were made available, some PHFs benefitted from the opportunities. 

The application process needs to be more user friendly, and the options for collateral should be reasonable to 

encourage PHFs to apply for loans and financial support.  
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Recommendations 

Improve the Policy Environment 

All stakeholders, including the government, donors, and partners, should continue to advocate and promote 

government ownership and acceptance of working with the private sector at federal, regional, and lower levels. 

➔ All stakeholders should continue the dialogue, advocacy, and networking for private-public health sector 

engagement. Private sector engagement (PSE) has increased in the health sector, through a long and 

continuous process of dialogue and advocacy with relevant parties, backed by evidence (where possible) 

and expert opinions, which should continue. 

➔ Development partners should continue acting as intermediary agencies to support the FMOH and RHBs 

to engage the private health sector until it is fully operating as part of the national health system.  

➔ With financial support from donors, intermediary agencies/partners should continue to support the 

PPPH unit and the PPPH technical working group (TWG), including resource mobilization for PPP 

initiatives through government (i.e., budgeting) and external sources.  

➔ The government should consider establishing a dedicated PPM unit in the FMOH organizational 

structure and foster linkages between the PPPH unit and PPM supported by other FMOH programs.  

➔ The government and its partners should continue to support the ongoing implementation of the TB, 

malaria, and RMNCAH PPM. The PHSP supported only a handful of PHFs (less than 10% of the 

estimated PHFs in the country), but its work demonstrated that there is demand for services at the PHFs. 

➔ The government and its partners should leverage evidence from the successful PPM programs for TB and 

malaria to further demonstrate the need for PPP.  

➔ The federal government and its partners should strengthen support for the RHBs to develop PPPH 

structures and implementation plans. Despite the RHBs spearheading PSE in health, they currently do 

not have any formal frameworks to guide them in their PPM efforts. As such, it is essential to have a 

regional-level framework that aligns with the federal-level PPPH policies and guidelines. 

➔ Partners should support the strengthening of regulatory bodies and improving the regulatory 

environment. Ownership of regulatory responsibilities for the private sector has shifted from the EFDA 

to the FMOH and further capacity building of the new unit is required.  

Improve and Increase Access to Quality Services 

➔ The RHBs should continue to include PHFs in training, mentoring, and supervision activities. 

Government, donors, and partners can identify mechanisms to mobilize resources to strengthen training, 

mentoring, and supervisory support f provided by the RHBs. 

➔ All stakeholders should collaboratively develop mechanisms and approaches to ensure a high quality of 

care (e.g., reduction in cesarean sections), balanced with financial incentives. PHFs are ultimately profit-

generating entities. There needs to be strong monitoring of the PHFs to ensure their adherence to quality 

service delivery standards.  

➔ The RHBs and local health offices should develop and foster the linkage of PHFs with communities and 

public referral facilities.  
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Strengthen the Private Healthcare System 

➔ The RHBs and local government should continue to strengthen support for the inclusion of the private 

health sector in government systems (EQA program, lab sample transport and referral system, 

IPLS/supply chain, and HMIS).  

➔ Donors, government, and partners should continue strengthening the PHFAs and other associations. The 

PHSP engaged and strengthened the PHFAs. Future partners should support further strengthening of the 

organizational, technical, and financial capacity of the PHFAs.  

➔ Donors and partners should consider alternative financing/incentive mechanisms for PSE to encourage 

PHFs. Stakeholders should explore mechanisms for incentivizing PHFs to provide public health services, 

such as community-based health insurance, which balances equity for recipients of services with 

incentives and/or marginal profits for providers. 

➔ Donors and partners should continue their support for the currently enrolled banks and additional banks 

to provide loans to the PHFs in their efforts to expand their infrastructure, services, and portfolios. They 

should also continue to support financial education and loan processing for the PHFs. 

Scale-Up Innovative Approaches 

➔ The government and partners should support inclusion of the workplace approach in the national malaria 

program and the PPM-malaria; this approach should continue.  

➔ The government and partners should work to scale up the MPDSR at all PHFs providing MNCH 

services.  

➔ With support from partners, the government should finalize the PPM for HIV/ART to ensure 

implementation of ART services at PHFs without pharmacies. 
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Introduction  

Background  

Ethiopia is the second most populous country in Africa and has one of the continent’s fastest growing 

economies. The population was more than 112 million people in 2019, with 78 percent of Ethiopians living in 

rural areas of the country. Ethiopia is divided administratively into regions, zones, Woredas (districts), and 

kebeles (wards). The parts of the country with the highest population density are in the central and north 

highland areas, and the lowest density in the east and southeast (World Bank, 2020; Central Intelligence Agency, 

2020). Much of Ethiopia’s health infrastructure was destroyed during a civil war from 1974 to 1991. Following 

the civil war, increased political stability allowed for economic growth and health system development (Tiruneh, 

et al, 2020).  

In the current health landscape, some of the most pressing issues in Ethiopia are HIV, TB, and malaria, 

accounting for a combined 85 percent of the country’s disease burden (Tiruneh, et al., 2020; Misganaw, et al., 

2017). Overall, the country has favorable health and mortality indicators compared with other countries in sub-

Saharan Africa, except for its high maternal and neonatal maternity rates (Global Financing Facility, 2019; 

Misganaw, et al., 2017). In 2017, the maternal mortality rate was 401 per 100,000 live births, ranking Ethiopia 

twenty-sixth in the world for this indicator (Central Intelligence Agency, 2020). However, this figure represents a 

71 percent decrease from the 1990 rate of 1,250 deaths per 100,000 live births. In addition to improvements in 

maternal health, HIV prevalence decreased and the number of patients on ART increased. Between 1990 and 

2015, the malaria incidence and death rates decreased by 73 percent and 81 percent, respectively, and the 

incidence of TB decreased by 54 percent (Assefa, Van Damme, Williams, & Hill, 2017). 

The implementation of a comprehensive health development strategy, and increased health expenditures and 

investment are two factors contributing to improvements in Ethiopia’s health and mortality indicators (Assefa, et 

al., 2017). There has also been increasing demand for health services as the population has grown. Leadership 

and direction of the health sector primarily comes from the FMOH at the national level, but the Ministry of 

Finance and the Prime Minister’s Office are also involved. At the regional level, the RHBs play a key role in 

shaping health policies and regulations (Global Financing Facility, 2019). 

Several FMOH policies and programs have directed Ethiopia’s health sector performance. Four HSDPs (I–IV) 

were implemented between 1997 and 2015, each lasting five years. Each iteration of the HSDP focused on 

specific priorities, including disease prevention, decentralizing health services delivery, increasing national health 

spending, and strengthening nongovernmental organization collaboration (Wamai, 2009; The Federal 

Democratic Republic of Ethiopia Ministry of Health, 2015). The GOE developed the HSTP to continue the 

work started under the HSDPs and set new goals for the period 2015 to 2020. The HSTP is the first phase of a 

20-year health strategy called “Envisioning Ethiopia’s Path to Universal Health Care through Strengthening of 

Primary Health Care,” and is part of the country’s second Growth and Transformation Plan (The Federal 

Democratic Republic of Ethiopia Ministry of Health, 2015). The primary focus areas are described as 

transformation agendas. They include “transformation of quality and equity of healthcare, Woreda 

transformation, a movement towards compassionate, respectful, and caring health professionals, and 

information revolution” (The Federal Democratic Republic of Ethiopia Ministry of Health, 2015, p. 11). The 

FMOH obtained input from the private sector, universities, professional associations, development partners, and 

other government sectors to shape the HSTP.  

The HSTP mentions the role of the private sector in healthcare in terms of enhancing good governance, 

improving the development and management of human resources for health, collecting, and managing health 

data, and monitoring sector performance. The JCF, which is the governance body tasked with overseeing the 

implementation of the HSTP, lists the private sector as a member. The FMOH’s Policy and Planning Directorate 

serves as the Secretariat for the JCF and the HSTP, and the FMOH is the chair (The Federal Democratic 
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Republic of Ethiopia Ministry of Health, 2015). Although the plan gives increased attention to private health 

sector engagement, it does not define the composition of the private health sector. Inconsistent definitions of the 

private health sector, and the fact that data are not always disaggregated by source between the public and 

private sectors, make it difficult to understand the true role of the private sector in Ethiopia’s health system. For 

example, the National Health Accounts survey reports include private-not-for-profit, private-for-profit, and 

traditional healers in the private sector. However, the 2016 Ethiopia Demographic and Health Survey reported 

only private-not-for-profit organizations. Neither report included faith-based organizations separately nor did 

they consistently disaggregate the data (Global Financing Facility, 2019). 

USAID’s Private-Sector Engagement Policy defines the private sector as including for-profit, commercial 

entities; financial institutions and investors; business associations and cooperatives; enterprises of all sizes that 

operate in the formal and informal sectors; local, regional, and multinational businesses; and for-profit income 

generating approaches (USAID, 2020). In Ethiopia, the private sector owns about 27 percent of the total number 

of health facilities, or approximately 7,300 facilities, which includes hospitals, clinics, laboratories, commercial 

enterprises, etc. (The Federal Democratic Republic of Ethiopia Ministry of Health, 2017). The public sector 

owns the remaining 73 percent—more than 28,000 health facilities. The PPM of facilities is not equitable, in 

terms of the breakdown in ownership between the public and private sectors or the distribution of health facilities 

across the country. Oromia has about 40 percent of the country’s total health facilities. In Addis Ababa, 94 

percent of the health facilities are private, and the total number of PHFs was 1,796 in 2016/17 (Global Financing 

Facility, 2019).  

Ethiopia has made achievements and faced challenges in its mixed healthcare delivery system. In 2017, the 

MOFEC published the Public-Private Partnership Policy, which outlined the need for private sector involvement 

in all sectors for economic growth, increased innovation, improved quality, and reduction in delays in service 

delivery. PPPs are “defined as long-term agreements between a Contracting Authority and a third party where: 

the third party provides or contributes to the provision of a Public Service Activity; the third party receives a 

revenue stream for providing such service [...]; and this revenue stream must be based on the availability and 

quality of the contracted service” (MOFEC, 2017, p. 11). The policy also announced the establishment of a 

PPPH Unit to be based in the MOFEC to manage and support PPP projects.  

Despite the government’s increased interest in promoting coordination and engagement between the public and 

private sectors, there is no defined strategy outlining how and where the private health sector should be engaged. 

Many of the PPM partnerships that exist are relationship-based and informal. The private health sector remains 

relatively small, with approximately 20 percent of total market share, and encompasses a range of actors, each 

with different roles, interests, and challenges (Global Financing Facility, 2019). Data about the private sector’s 

role in healthcare are often incomplete, and the decentralization of data makes it challenging to look at health 

sector data in their entirety. 

To advance the potential of the private sector in Ethiopia, USAID/Ethiopia awarded a five-year Cooperative 

Agreement (October 2015–October 2020) to Abt Associates Inc. for the PHSP. The PHSP’s main goal was to 

ensure that the private sector contributed to the mitigation of diseases of public health importance. In 2020, 

USAID asked D4I to evaluate the PHSP’s achievements, challenges, and sustainability to inform future 

investments in strengthening the private health sector. This report presents the methodology, findings, and 

recommendations from the D4I evaluation.  
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Overview of the PHSP 

The PHSP provided technical assistance to enable the GOE and its institutions (FMOH; Regional and City 

Administration Health Bureaus; FMHACA; Ethiopian Public Health Institute [EPHI]; Ethiopian 

Pharmaceutical Supply Agency [EPSA]4; private health sector; and local banks) to effectively partner with the 

private health sector to deliver high-impact public health interventions.  

Public-Private Mix: Core Concept and Strategy 

Before launching the PHSP in 2015, Abt Associates implemented two previous USAID-supported projects that 

built the foundation and groundwork for the current PHSP (Private Health Sector Project, 2020). The PHSP’s 

fundamental approach and that of the preceding two projects was the concept of the PPM model. The 

predecessor projects’ pilot phase adapted the model from the World Health Organization’s (WHO) directly 

observed therapy, short course (DOTS) for TB (WHO, 2003). The objective was to guide a strong public and 

private partnership that would lead to maximizing 

the private sector’s contribution to the 

achievement of the GOE’s health goals. WHO’s 

model demonstrated different ways to conduct 

PPP. The main features of the WHO’s model 

focus on having a national PPM guideline; a 

memorandum of understanding (MOU) between 

government agencies and private sector entities; 

and support from the public sector (either national 

or local) for training, defaulter management, drug 

supplies, monitoring, etc. (Private Health Sector 

Project, 2020; PHSP staff interviews, 2020). 

 

The PHSP facilitated and supported the 

development of subsequent PPM guidelines in 

other priority health areas to serve the same 

purpose of building a strong PPP. According to the 

review of PHSP documents and KIIs, the PHSP’s 

role as an external agency was to work as a 

“broker,” building collaboration among different 

government institutions, including the FMOH, 

RHBs, and PHFs; defining responsibilities among 

the partners; and formalizing the partnership 

through MOUs. Appendix A summarizes 

USAID’s support to the private health sector in 

Ethiopia between 2004 and 2020 under both the 

PHSP and its predecessor projects.   

Funding and Geographic Footprint of the PHSP 

The PHSP received $24.5 million and worked with 

862 PHFs over the LOP. The project supported HIV/AIDS, TB, MNCH, and FP activities with funds from 

PEPFAR; USAID funding supported activities for TB, FP, and MNCH. Geographic coverage was in five 

regions (Oromia, Amhara, SNNPR, Tigray, and Harari) and two city administrations (Addis Ababa and Dire 

 
4Previously known as the Pharmaceutical Funds and Supply Agency. 

Box 1. PHSP goal, purposes, and sub-purposes 

Project Goal: To contribute to the mitigation of the 

impact of diseases of public health importance 

Project Purpose 1: Enabling environment for private 

sector engagement in health improved 

1.1: Improved supportive policy and legal frameworks  

1.2: Enhanced oversight and implementation of 

PPPH 

1.3: Strengthened capacity of regulatory bodies  

Project Purpose 2: Access to quality services for 

diseases of public health importance increased  

2.1: Increased demand creation 

2.2: Increased uptake of services 

2.3: Enhanced implementation of quality 

management strategies of PHFs 

2.4: Strengthened referral linkages  

Project Purpose 3: The private healthcare system 

strengthened  

3.1: Enhanced capacity of local institutions 

3.2: Increased access to resources  

3.3: Improved enrollment in accreditation 

3.4: Enhanced supply chain management and 

rational drug use  

Project Purpose 4: Program learning and innovative 

ventures enhanced for the private health sector  

4.1: Improved evidence-based decision making  

4.2: Strengthened HMIS implementation  

4.3: Innovative ventures 
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Dawa). The President’s Malaria Initiative provided support for malaria activities in seven regions: Oromia, 

Amhara, SNNPR, Tigray, Gambella, Afar, and Benishanguil-Gumuz. Box 1 gives the PHSP’s goal, purposes, 

and sub-purposes.  

Implementation Strategies 

The PHSP’s principal implementation strategy focused on developing and implementing the PPM for diseases of 

high public health importance. Although the project facilitated partnerships with various government entities, the 

key partners in implementing the PPM were the FMOH, RHBs, and seven regional PHFAs. At the federal level, 

the PHSP concentrated on creating an enabling policy environment to effectively integrate the private sector. The 

PHFAs’ involvement focused on their undertaking many of the functions performed by the project, including 

training and mentoring private sector providers, advocacy for the private health sector, dialogue with the public 

sector, and assuring the quality of service delivery. 

Figure 1 presents the PHSP’s conceptual framework for its implementation strategies, which guided the 

development of questions and tools for this end line evaluation. 

Figure 1. PHSP conceptual framework for its implementation strategies  

Source: Private Health Sector Project Ethiopia, 2020 
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Methods  

Purpose of the Evaluation 

The purpose of this evaluation was to document and learn from the PHSP’s experiences, achievements, and 

challenges; to provide insight on the reach, relevance, implementation, effectiveness, and potential sustainability 

of the PHSP’s intervention strategies implemented to date; and to inform USAID on future investments for 

strengthening the private health sector in Ethiopia. 

Study Setting and Design 

The evaluation used a mixed methods, end line only cross-sectional design without comparison areas. It focused 

on the national level and on the regions where the PHSP implemented programming in the private sector, as 

described above. The mixed methods approach relied on collecting, analyzing, and triangulating several types of 

data (e.g., quantitative, qualitative, primary, and secondary) from multiple sources (e.g., documents, stakeholders, 

experts, and PHFs). Table 1 maps the evaluation questions and methods. The evaluation team collected data 

through document reviews, KIIs, and a HFA, which is described below. D4I collected data in partnership with the 

ACIPH in Addis Ababa, Ethiopia. Due to the COVID-19 pandemic, all primary data collection was conducted 

remotely. A secondary analysis of program monitoring data examined the project’s achievements and trends.  
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1. To what extent has the project achieved its 

three primary purposes: (1) an improved 

enabling environment; (2) increased 

access to quality services; and (3) a 

strengthened private healthcare system? 

• What were the major achievements of each 

primary purpose? 

• What were the implementation/management 

challenges faced and how did the project 

address them?  

• Do stakeholders perceive the achievements as 

sustainable/not sustainable? 

• What evidence suggests that improvements may 

or may not be sustainable? 

    

2. How were the project’s learning and 

innovative ventures developed and used 

during project implementation and how 

will they continue to be used after the 

project?  

    

3. What strategies did the PHSP use to 

ensure sustainability? 

• Which strategies were most successful or are 

most promising?  

• What are the remaining challenges and 

opportunities for ensuring sustainability of the 

gains achieved in strengthening the private 

health sector? 

    

Table 1. Evaluation questions and methods 
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4. What areas need further improvement for 

strengthening the private sector?  
    

5. What lessons from the PHSP should 

inform USAID decisions for ongoing and 

future investments in strengthening the 

private health sector in Ethiopia?  

 

    

 

Sampling, Data Collection, Analysis, and Quality Assurance 

Document Review 

The evaluation team reviewed key documents provided by USAID and the PHSP, such as quarterly, annual, and 

EOP reports, workplans, and technical proposals. The documents were reviewed to identify the project’s 

activities, approaches, achievements, and challenges. The evaluation triangulated this information with primary 

data and information from the secondary analysis of quantitative indicators.  

Key Informant Interviews  

The evaluation team conducted KIIs with different stakeholders at national, regional, and facility levels to 

understand the experiences of and perceptions about the PHSP’s activities, achievements, gaps, and challenges to 

achieving its purposes. Lasting approximately 40 to 60 minutes, the KIIs also sought to examine the sustainability 

of PHSP’s approaches and strategies and to identify issues with sustainability. Key informants were purposively 

selected—in coordination with USAID/Ethiopia, PHSP leadership, and other stakeholders—to represent 

stakeholders involved with the PHSP at national, regional, and local levels. Key informants were eligible if they 

had been at their post for at least six months and were familiar with the PHSP’s activities. Interviews with 50 key 

informants were conducted during July through October 2020, including representatives from the FMOH (5), 

RHBs (6), PHFAs (6), PHFs (15), PHSP staff (6), DCA (3), DCA beneficiaries (2), farm owners (3), and 

regulatory bodies, such as the Ethiopian Medical Laboratory Association (EMLA)/EPHI/EPSA (4). Appendix B 

lists the KIIs, by category of respondent. 

The team developed open-ended, semi-structured KII guides and translated them into Amharic. A one-day session 

trained research assistants (RAs) in the evaluation objectives, study tools, human subjects’ protections, and 

refreshed their interviewing skills. Tools were revised based on a pilot test. The RAs conducted KIIs in Amharic 

via telephone after obtaining consent, took notes, and recorded all interviews with the permission of the 

participant. The team also conducted some in-person interviews in English, mainly with PHSP staff and 

government bodies, with proper COVID-19 precautions followed. The in-person interviews were likewise 

recorded and transcribed. In cases where responses were not clear or there was need for further information based 

on the ongoing analysis, the team followed up with participants for clarification, mainly with phone calls. The 

qualitative research team translated and transcribed all the interviews in English. The training and close 

supervision of the interviewers and regular debriefs ensured the quality of the data. D4I arranged and analyzed the 

data by different level of KIIs (FMOH, RHBs, PHFAs, PHFs, etc.) using a framework developed based on the 

project’s purposes and by applying broad key themes (achievements, challenges, gaps, sustainability). The team 

also triangulated and clarified the KIIs’ perceptions and explanations using available documents and secondary 

data.  

Health Facility Assessment 

The evaluation team conducted a HFA from mid-October to November 2020 at PHFs that were systematically 

selected to represent different categories, including all PHSP regions, types of health facilities, and supported 
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service areas (TB, malaria, MNCH, and/or FP). The HFA collected data from 106 PHFs out of a total of 332 

PHFs supported by the PHSP at the end of Year 5. The evaluation team selected the PHFs proportional to the 

total number of PHFs in each service area to ensure generalizability. The team used a pretested, structured 

questionnaire, which was uploaded onto a tablet using open data kit software. The team collected data from seven 

regions5 and Addis Ababa. Topics covered in the questionnaire were general information about the types of 

services provided by the health facility; the kinds of support received from the PHSP, including details on training, 

supportive supervision, mentorship, JSS; and information on the different program areas, stockouts of drugs, the 

cost of services, etc. The team conducted all interviews via telephone in Amharic. Bilingual experts translated the 

English questionnaire into Amharic.  

Research coordinators, selected because of their familiarity with the private health sector program, scheduled the 

interviews with the PHFs ahead of time. Six RAs (two male and four female medical doctors) conducted the 

phone interviews. The RAs understood the private and public health delivery system and had experience in 

collecting survey data. To ensure data quality, the D4I and ACIPH team conducted a three-day training for the 

RAs to provide an orientation on the evaluation and on the survey tool and approaches used, interview 

techniques, ethical considerations, and the use of tablets. Close supervision was done during the data collection 

period, including direct supervision (listening) to some of the interviews and daily checks of the completed data 

for consistency and completeness.  

On completion of the data collection, the team conducted data cleaning using STATA version 14 software, 

applying logic checks and running frequencies. Data analyses were also done in STATA and included simple 

descriptive statistics, mostly bivariate tables by areas of interest. 

Secondary Data Analysis  

All PHFs supported by the PHSP report indicators and data elements outlined in the PHSP Performance 

Monitoring Plan to a regional and central project database. The PHSP shared the database with the evaluation 

team. Secondary data analysis of these data examined key output and service delivery indicators for overall 

achievements and trends over the past five years, disaggregated by region, sex, and level of facility, where 

possible, to determine whether there were potential gender-related patterns.  

Limitations of the Evaluation Methods  

This evaluation has several limitations, some related to the design and nature of working with the private sector, 

and others likely related to the global COVID-19 pandemic and ongoing security issues in Ethiopia.  

 

Issues of attribution: Given the cross-sectional nature of this end line evaluation and the lack of temporal or 

geographic comparisons, there is no way to attribute any observed changes or trends solely to the project’s efforts.  

Remote data collection: Most key informant and HFA interviews were conducted over the phone due to the 

COVID-19 pandemic, limiting the interaction between the interviewers and participants. It is likely that this 

contributed to less detailed qualitative data because the interviewers were not able to read body language or 

establish as much trust with participants. Some informants, after agreeing to be interviewed, could not be reached 

(did not answer calls) but did not explicitly refuse to be interviewed (five KIIs). Other respondents agreed to be 

interviewed but kept shifting their schedules—perhaps due to the uncertainties around COVID-19 and 

insecurity—leading to delays.  

Registers/report verification: Due to the remote data collection, it was difficult to verify or check some of the 

responses, such as the availability and quality of records/registers, completeness of records, and the availability of 

drugs and supplies. The HFA teams requested pictures of some records (TB unit registers, ANC registers, malaria 

 
5 Afar, Amhara, Beninshangul Gumuz, Gambella, Oromia, SNNPR, and Tigray. 
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registers, etc.). However, only a small number of health facilities sent pictures, and the pictures did not always 

capture the extent of reporting. These records sent from the PHFs as pictures were not included in the analyses.  

Intermittent communications and Internet outages: Communications and Internet outages, related to insecurity 

in July and November of 2020, resulted in delays in the implementation of the evaluation and a decision to 

suspend remote data collection for the HFAs among PHFs in the Tigray region in early November 2020.  

Political instability in the northern region: Unrest and political instability in the northern part of the country 

affected remote data collection during the HFA in the Tigray region. 

 

  



  Ethiopia PHSP End Line Evaluation   31 

Results  

This section presents the key results by the evaluation questions, with certain questions further organized by the 

PHSP’s purposes. Secondary analysis of program monitoring data is presented in the appendices.  

Evaluation Question 1. To what extent has the project achieved its three primary purposes: (1) an 
improved enabling environment; (2) increased access to quality services; and (3) strengthened 
private healthcare system? 

This section addresses evaluation question 1 about the PHSP’s 

achievements and the related secondary questions given in Box 

2. For each primary project purpose, the report describes the 

approaches, activities, and achievements; the challenges; and 

the perceptions and evidence of sustainability. To ensure that 

the report is concise, the project’s sub-purposes are not 

presented separately because they often acted synergistically to 

achieve the purpose. However, they are noted in the text.  

Project Purpose 1: Enabling environment for private sector 

engagement in health improved 

Because they are interrelated, this section covers all sub-

purposes under project purpose 1, including: (1.1) improved 

supportive policy and legal framework; (1.2) enhanced oversight and implementation of PPPH; and (1.3) 

strengthened capacity of regulatory bodies. Overall, PHSP strengthened the enabling environment, but challenges 

and gaps remain. 

Approaches and Activities  

In 2012, an external evaluation team conducted a midterm assessment of the project preceding the PHSP. A key 

recommendation was that future projects—building on the experience working and engaging with the private 

sector—should try to influence the development of policies and 

strategies through advocacy and forums at national and 

regional levels to facilitate an enabling environment for a 

sustainable public-private health sector partnership. 

Recognizing the gaps in the policy environment, the PHSP 

focused on strengthening a supportive policy and legal 

framework and enhancing oversight and implementation of 

PPPH for the engagement of the private health sector. 

 

A key goal of the PHSP to improve the enabling environment 

was to increase the capacity of the FMOH to provide better 

stewardship of the private sector, including policies to enable 

PHFs to expand their service offerings, and of the RBHs and 

the WoHOs/THOs to monitor the quality of those services and 

the operating environment. Box 3 lists the key PHSP activities 

to achieve project purpose 1. The PHSP facilitated and brokered dialogue between the FMOH and other key 

stakeholders, including the EFDA, EPHI, EPSA, DCA (banks), and RHBs to achieve these goals.  

Box 2. Secondary evaluation questions 

under question 1 

What were the major achievements for each 

primary purpose?  

What were the implementation/management 

challenges faced and how did the project 

address them?  

Do stakeholders perceive the achievements as 

sustainable/not sustainable?  

What evidence suggests that improvements 

may or may not be sustainable? 

Box 3. Key activities to achieve project 

purpose 1 

• Identification of gaps in existing policies 
through an assessment. 

• Advocacy with the FMOH and other 
stakeholders for inclusion of the private 
sector in the public health system.  

• Seconding staff to provide technical 
assistance. 

• Implementation of new and strengthening of 
existing structures to support PPPH at 
national and subnational levels. 

• Technical assistance to develop PPM 
implementation guidelines. 

• Facilitation of dialogue between key 
stakeholders.  
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Achievements  

Structures to strengthen PPPH implementation (sub-purposes 1.1 and 1.2): The PHSP supported the FMOH to 

establish a PPPH Unit in the Partnership and Collaboration Directorate in 2018 to strengthen the implementation 

of the 2013 PPPH strategic framework. The PHSP also seconded staff at the Partnership and Collaboration 

Directorate to facilitate the process and helped stakeholders—such as the Medical Association of Physicians in 

Private Practice Ethiopia, the national PHFA, the Private Hospitals Association, and the FMOH Director 

General’s office—to establish a PPPH working group (platform) to facilitate private-public dialogue. The PPPH 

Unit was responsible for leading the development of the PPPH implementation guidelines (including an 

operations manual and user guide) by conducting consultative workshops with stakeholders, establishing TWGs, 

and identifying key areas for PPPH engagement. The PHSP also supported the FMOH to carry out an assessment 

at 11 tertiary-level public hospitals in Addis Ababa to identify priorities for PPPH to improve tertiary and 

diagnostic services. Figure 2 shows the timeline of milestones in PPPH and PPM from 2005 to 2020. 

 

The overall vision and role of the PPPH Unit and the working groups is beyond the scope of work of the PHSP, 

which mainly focused on specific services (TB, HIV, malaria, FP, MNCH) and a limited number of PHFs. In 

terms of resource mobilization, the Partnership and Collaboration Directorate prepared solicitation requests for 

PPPH priorities identified and the PPPH TWG engaged the World Bank’s Global Financing Facility for Women, 

Children and Adolescents to conduct an assessment of the private sector in Ethiopia (Global Financing Facility, 

2019).  

 

The project also supported the FMOH to prepare supporting documents to justify the rationale for implementing 

PPP projects in the health sector using the national PPP proclamation. Led by the MOFEC, the PPP 

proclamation is a procurement mechanism that focuses on transferring risk and liability from the public to the 

private sector. The FMOH had to advocate for and justify PPPH because the national PPP proclamation and its 

policy focus on infrastructure-related PPP projects. The PPP proclamation tends to give less attention to PPPH 

because of the lesser investment cost of and focus on improving access and quality of health services using 

government infrastructure (hospitals, health centers, and/or laboratories).

http://repository.iifphc.org/bitstream/handle/123456789/216/Public%20Private%20Partnership%20in%20Health.pdf?sequence=1&isAllowed=y
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Figure 2. Timeline of milestones in PPPH and PPM 
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PPM implementation guidelines for priority health areas 

(sub-purpose 1.1): A key approach of the PHSP was to 

employ PPM to ensure that government and the for-profit 

private sector worked together efficiently and effectively. The 

PPM implementation guidelines outline comprehensive 

approaches on how the private healthcare sector can 

collaborate with the public sector to deliver standardized 

high-quality services. The guidelines lay out the roles, 

responsibilities, coordination, communication, and 

management of stakeholders involved in PPM, and stipulate 

that PHFs should abide by national clinical guidelines. The 

FMOH, RHBs, local health offices, government laboratories, 

regulatory bodies, government health facilities, and PHFs 

were key stakeholders. The project preceding the PHSP 

provided support to the FMOH for the second revision of the 

PPM-TB implementation guidelines and the development of 

guidelines for other priority program areas, such as FP, 

MNCH, malaria, etc. Figure 2 shows the key PPM 

milestones. The PHSP also supported the FMOH to develop, 

revise, and finalize PPM guidelines, which the FMOH 

formally endorsed in January 2020, including:  

• Through a seconded staff member, the PHSP 

provided support to the National Tuberculosis 

Program to revise and finalize its PPM-TB 

implementation guidelines in 2018 (3rd edition).  

• The PHSP provided advocacy and support to the Malaria Directorate to develop the PPM 

implementation guidelines for malaria. At the time of this end line evaluation, these PPM 

implementation guidelines were pending official FMOH approval.  

• PPM implementation guidelines for HIV were never developed. The PHSP advocated with the FMOH to 

allow specialty clinics to provide ART services, including those clinics without a pharmacy. The FMOH 

shifted the task of handling and dispensing ART drugs from a pharmacist to nurses.  

 

The PHSP provided support to the FMOH and RHBs to implement the PPM guidelines. The PPM guidelines are 

key documents that guide both the public and private health sectors on how the partnership should work 

cohesively. An important component of the guidelines is stating the roles and responsibilities of each stakeholder. 

For example, the guidelines state the overall responsibility of the FMOH in providing leadership and oversight of 

the PPM. The RHBs and local health offices are responsible for selecting the PHFs, for signing MOUs with them, 

for facilitating and ensuring commodities and supplies, providing training, etc. The PHFs are responsible for 

providing services, recording, and reporting, following the referral guidance, etc. Stakeholders at both the regional 

and federal levels appreciated the PPM guidelines (Box 4). 

IPLS incorporated in private health facilities (sub-purpose 1.1,): The PHSP advocated to include PHFs in the 

IPLS to access drugs and supplies for FP, HIV, malaria, MNCH, and TB services. As a result of this advocacy, 

the annual national quantification of drugs and supplies for FP, HIV, malaria, MNCH, and TB the annual 

distribution plan now includes PHFs. The inclusion of PPM facilities in the national IPLS mechanism to access 

program drugs through the EPSA system was one of the enabling policy environment achievements for all PPM 

programs, without which the facilities could not treat their patients. More information about achievements in 

access to drugs and supplies is presented later in this report. 

 

Box 4. Stakeholders’ appreciation of the PPM 

guidelines 

From the many things done by the project, I see the 

preparation of the PPM guidelines for malaria is a great 

contribution because it shows how private health 

facilities should be involved in providing the services. 

Malaria Directorate representative 

The PPP-TB guidelines are a major achievement. 

Before (in earlier phases of PHSP), only the donor-

supported PHFs implemented the PPM DOTS, now the 

government by itself is supporting the PPM DOTS 

activities in many PHFs. 

 RHB representative 

 

We had no PPM-HIV implementation guidelines that 

show the responsibility of private and government 

health facilities. Having these guidelines for (TB, 

RMNCAHRMNCAHRMNCAHRMNCAH) approved is a 

big accomplishment […]. PPM implementation 

guidelines helped us acknowledge the private sector 

contribution.  

RHB representative 
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Private sector included in the national laboratory quality assurance program (sub-purposes 1.1, 1.2, and 1.3): 

PHFs with laboratories offering diagnostic services for HIV, malaria, and TB were included in the national EQA6 

program that ensures the quality of laboratory diagnostics. In 2017, the EPHI decided to include PHFs in its 

National EQA Guidelines and its 20-year vision document. EQA is an important approach to ensure the quality 

of services that the PHFs provide. A PHSP representative noted that including PHFs in the EQA program could 

build trust between the two sectors and the confidence of the public sector in the quality of services offered by 

PHFs.  

 

The majority of PHFs surveyed in late 2020 reported maintaining lab samples for EQA and receiving a visit from 

supervising lab facilities checking the EQA with the last 6 months, as shown in the section below on evaluation 

question 1, project purpose 2. All (100%) reported receiving feedback from the EQA.  

 

Transportation of PHF laboratory samples and 

referral linkages with regional laboratories (sub-

purposes 1.1 and 1.2): The PHSP supported the 

inclusion of the private sector in the national 

laboratory sample transportation system to bring 

laboratory samples (HIV viral load, CD4, Gene Xpert 

testing, and drug-resistant testing for TB) to a network 

of government regional laboratories. PHFs were 

connected to the government postal services to 

transport specimens to the regional laboratories for 

advanced laboratory testing. According to the KIIs 

with PHSP staff, regional laboratory representatives, 

and providers, this referral linkage benefitted service 

delivery and demonstrated the FMOH’s and RHBs’ 

commitment (Box 5). Project purpose 2 below 

discusses more about the functioning of this system in 

the regions. 

 

Revisions to regulatory standards (sub-purpose 1.1 

and 1.3): With assistance from the PHSP, the FMOH 

revised several service quality standards to ensure that 

the regulatory standards were realistic and could be 

applied to PHFs. Based on previous experiences, the 

PHSP identified that the FMOH needed to ensure 

transparent, feasible, minimum standards of quality 

that were applicable to both public facilities and PHFs. The PHSP facilitated coordination among the FMOH and 

the FMHACA (the lead regulatory agency for quality standards) and the PHFAs. This resulted in the FMOH 

revising 20 of 39 health facility regulatory standards (for example, number of rooms, number of trained 

professionals) to reduce onerous regulations for PHFs. Some of the previous regulations did not affect the quality 

of services but precluded a health facility from offering services. For example, in Oromia, the PHSP mediated a 

dispute over the requirement for a certain distance between a health facility and a pharmacy and helped remove 

the requirements. The PPPH working groups supported the revisions to enable private sector participation:  

The requirements or the guideline produced by the FMHACA was highly ambitious, which didn’t consider the 

Ethiopian context (for example, human resources) and it didn’t have the incentives to stimulate the private sector. The 

 
6 Under the EQA program, the PHFs retain samples of lab results (blood film for malaria, sputum smear for TB, blood sample for HIV). 

Experts from the regional laboratories periodically collect a sample from the PHFs and recheck it (blindly). The regional laboratories then 
provide written feedback to the PHFs. 

Box 5. Transportation and referral linkages show 

government commitment to the private sector 

The government committed resources to engage the 

private health sector. For example, transportation of 

samples (HIV,TB, malaria) from the private health facilities 

using the government-funded system (the national postal 

system-based sample referral) to the government 

laboratories. This shows commitment and financial support 

from the government.  

PHSP representative 

[The] government used to consider the private sector as 

just organizations established only for profit, hence there 

was no interaction between those bodies […].We now 

have a well-documented guideline* that contains sample 

referral linkages across regions and national laboratories 

among private and public laboratories.  

Ethiopian Medical Laboratory Association representative 

 

 

 

 

*https://www.ephi.gov.et/images/pictures/download_2011/Guideline-for-

Specimen-Referral.pdf  

https://www.ephi.gov.et/images/pictures/download_2011/Guideline-for-Specimen-Referral.pdf
https://www.ephi.gov.et/images/pictures/download_2011/Guideline-for-Specimen-Referral.pdf
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investment commission is one of the members of the public-private policy dialogue and there were recommendations to 

revise the standards.                                                                                                            FMOH PPPH Unit                                                                                                                               

  

The PHSP also technically and financially supported the FMHACA to develop 29 new health service standards, 

of which 25 were approved by the Ethiopian Standards Agency (Private Health Sector Project Ethiopia, 2020).  

Monitoring and supervision of standards (1.1 and 1.3): At the time of the PHSP’s support, the FMHACA (later 

named the EFDA), monitored and inspected public facilities and PHFs to check compliance with licensing 

standards. The PSHP supported the FMHACA/EFDA to develop and implement a modernized health standards 

monitoring system with digital equipment such as tablets to collect data and connecting to a server, and trained 

the FMHACA/EFDA and local inspectors on the regularity and professional ethics of inspection. Because of the 

reorganization, ownership of regulatory responsibilities has shifted to the FMOH from the EFDA. The RBHs 

have full authority for regulatory oversight, and for licensing and relicensing of all health facilities at the regional 

level.  

Just like the public facilities, we conduct regional supportive supervision of these facilities biannually. We evaluate these 

facilities based on our standardized checklist and provide feedback to the PHFs through concerned zonal, Woreda offices. 

This is how we try to strengthen the PHFs’ engagement.                                             RHB representative 

 

Informants suggested that the PHSP’s support improved compliance by the PHFs and improved the transparency 

of regulatory mechanisms. Ongoing challenges in this area are discussed below. 

Inclusion of PHFs in the national HMIS (Sub-purpose 1.2 and 4.1): The PHSP trained approximately 350 

people at the PHFs in HMIS reporting and arranged with the WoHOs and THOs to provide the PHFs with 

reporting forms. The PHSP also trained the WOHOs and THOs to support the PHFs’ reporting during 

supervision visits. By training PHF personnel and making tools available, the project contributed to a culture and 

standard practice of PHFs reporting routine data to the national system. Over the LOP, the PHSP conducted 

periodic data quality assessments. 

The project has improved the HMIS report. The project works with the MOH and through this they build capacity and 

strengthen the reporting system by providing the monitoring and evaluation tools, and registration and reporting tools. 

They follow the proper usage of the HMIS. Thus, the project contributed to HMIS implementation and/or health 

informatics.                                                                                                                                      RHB representative  

 

The HMIS system, it is good; the private health sector also used the government structure. There are the private health  

sector, PHSP as a project, and the RHBs working together, and the private sector also used it just like the government health 

facility reporting system.                                                                                             PHFA representative 
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Working relationships between the public and private sectors: Key stakeholders, especially at the operational 

level, reported increased trust and better working relationships between the government and PHFs because of the 

various interactions and the PHSP’s efforts. Several government stakeholders mentioned that the lack of trust and 

the perception that the private sector would sell or siphon off the 

subsidized medications were changing; private sector stakeholders 

also noted the “police and thief” dynamic was changing (Box 6). 

There were also better working relationships in the laboratory and 

clinical services, as noted by a stakeholder:  

We used to encounter TB suspects with clear signs and symptoms 

together with clear cut laboratory results showing a positive smear for 

AFB [acid-fast bacilli] and additional radiologic findings, yet when 

we refer those patients to government facilities, they reject our patients 

because they came from a private facility. …Those private facilities that 

participated in the PHSP pilot project received a certificate as evidence of 

our capacity in diagnosing and treating TB. We used to attach a copy of 

this certificate to other government facilities together with the referral 

sheet as proof of our competence. Honestly, this was very humiliating for 

us as professionals. We struggled to reject this system because we are not 

cars that need to hang plates. As long as we diagnose and treat based on 

the protocol provided, we do not need to attach certificates to prove our 

competence. Eventually, we started working harmoniously and that is a 

big deal for us. The PHSP has played an essential role in the overall 

process I just mentioned so far.                                                                                                      

PHF providing TB services 

Challenges  

The PPPH Unit and technical working group are nascent and are 

still not fully supported: The PHSP and its predecessor projects 

spent substantial time advocating and facilitating the FMOH and 

other stakeholders to establish a viable and meaningful PPPH structure. Despite having a PPPH Unit with staff, 

the Unit seemed to be struggling to flourish due to the lack of direction and expertise, and financial constraints. It 

has limited human resources, consisting of one FMOH employee and two seconded staff, who are currently 

supported by the Clinton Health Access Initiative (CHAI) and UNICEF. The PPPH Unit has not yet designed or 

launched any new PPPH project or initiative. As discussed above, government commitment to engaging the 

private sector was evident, such as involving the EQA program, linking PHFs with regional government 

laboratories, and revising burdensome regulations. However, the stakeholders interviewed noted that there were 

persistent gaps in understanding PSE. There was some negative bias toward PSE on the government side, as 

demonstrated by the delay in endorsing the PPM-malaria implementation guidelines. The PPPH Unit noted that 

PSE requires collaboration beyond the health sector, such as with financial institutions, investors, and others, and 

that this was still a novel concept in the country.  

The current PPMs are focused on free social franchising programs, and the health departments in the FMOH lack the 

full understanding of the concept of other modalities of PPPH.                                      PPPH Unit representative 

 

Moreover, given the length of the project (PHSP and its predecessors), the overall PPPH experience was still 

limited to public health programs of high priority.   

Although we have more than a decade experience in PPPH, our experience is limited to the social franchising approach 

for free public health services.                                                                                        PPPH Unit representative 

 

Box 6. Changing perceptions of engaging 

the private health sector  

Even the government did not have trust in the 

private partners. For example, the 

government thought the private partners may 

sell the medicines they are given. The private 

partners thought they would be monitored 

harshly. This was the main problem in the 

lack of trust between the two. This is 

changing. 

 RHB representative 

We have seen behavioral changes among 

government sectors; previously we were like 

the police and a thief with them. PHFs were 

not considered as service providers but as 

thieves and robbers. These things have 

changed in the past five years. Currently 

those misconceptions have [been] reduced…  

PHFA representative 
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Disconnect among PPPH, PPM, and implementation: There was a lack of conceptual understanding about 

PPPH, even among the technical staff from the different ministries that were supposed to support the program. 

The PPPH Unit is under the read Partnership and Cooperation Directorate 

and does not have direct linkages with the FMOH’s PPM programs (i.e., TB, RMNCAH, malaria). As such, the 

PPPH Unit has no engagement with the implementation of PPM program. Another major gap was the lack of 

formal policies or a regulatory framework on PPPH at the regional level, despite the establishment of the PPPH 

Unit at the federal level. All PPM programs (except malaria, which is pending) have endorsement from national 

programs at the FMOH. However, the implementation of PPM activities is done in close collaboration with the 

RHBs because they are the entities that have direct authority over the health facilities. 

Challenges in finalizing the PPM implementation guidelines: Official changes at the State Minister’s office and 

the reluctance of the National Malaria Prevention and Control Program (NMPCP) to engage the private sector in 

malaria case management7 delayed the finalization of the PPM-malaria guidelines. Due to the changes, advocacy 

with three subsequent State Ministers between 2014 and 2020 was required for endorsement of the PPM-malaria 

guidelines. However, the PHSP worked with the RHBs to support PHFs to provide malaria case management 

services (the RHB provided free antimalarial drugs) even without the FMOH’s endorsement of the PPM-malaria 

guidelines. Because the regions are autonomous, according to the PHSP, regions with high malaria burden 

approached the PHSP to support their efforts to engage PHFs in malaria case management.  

Low coverage of PHFs in the national laboratory quality assurance program: Key informants expressed 

concern about the coverage of EQA and the insufficient number of regional referral facilities to conduct EQA 

services. The already-stretched regional laboratories were likely to be burdened to cover both public facilities and 

PHFs. Coverage of EQA among the PHFs was approximate 40 percent at end line (Private Health Sector Project, 

2020). More challenges in this area are discussed below under project purpose 2.  

Inefficiencies in the transport of laboratory samples and referral linkages with regional laboratories: Key 

informants from the PHFs, PHSP, and EPHI noted that specimen transport to the regional laboratories for further 

testing did not always work efficiently, and that the government postal system might have limited capacity to 

cover sample transportation from all PHFs due to time and resource constraints.  

The postal service does not access all the PHFs. Sometimes, the specimen transport from some health facilities was done 

with public transport. There is a shortage of specimen transportation material, triple packaging materials, etc. at the 

postal services as well.                                                                                                       RHB representative 

 

After the PHSP transitioned, we heard from some PHFs that the postal services told them that they can’t collect 

[specimens] because they have a shortage of vehicles. They would only collect from the public facilities.      

PHSP representative 

 

There were also a limited number of regional referral laboratories to conduct tests for all specimens and provide 

timely feedback. Project purpose 2 below also discusses issues with lab sample transport related to DST for TB. 

 

 
7 Malaria case management that involves the management of malaria drugs and concerns about the misuse of antimalarials may have 
contributed to the reluctance. 
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Gaps in private sector reporting to the national 

HMIS: Reporting to the HMIS by all PHFs is 

required by law in Ethiopia. The PHSP-supported 

PHFs used government-approved reporting and 

recording tools and the HMIS. The project ensured 

complete and timely reporting by the PHSP- 

supported PHFs to the Woreda/regional offices. A 

key impetus for timely reporting was that without 

reports, the PHFs would not be able to restock their 

medicine supplies from the government sources, as 

per the MOU. The reports were also the source for the 

PHSP’s program monitoring data. However, the 

PHFs, RHBs, and PHSP representatives highlighted 

several challenges in the PHFs’ reporting to the 

HMIS, including the lack of trained personnel, staff 

turnover, the reporting burden, and a 

misunderstanding about the purpose of reporting (Box 

7).  

The reporting burden varied by service area. Routine 

reporting for TB services was established earlier, is 

supported by the RHBs and WoHOs, and is relatively 

straightforward, as is malaria reporting. The PHFs 

noted the most challenges in reporting RMNCAH services, which require multiple registers and additional 

workload.   

The problem with data quality is a result of workload, not lack of knowledge or negligence. We can avoid this problem by 

adding more manpower, making staff not to work beyond their maximum capacity, and improving the work environment. 

Periodic internal monitoring by the performance monitoring team should be strengthened. Good data quality will be a trend if 

monitored regularly and feedback is given.                                                                          PHF provider (MNCH) 

The most significant gap in private sector reporting to the national HMIS was the lack of disaggregation of 

indicators by public/private sector, except for TB services. The Woreda or zonal levels merge the reports from the 

PHFs with the public sector making it was impossible to analyze the private sector’s contribution in the HMIS 

dashboards or reports.   

Tensions between government regulators and the private sector: Although the RHBs reported increased trust 

and partnership with PHFs to deliver services, there were ongoing tensions between regulators and PHFs in 

monitoring standards. Bias and negative perceptions of the PHFs still existed, despite transparency in the 

inspection process and application of standards. One regulatory representative expressed concern about the 

existence of double standards in actions related to the inspection of PHFs and public health facilities. Regulators 

could take administrative action (such as canceling licenses) against PHFs easily if the PHFs deviated from the 

standards, but they could not take any action for similar gaps against public health facilities. Some PHF 

respondents alluded to this bias and regulators noted it as well. 

 

This is a great challenge for us; we control partly the private health sector but we cannot take administrative action on 

government facilities. The head of the bureau cannot pressure the public health center or government hospital. It leads to a 

double standard.                                                                                                                         Regional regulatory body 

 

These tensions likely influenced the retention of trained regulators. The inspectors’ tasks are demanding, and the 

nature of the activities requires them to be in conflict with the PHFs. Key informants from the regulatory unit of 

Box 7. Stakeholder-identified challenges to high-

quality reporting to the national HMIS by the private 

sector  

The private facilities don’t report due to fear of tax. This 

might be lack of awareness. Only around 27%–28% of the 

facilities report. It also might be due to a shortage of 

trained manpower on informatics. PHFs give more 

attention to income generation than due to not knowing 

the importance of reporting. There is poor follow-up and 

capacity building work is not done regularly.           

RHB representative 

Getting timely, continuous, and comprehensive quarterly 

data is challenging. The second challenge is turnover of 

highly trained staff. Data quality is compromised when 

collected by untrained personnel. These are the major 

challenges. 

 RHB representative 
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the RHBs and the PHSP indicated that there was high turnover of trained inspectors. Budget cuts on the PHSP’s 

side seemed to have left a gap in training of enough inspectors. 

 

We did not have a sufficient amount of budget or a partner to support our regulatory department. The PHSP tried to 

support us but since their budget was limited, it couldn’t arrange for continuous training for inspectors. There is a high 

turnover in the regulatory officers because the work was challenging; every officer wanted to change to a smooth work 

environment. We gave many proposals to the PHSP but they could not afford our budget requests. For example, we needed 

support for the biannual review meeting.                                                                                      Regional regulatory body 

Ongoing reservations among government officials to accepting the private sector as equal partners: Key 

government informants acknowledged the importance of sharing responsibilities with the private sector in the 

provision of quality health services. As discussed above, one of the project’s achievements was the improved 

working relationship and trust between the two sectors, especially at the regional level. However, there were 

ongoing reservations. The PHSP staff interviewed mentioned that there was reluctance among certain 

professional groups at the FMOH (i.e., association of pharmacies) to shifting tasks, such as dispensing 

antiretrovirals or anti-malaria drugs, from pharmacies to nurses. A few RHB representatives also shared their 

opinions that because PHFs are profit oriented, they cannot look after the best interests of their clients.  

We inform the community they can get free [laboratory] services plus medications at the private health facilities. 

However, sometimes when they go the health facilities, they may not get them. From the private health sector side, 

there is a gap in not using the medications for their intended purposes but profiting from them. For example, the 

medication for malaria should be given [for] free but they [PHFs] sometimes sell it. And they also ask the patent to 

pay a relatively high amount of money for laboratory services.                                          RHB representative 

Perceptions and Evidence of Sustainability 

Structures and systems are in place but are not fully self-sustaining: Stakeholders viewed the creation of the 

PPPH Unit, and the development of the PPPH strategic framework, operations manual, and the PPM 

implementation guidelines for TB, malaria, and RMNCAH as contributing to the sustainability of the enabling 

environment. However, as discussed above, the PPPH Unit is still in its early stages and relies on donor support 

(seconded staff). A respondent from the PPPH Unit noted that the PHSP focused narrowly on a few diseases of 

public health importance; however, the concept of PPP and PPPH is much broader. The PHSP has done the 

groundwork for supporting the establishment of the PPPH Unit, but further effort is required for the Unit to 

function and grow independently. Stakeholders’ opinions also differed on the extent of government acceptance of 

PHSP activities and the suitability of existing private health sector engagement and contributions. For example, 

government ownership of and the functionality of the PPM programs varied greatly. The PPM-TB program had 

the strongest government buy-in.  

Inclusion of PHFs providing PPM services in the IPLS: The most important component of the PPM program is 

access to government owned drugs and supplies by private facilities engaged in the PPM program.  The national 

IPLS of the EPSA embraced the PPM-participating facilities; this is critical for the sustainability of the PPM 

program in Ethiopia. 

Sustainability of transport of laboratory samples and referral linkages with regional laboratories: Stakeholders 

from the different sectors considered this system to be evidence of government commitment, and because this 

government system is not reliant on project support, serves as evidence of sustainability.     

 With time, almost all PHFs became part of the EQA system. If PHSP’s support is not available, we can still continue 

providing this service as we worked closely with them and we know how to do the job […]. At the regional lab, EQA is 

the same for public and private facilities.                                                                          EPHI regional representative 

Government commitment at the regional level, but it is not self-sustaining: Government buy-in and 

commitment to PSE was more evident at the regional level, with the RHBs approaching the PHSP to support case 
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management of malaria at PHFs and the provision of free commodities and drugs. Considered more autonomous 

in the federal system, the RHBs supported the delivery of malaria and HIV services at PHFs despite the FMOH 

did not having PPM implementation guidelines for these programs. However, the RHBs did not have dedicated 

units or focal persons for PPPH and their engagement relied on project financial support, such as training for 

inspectors. It is unclear how sustainable these systems will be without outside support.  

Revisions to regulatory standards and the electronic supervision system improved transparency of inspection: 

The revisions allowed more PHFs to interact with RHBs and become a more official part of the health system. 

However, current changes in the authority of the regulatory system from the FMHACA/EFDA to the FMOH 

raises issues of sustainability. The electronic system supported by the PHSP has not been transferred from the 

FMHACA/EFDA to the new regulatory body, and this body may need further support to strengthen its capacity.  

Project Purpose 2: Access to quality services for diseases of public health importance increased 

Because they are interrelated, this section covers all sub-purposes under project purpose 2, including: (2.1) 

increased demand creation; (2.2) increased uptake of services; (2.3) enhanced implementation of quality 

management strategies of PHFs; and (2.4) strengthened referral linkages. This section discussed the approaches 

and activities employed by the project; the overall achievements; the achievements by health service area (TB, 

HIV, FP, MNCH); challenges; and perceptions and evidence of sustainability.  

 

Approaches and Activities  

The PHSP supported 862 for-profit 

PHFs to implement PPM guidelines to 

provide TB, HIV, malaria, FP, and/or 

MNCH services over the LOP. This 

represents about 10 percent of all PHFs 

in Ethiopia, including primarily for-

profit facilities and 10 not-for profit 

facilities.8 Table 2 shows the number of 

PHFs under the predecessor project at 

baseline (2015) and the number 

receiving support at end line (2020). 

Figure  

1 in the introduction section shows the 

PHSP’s phased approach to engaging 

with PHFs.  

To create demand (sub-purpose 2.1), 

the PHSP used media and materials, 

such as billboards, posters, and flyers, 

and supported community events to 

raise awareness about the private sector’s services. Another strategy to increase demand was working with the 

RHB to certify PHFs for quality TB services and displaying the certifications prominently.  

 
8 The overall number of PHFs supported varied over time because the PHSP ended support to low performing facilities (i.e., low patient 

volume). The PHSP used patient load as the criterion to stop supporting a PHF. For TB, the criterion was at least one case per month or 
10 cases per year. For malaria, with its seasonal variations, the PHFs needed to report at least one malaria patient during the peak 
season. According to the PHSP, it was not cost-effective to support low volume PHFs with training, supportive supervision, drug 
supplies, etc. Sometimes, the RHBs continued supporting low volume PHFs.   

  Number of PHFs supported 

Services provided 
September 2015  

(baseline) 
September 2020  
(end of project) 

HIV – PMTCT1 50 43 

HIV – HTC1 181 235 

HIV – ART1 18 70 

TB  181 239 

Malaria 41 167 

FP 98 113 

Comprehensive 
MNCH 

0 59 

1“End of project” for HIV facilities is considered September 2018, when PEPFAR 
support to PHSP ended. 
 
HTC=HIV testing and counseling 
PEPFAR=President’s Emergency Plan for AIDS Relief 

Table 2. Distribution of PHFs in baseline and end line (Source: PHSP 

Monitoring Data) 
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The PHSP provided training, supervision, mentoring, and linkages to referral systems and supply chains to 

increase the uptake of services (2.2), enhance quality (2.3) and strengthen referral linkages (2.4). Figure 3 

shows the types of assistance given by the PHSP to the the106 PHFs surveyed in late 2020. Training, supportive 

supervision, mentoring, and job aids were reported by the majority of PHFs. Less than one-third reported support 

for laboratory accreditation. The PHSP EOP report notes that the project trained 3,628 health providers at the 

PHFs that it supported, of which 56 percent were female and 44 percent were male trainees (Private Health Sector 

Project, 2020). Table 3 shows that at end line, the majority (73%) of the PHFs felt that the training was adequate. 

The PHFs surveyed in the HFA reported areas for improvement in the training, such as increasing the training 

duration (42%), improving the quality of training materials (6%), and improving the capacity of the trainers (5%). 

Figure 3. Type of support provided by the PHSP reported by the 106 PHFs surveyed in October–
November 2020 

 

The following achievements section provides more specifics on the 

support provided by the PHSP for each health service area.  

Achievements  

Overall increase in demand for and uptake of services (sub-

purposes 2.1 and 2.2): Program monitoring data and key 

informants suggested that demand for and use of health services 

increased at the PHFs supported by the PHSP. Although difficult to 

attribute directly, stakeholders cited PHSP’s training and mentoring 

of providers, improved diagnostic services, free health services, and 

free medications (including free follow-up services) as all contributing to the increased demand and service use. 

PHSP’s training has helped bring beneficiaries to come and get services in need of the quality and subsidized cost. The 

community is well aware of the services provided at the facility; the facility also doesn’t have any limitation to provide the 

services.                                                                                                                                         PHF (RMNCAH provider) 

Patient load has increased compared with before and the [malaria laboratory] slide numbers that we report has also 

increased. The fact that the medication and the service have no fee has encouraged the patient to come and take the service. 

So, since the project has motivated us to deliver good services, the uptake of service has improved. 

PHF providing malaria, TB, and HIV services 

Table 3. Perceptions of training 
adequacy among the 106 PHSP-
supported PHFs surveyed in October–
November 2020 
 

PHFs staff perceptions of 
the adequacy of training 

 

Adequate 73% 

Less than adequate 22% 

Not at all adequate 6% 

97%

95%

93%

93%

32%

15%

Training

Supportive supervision

Mentoring

Support for lab accreditation

Work tools, job aids, &/or guidelines

Loan Facilitation
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The RHBs perceived that the increased provision of health service at the PHFs decreased the workload at public 

health facilities. The RHBs believed that less waiting time and a diversity of professionals in one place made the 

private sector preferred by the communities. 

Access to health services for the community has improved due to the engagement and strengthening of the private sector. 

Referral linkage has also improved. These are from the patient/client’s side. From the government side, case burden has 

decreased at public facilities. Hence, it has a dual benefit.                                                       RHB representative 

Provision of services like TB case identification 

and treatment is a contribution of the PHFs. 

Work burden sharing from government facilities is 

also another outcome… Making ownership of the 

health service provision to everybody is also an 

immense contribution.                                                                                                                

RHB representative 

 

Increased access and uptake of quality TB diagnosis, referral, and treatment services (sub-purposes 2.1, 2.2, 

2.3, and 2.4): The PHSP trained 1,079 providers and supported and equipped the PPM-TB program at 239 PHFs 

to provide TB services, nearly meeting the target of 242 over the LOP. The PHSP EOP report states that the 

project provided technical assistance to 862 PHFs. In the HFA conducted in late 2020, among the 75 PHFs 

surveyed that were engaged by the PHSP in the TB PPM, all reported providing TB diagnosis (100%), referral to 

other facilities for TB treatment (99%), treatment of TB (92%), HIV testing of TB patients (95%), and contact 

tracing (92%); fewer reported requesting a Gene Xpert test for all TB cases for DTS (57%).  

There was an increase in the total number of TB cases identified at PHFs supported from 13,732 in Year 1 to 

16,875 in Year 4.9 Fewer TB cases (about 40%) were identified among women compared with men (Figure C.7 in 

Appendix C). Box 8 presents the total number of TB cases diagnosed, referred, and treated The FMOH 

appreciated the increase in TB detection:  

Only three percent of private health facilities are enrolled in the program by the project but they contribute 15% to 17% 

of TB case to the national TB case detection. So, we have taken one lesson that we would increase TB case detection if 

we enroll more private health facilities. This is one of the lessons.                             National TB Unit representative 

The identification of suspected TB cases and referral at primary health care clinics to reach missed TB cases is 

now recognized by the National Tuberculosis Program and is included in the national strategic plan.  

Informants from the FMOH, RHBs, and PHF noted the contributions of the PHSP in building the capacity of 

clinical and laboratory professionals to use standard lab guidelines for improved diagnosis, likely contributing to 

increases in TB case detection at the PHFs. 

The project [PHSP] has done major work in building the capacity of laboratory professionals. This has minimized the 

gap found in the laboratory section. They also provided training on TB diagnosis and treatment. The third area was 

providing mentorship. The project visited the facilities monthly and checked if there was a gap or any challenge. PHSP 

has also given GeneXpert machines to some private health facilities.10 This is another example of strengthening done 

by the project.                                                                                                                 National TB Unit 

representative                                                                                                    

 

 
9 For the year 5, data was available only for two quarters at the time of assessment, so for many indicators up to year 4 was estimated. 

For  percent, all data including two quarters of year 5 were included. 
10 PHSP procured and distributed GeneXpert machines to two health facilities (one in Amhara and one in Addis Ababa) to expand the 

availability of TB diagnostic services. The project helped link the two GeneXpert test sites with the national system to receive training on 
GeneXpert. In the six months following installation, the two facilities conducted 1,259 tests, diagnosing 142 TB cases (yield 11%) and 14 
rifampicilin-resistant TB cases (1.1%) (Private Health Sector Project, 2020) 

Box 8. TB by the numbers at PHFs supported by the 

PHSP over the LOP (Private Health Sector Project, 2020) 

• 80,379 patients diagnosed with TB 

• 69,610 patients with confirmed TB referred elsewhere 

• 10,769 patients with confirmed TB treated at the PHFs 

• ~9,584 patients treated for TB at the PHFs completed 
treatment (cured) 
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The trends in referral and treatment of TB patients at PHFs followed trends in the availability of TB treatment 

services at public health facilities. The number of public health facilities providing TB treatment has increased 

over the last five years. The private sector has established a system to refer identified TB patients to public facilities 

through a referral letter11 and a referral directory that identifies nearby public facilities accepting TB patients. 

Newly identified TB patients can choose where they receive treatment; for example, TB patients requiring long- 

term regimens can choose a public health facility providing DOT closer to home.  

When we first start TB services, we first ask the patient where it would be convenient for the treatment follow-up. 

Before, there were many challenges in the referral system. They [the governmental health facilities] used to ignore 

our finding and wanted to check the disease. They did not have trust in our findings. Due to this and other reasons, 

there was inconvenience for the patients. However, we discussed this 

issue with the project and now the problem is solved [meaning the 

public facilities acknowledge the diagnosis by the PHFs].     

 PHF service provider (TB, malaria, HIV) 

The number of TB cases identified and treated at the PHFs fell from 

17 percent at baseline to 12 percent in Year 4. However, identified 

TB cases referred elsewhere (to the public sector) increased slightly, 

from 85 percent in Year 1 to 88 percent in Years 4. The challenges 

section below examines these aspects further.  

The project’s monitoring data demonstrated the quality of available TB services. For example, 90 percent of TB 

patients knew their HIV status. However, the proportion of eligible TB cases who had received their DST was 

around 55 percent. Some respondents shared their belief that the low DST coverage could have been due to 

challenges in transporting samples from the PHFs to the government regional laboratories and the ability of 

regional laboratories to meet the demand for testing from the public and private sectors. 

Although the PHSP improved the referral linkage between private and government facilities, sample referral for some 

cases remains challenging due to the low number of regional laboratories providing the service.            

RHB representative 

Appendices C and G provide more information on TB diagnostics and services from the secondary analysis of 

program monitoring data and the HFA.  

Expanded access to quality malaria services (sub-purposes 2.1, 2.2, and 2.3): The PHSP provided technical 

assistance for malaria case management to 167 for-profit and 46 workplace health facilities. Malaria services for 

MMW is discussed under evaluation question 3. Box 9 provides a summary of the training and malaria case 

management services over the LOP. More men (~60%) had confirmed malaria cases at the PHFs compared with 

women (Figure D.7 in Appendix D). Almost all (in the PHSP EOP report) confirmed cases at the PHFs were 

reportedly treated. The PHSP staff noted that the project had instructed the PHFs to report all malaria cases as 

treated, whether the case was treated at the PHFs or sent home with a prescription, resulting in a treatment rate of 

nearly 100 percent. The FMOH malaria prevention and control program, while initially resistant to PSE—as 

evidenced by delays in approval of the PPM malaria implementation guideline—expressed appreciation for the 

PHFs’ engagement. 

The private sector [at PHSP-supported PHFs] has contributed 5% to 10% at a national level for the diagnosis and 

treatment of malaria so we believe working with private facilities is imperative. 

FMOH Malaria Directorate representative  

 
11 Referral letter provided to the patient; it includes a profile of the patient, name of referring PHF, and public facility to which the patient 

is referred. 

Box 9. Malaria by the numbers at PHFs 

supported by the PHSP over LOP 

(Private Health Sector Project, 2020) 

• 642 providers trained in malaria case 
management, laboratory diagnosis, 
and the IPLS 

• 1,696,811 suspected malaria cases 
investigated 

• 316,261 malaria cases confirmed 

• 17% of suspected cases confirmed 
annually 
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RHB representatives noted that the PHSP’s capacity building of clinical and laboratory professionals through 

training, mentorship, and supervision, and the EQA of 

malaria slides done by the EPHI and the RHB, contributed 

to the improved quality of malaria case detection and 

services at the PHFs.  

The project improved capacity building of malaria case 

management services, arranged clinical seminars for 

clinicians, and provided updated guidelines for malaria 

treatment and diagnosis. External quality assurance for 

malaria lab services is given cross-checking by EPSA. The 

Ethiopian Pharmaceutical Supply Agency management 

played a big role by using IPLS; in addition, PHSP 

conducted supportive supervision and mentorship together 

with the RHB. 

RHB representative 

The PHFs appreciated the expansion of malaria services 

and improvements in screening for malaria (Box 10). The 

PHFs also mentioned that improved access to malaria 

drugs and supplies through connections with the EPSA 

increased their ability to provide quality services.  

In the HFA conducted in late 2020, almost all facilities 

surveyed (96%) reported screening patients with fever for malaria with blood film; 96 percent  

conducted IQC either always or sometimes; and 88 

percent reported to the PHEM weekly. A high 

percentage (78%) mentioned experiencing stockouts 

of at least one malaria drug in the six months before 

the survey (Table 4). Appendices D and G provide 

more information on malaria diagnostics and 

services from the secondary analysis of program 

monitoring data and the HFA. 

Expanded access and uptake of FP services and 

referral linkages, with emphasis on long-acting 

methods (sub-purposes 2.1, 2.2, 2.3, and 2.4): The number of PHSP-supported PHFs providing FP services with 

an emphasis on LAFP methods increased from 98 at baseline to 113 in Year 5. Over the LOP, PHSP trained 110 

providers in the delivery of FP services in accordance with national guidelines (31% of the target). Across all 

project years, the number of trained providers fell significantly short of the target. In Year 5, none of the targeted 

50 providers were trained. Due to funding cuts, support for RMNCAH ended in Year 4, leaving the planned 

activities unattained in Year 5. Box 11 provides a summary of the FP services provided over the PHSP’s LOP.  

Table 4. Malaria services reported by 50 PHFs 
surveyed that received PHSP support for malaria  
 

 

N=50 
% (n) 

Investigates patients with fever with blood film 
(microscopy) 96% (48) 

Report malaria cases weekly using the PHEM 88% (44) 

Conducts IQC 96% (48) 

Experienced stockouts of at least one anti-
malarial drugs in the past 6 months 78% (39) 

Box 10. PHFs’ appreciation of expanded 

and improved malaria screening and 

treatment  

Before [PHSP], we didn’t send patients with 
fever for malaria screening. Instead, we used 
to send these patients for typhus and typhoid 
screening only. After receiving the training [on 
malaria detection], patients with high 
temperatures currently are sent for malaria 
screening. Therefore, the training has brought 
improvement.  

PHF provider (malaria services) 

The quality assurance done by the RHB is 
very good. They will take malaria positive 
slides for external quality assurance and give 
their feedback. This improved the quality of 
our lab technicians. 

 PHF provider (malaria services) 
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Among the 54 PHFs surveyed in late 2020 and supported by the PHSP to provide FP services, all reported 

providing injectables (100%), oral contraceptive pills (OCPs) (98%), condoms (96%), implants (94%), and IUCDs 

(80%). Only 39 percent reported offering tubal ligation. PHF providers appreciated the PHSP’s support for 

training and mentoring, the formalization of FP services at the PHFs, and the establishment of informal referral 

linkages (for permanent methods) with public health facilities. The inclusion of the private sector in the national 

supply chain (discussed under project purpose 3 below), and training and mentoring of providers improved access 

to an expanded array of contraceptive methods and increased the use of quality FP services.  

There are different types of family planning methods; the PPM guidelines guaranteed the availability of all those family 

planning methods. The service was incomplete before; some types of FP methods, like IUCD, were not available, but PPM 

filled that gap.                                                                                                                         PHFs provider (RMNCAH) 

The long-acting FP methods [implant and IUCD] required trained staff but the short acting ones usually don’t need as 

much training. There has been increased demand among in community for family planning since we started receiving 

training and started providing the FP service. We 

also have advertising mentioning that we provide 

FP services… 

 PHF provider (RMNCAH) 

The PHF and PHSP respondents reflected on 

the increasing trend of LAFP use. They noted 

that persistent and detailed quality counseling 

that explains contraceptive options may have 

encouraged clients to adopt LAFP, such as 

IUCDs. They also perceived that the PHFs 

may have treated side effects more effectively 

and that clients felt empowered and at the 

center of decision making because of the 

adequate counseling.  

If the client chooses the injectable, we explain [advantage and disadvantage] about this injectable medication, and then 

she may change her mind. Most of the times, clients visit our facility just to get the injectable medication and they are not 

aware of the other methods. So, we usually counsel them and let them change their mind and use the most appropriate 

method for them. The final decision is for the client, but we counsel them about all available methods.   

PHF providing RMNCAH 

Increased capacity to provide quality MNCH services (sub-purposes 2.1, 2.2, and 2.3): The PHSP supported 59 

PHFs by Year 5 and trained 173 providers on comprehensive RMNCAH, only 35 percent of the target. This was 

potentially the result of PEPFAR funding cuts in Year 3, although USAID’s MNCH program continued to 

provide some funding. The private health sector had been providing MNCH services before receiving support 

from the PHSP or the PPM implementation guidelines. Therefore, PHSP support to these PHFs focused on 

Box 11. FP by the numbers at PHFs supported by the PHSP 

over LOP (Private Health Sector Project, 2020) 

LAFP methods 

• 23,248 (83% of the target) clients opted for LAFP methods 
over the LOP 

• Percentage of LAFP methods among all modern 
contraceptive users increased from 9% in Year 1 to 20% in 
Year 4 

Couple-year of protection (CYP) 

• Total CYP of 109,835 over the LOP 

• CYP increased from 12,663 in Year 1 to 36,002 in Year 4 

• Implants contributed the most to CYP and the contribution of 
injectables declined from 38% to 18% 

• IUCD contribution to CYP increased from 11% to 30% 
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capacity building for higher quality 

clinical services (e.g., 59 PHFs 

trained in BEmONC, sharing of 

guidelines and SOPs,12 

documentation and reporting). The 

project’s training and support for 

MPDSR is reviewed under 

evaluation question 2. The PHSP 

partnered with the Ethiopian 

Midwives Association to provide 

training and hired it as consultants 

to conduct mentoring at PHFs on 

MNCH activities. Overall, PHF 

providers appreciated the capacity 

building and being kept up to date 

on national clinical protocols (Box 

12). The FMOH also expressed 

appreciation for the capacity 

building in MNCH. 

They got this PPM document approved. 

The other thing is that they operated 

massive capacity building work, 

especially on FP and BEmONC, in 

Addis Ababa. This is what I know about 

the project’s accomplishments.   

FMOH RMNCAH representative 

ANC, delivery and postnatal care 

(PNC): Project monitoring data 

showed that approximately 152,994 

pregnant women (113% of the target) 

received at least one antenatal care 

visit (ANC1) at PHSP-supported 

PHFs over the LOP. The ANC1–

ANC4 DOR decreased from 59 

percent in Year 1 to 55 percent in 

Year 413. There could be many 

reasons for the large number of ANC 

dropouts. Specific investigation of 

this issue was beyond the scope of 

this evaluation. Over the LOP, there 

were a total of 60,771 deliveries at 

the PHSP-supported PHFs. The 

number of deliveries at the PHFs. 

This is also due to the increased 

number of health facilities enrolled 

each year. However, the proportion 

 
12 For example, pocketbook instructions on national guidelines for ANC, PNC, deliveries, etc. developed and shared with PHFs as quick 

references. 
13 During the analysis of this assessment, quarter 3 and 4 of Year 5 data were not complete, so were excluded from this assessment. 

Box 12. PHFs’ appreciation of RMNCAH capacity building 

We already had MNCH services even before the PHSP intervention. 

Previously, only government facility staff used to get training on BEmONC, 

family planning, and other services. There was a knowledge gap since the 

knowledge we had was the one we got from our university education only. 

Receiving training allowed us to provide similar services as the 

government facilities. 

PHF provider (RMNCAH)  

Since PHSP, the private sector started working in line with the national 

protocols. When training manuals are released, we used to get them through 

PHSP. In the absence of further training, it is still possible to continue working 

with those national manuals and guidelines. Previously, when people from 

public facilities talked in different meetings, professionals from the private 

facilities used to get confused. Before clinicians were managing sexually 

transmitted infection (STI) cases using a theoretical approach or just using 

traditional ways, until PHSP organized a training on STI syndromic 

management. 

PHF provider (RMNCAH) 

Figure 4. Trends in the number of deliveries and proportion of 

caesarian sections at PHFs supported by the PHSP for MNCH 

services 
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of caesarian section deliveries increased over time (Figure 4). The rate of PNC increased slightly, from 43 percent 

in Year 2 to 62 percent in Year 4. Among the 36 PHFs surveyed in late 2020 and supported by the PHSP to 

provide MNCH services, the majority reported providing ANC (97%), PNC (94%), labor and delivery (92%), 

newborn care (92%), and PMTCT (83%). Only 67 percent of the 36 PHFs reported a provider trained in 

BEmONC. More than 90 percent of these PHFs reported providing folic acid and syphilis screening and 

treatment during ANC, whereas only 54 percent reported TT immunization. Not all health facilities were 

equipped with the standard refrigerators recommended by the government for vaccine storage. As a result, many 

PHFs that provided ANC services did not offer TT. Similarly, more than 90 percent reported providing cord care, 

eye care, vitamin A, and thermal protection during newborn care, but only 40 percent offered birth dose 

immunization and 61 percent provided injectable antibiotics for newborn sepsis. Appendix E presents these and 

other findings from the secondary data analysis and Appendix G gives the HFA findings on MNCH. The piloting 

and initiation of the MPDSR is discussed under evaluation question 2.  

Immunization: Support from the PHSP to the 59 PHFs providing MNCH services included immunization. The 

HFA conducted in late 2020 found that only 19 of the 36 PHFs surveyed reported providing routine 

immunization services. Moreover, as noted 

above, approximately one-half provide TT 

during ANC and fewer (40%) provided birth 

dose immunizations to newborns. This gap in 

immunization services at the PHFs is related 

to the need for specific refrigerators to 

maintain the immunization cold chain; the 

issue is discussed further under challenges and 

evaluation questions 3 and 4.  

Increased access to HIV and ART (sub-purposes 2.2, 2.3, and 2.4): The PHSP supported HIV programming at 

PHFs until PEPFAR terminated funding in 2017. By Year 3, the PHSP was supporting 235 facilities to provide 

HIV testing services, 43 facilities to provide PMTCT services, and 70 facilities to provide ART. Box 13 summarizes 

the HIV services provided over the PHSP’s LOP. The proportion of HIV-positive patients linked to ART increased 

from 62 percent in Year 1 to 89 percent in Year 3. The proportion of people testing positive for HIV who 

subsequently received preventive therapy for TB decreased from 49 percent in Year 1 to 40 percent in Year 3. 

Appendix F presents these and other findings from the secondary data analysis and Appendix G gives the HFA.   

Established systems to monitor quality at PHFs: The RHBs selected and signed MOUs with PHFs to engage in 

the PPM implementation.  

Per the PHSP respondents, mentoring and supervision were expensive interventions. According to PHSP, the 

processes for mentoring and supervision were as follows:1. Mentoring: PHSP program officers conducted 

mentoring at the PHFs. When a facility was newly enrolled in the PPM, PHSP program officers conducted 

monthly mentoring for the first three months, until the provider and the facility were ready to offer services 

according to national guidelines, fill out the registers, and submit the performance reports. Afterwards, they 

received mentoring in-person quarterly or more frequently by phone. 

2. JSS: Because this was done with the THO (and RHB), it needed joint planning and scheduling. All expenses 

were covered by the PHSP. 

3. The RHB or FMOH (national programs for TB, HIV, malaria, etc.) conducted regional or national supervision. 

Because PPM facilities were included in this supervision, the PHSP provided technical and financial support 

(contributed professional development, vehicles, and funding). 

4. It was possible that the RHB/THO did their own visits to the PHFs for different purposes (supportive 

supervision, regulatory, etc.) without involving the PHSP. 

The PHFAs were also engaged to supervise and mentor the PHFs, with the aim of sustainability. The PHFAs 

received financial support and per diem from the PHSP for supervision; after funding was cut mid-project, the 

Box 13. HIV by the numbers at PHFs supported by the PHSP 

over the LOP (Private Health Sector Project, 2020) 

• ~750,000 clients received testing and counseling services 

• 4,453 new HIV patients enrolled on ART 

• 8,776 patients continued receiving treatment with ART 

• 78,122 pregnant women provided ANC services at PHSP-
supported PMTCT sites, with 88% knowing their HIV status 
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PHFAs were not as involved. During the interviews, some PHFs expressed the need for the continuation of 

supportive supervision, which not only benefitted the refreshing of clinical skills, but also improved PHF 

reporting.  

Table 5 presents the frequency, content of, and satisfaction with supervision and mentoring, and areas for 

improvement noted among the 106 PHFs surveyed in late 2020. Overall, the majority of the PHFs reported 

receiving supervision from the RHBs, WoHOs, the PHSP, or JSS. Around half of the health facilities reported 

receiving a supervision visit from the RHB and WoHO in the six months before the survey, and few PHFs 

reported receiving no supervision from the regional, Woreda, or project levels. The PHFs reported that RHBs and 

WoHOs were less likely to deliver supplies (43%) compared with the PHSP (86%) during their last supervision 

visit; however, a majority of the previous supervision visits by the RHBs, WoHOs, and the PHSP included a 

range of supervisory activities. Around three-fourths of the PHFs reported satisfaction with the RHB and WoHO 

supervision, whereas almost all were satisfied with the PHSP and JSS.  
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RHB 
(n=95) 

WoHO 
(n=89) 

PHSP 
(n=101) 

JSS 
(n=86) 

Percent Percent Percent Percent 

Last time 
received 

supportive 
supervision 

In the last 3 months 29 46 25 7 

3–6 months ago 19 14 21 15 

6–12 months ago 25 18 32 33 

More than a year ago 16 6 18 26 

Never 10 16 5 19 

During the 
last visit, 

supervisors 
conducted* 

Deliver supplies 43 43 86 . 

Check records/reports 96 97 99 . 

Observe work 88 89 91 . 

Observe client management 68 67 80 . 

Use supervision checklist 92 90 97 . 

Feedback about work 87 83 95 . 

Updates on 
administrative/technical 

issues 
72 71 92 . 

Discuss problems 89 85 94 . 

Gave responses to the 
questions you have 

84 81 96 . 

Overall, 
satisfaction 

Yes 74 78 97 93 

No 24 20 3 5 

Don't know 2 2 0 2 

Areas to 
improve ** 

Increase frequency of visit 48 28 67 75 

Improve technical expertise of 
supervisors  

9 28 0 0 

Availability of checklist 9 17 67 25 

Provision of guidelines/other 
supporting documents 

61 50 33 75 

Needs to be educational/not 
fault finding 

48 50 67 50 

* Question was not asked of those who responded "Never" to the question “when was the last time you 
received supportive supervision?” 

** Question was asked of those who said “no” to the satisfaction question. 

  

Improved quality of laboratory services through inclusion of PHFs in regional EQA systems (sub-purposes 2.3 

and 2.4): The PHSP supported the inclusion of PHFs in the regional EQA system for assessing the quality of 

laboratory services provided at the PHFs. The project also facilitated referral linkages with regional and national 

laboratories for sample transportation from the PHFs (HIV viral load, CD4, Gene Xpert testing, and DST for TB) 

using the government postal services for specimen transport. Table 6 shows that the majority of PHFs surveyed in 

late 2020 reported receiving an EQA for maintaining lab samples for TB and malaria, and that more than half had 

an EQA in the past six months. All (100%) PHFs surveyed that received an EQA reported receiving feedback 

from the EQA (data not shown).  

Table 5. Reported supervision frequency, content, and satisfaction among 106 PHFs 

surveyed in October–November 2020, by supervision type (RHB, WoHO, PHSP, or JSS) 
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 TB (n=75) Malaria (n=50) 

 Number % Number % 

PHF received an EQA  69 92 43 86 

Last EQA conducted  
EQA in the past 3 
months 25 36 14 33 

EQA 3–6 months ago 17 25 11 26 

EQA 6–12 months ago 20 29 12 28 

EQA >12 months ago 7 10 6 14 

Challenges  

Overall challenges remain in increasing access to quality services at the PHFs. This section describes the key 

challenges to implementation.  

Lack of clinically trained staff at 

PHFs due to turnover and 

selective training: Key informants 

cited high staff turnover at the 

PHFs as a major challenge. 

Turnover of trained staff without 

the proper transfer of clinical 

knowledge to other staff likely 

disrupted the provision of high-

quality care services (per national 

guidelines and protocols) across 

the health areas at the PHFs. The 

PHFs also mentioned the unequal 

capacity of clinical staff who 

provided similar services because 

some received training and some 

did not. PHF staff interviewed 

mentioned their heavy workloads 

as a challenge, especially for data 

quality. PHF providers expressed 

the need for further clinical 

training for new staff and the 

continuation of supportive 

supervision. Box 14 presents some 

of these challenges in the PHF 

staff’s own words. 

 

Weak and suspended supervision 

and mentoring: Respondents reported that the declining frequency and irregular supportive supervision, 

mentoring, and internal checking of data quality was an issue for services, and that there was a lack of clarity on 

feedback mechanisms used by supervisors. 

There is supervision, but they just observe our work, record, and leave. They don’t give us feedback and explanations on 

issues to be corrected.                                                                                                                        PHF provider (MNCH) 

Table 6. Distribution of EQA for TB and malaria 

Box 14. PHFs’ reported challenges in training and staff turnover  

PHSP provided training but turnover is also high. This creates a gap in 

delivering our services. PHSP provided different training on family 

planning, BEmONC, and EPI, but the number of trainees is low. We have 

eight midwives but only two or three are the ones who received the 

training. Priority is usually given to new facilities and we are told we will get 

training after the new ones have already completed. So, we don’t have the 

chance to get frequent training. 

PHF provider (MNCH) 

One major challenge is that we currently only have one trained 

professional in the area of FP. If she resigned from her job, it would be 

difficult to continue. We need PHSP to continue providing more training, 

especially regarding those services that have high demand in the 

community. We have prepared on-the-job training where the trained 

professional staff give orientation and training to the other staff. This would 

at least be a temporary solution until the PHSP training resumes.  

PHF provider (RMNCAHRMNCAHRMNCAHRMNCAH) 

 

) 
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Respondents noted the likely cause of irregular support was the termination of PEPFAR funding and PHSP’s budget 

realignment. Some PHFs expressed disappointment that supervision and mentoring stopped when the project left 

and also felt that the lack of supervision would negatively affect their routine reporting to the HMIS. 

We were very enthused to give quality service because we have been followed and supervised by the project. But supervision 

and follow-up stopped. Regarding supervision and mentoring, I suggest to recommence the intensive supervision and 

mentoring like before.                                                                                            PHF provider (malaria services) 

These challenges are likely to persist and deteriorate as RHBs assume full responsibility for supporting PHFs, 

which is discussed under the sustainability section below. 

Lack of incentives to provide continuity of services: There was a lack of monetary or other incentives for private 

(for-profit) providers to provide the continuity of services, for example, to initiate free TB treatment. The PHFs’ 

participation in implementing the PPM-TB implementation guidelines provided opportunities for capacity 

building and increasing the number of patients seeking services at their facilities. However, the PHFs also incurred 

additional costs to implement the PPM-TB, including additional unremunerated staff time. This may have 

discouraged PHFs from retaining TB patients for long-term treatment.  

Weak links to the community and public health facilities for contact and defaulter tracing and follow-up on 

referrals: The PHF and PHSP representatives noted that the lack of contact tracing and defaulter tracing, 

especially for TB patients, seen at PHFs who had been lost to follow-up was a challenge. The PHFs did not have 

linkages to the networks of health extension workers (HEWs), community health workers (CHWs), and 

communities that are available to public health facilities.14  

The PHFs have no formal linkage with the community for TB care. You know if you take the best example here is the 

contact tracing and defaulter tracing. HEWs/CHWs support these activities very much in the public sector. No such 

linkage is there for PHFs.  PHSP representative 

The PHFs also noted the challenge of getting feedback on the patients that were referred to other health facilities, 

mainly government health facilities.  

It is hard to get feedback from the facilities; we usually take the phone number of the referred patients and call them to ask 

them if they received the referral and to follow them up on their recovery, but we don’t get feedback from the health 

facilities.                                                                                         PHF service provider (TB, malaria, HIV) 

Gaps in MNCH quality services associated with the complexity of services and duration and intensity of 

project support: There were gaps in the quality of MNCH services, such as the high caesarian section rate, high 

DORs for ANC1–ANC4, and lack of providers trained in BEmONC (33% of PHFs surveyed in late 2020). 

MNCH services require continuity of care, are more complex than the identification of infectious diseases (like TB 

or HIV) and require intensive capacity building and resources. The PHSP’s engagement with the PHFs for 

MNCH services was the shortest duration and the budget was not commensurate with the complexity and scope 

of essential activities. Fewer PHFs were enrolled and fewer service providers were trained in comprehensive 

MNCH compared with the other service areas, such as TB or malaria. The PHSP’s support for MNCH 

interventions started as an extension of PMTCT services funded through PEPFAR. After PEPFAR support 

stopped in end of 2017 USAID’s MNCH program picked up the funding gap. The PHSP supported MNCH 

interventions from Year 2 of the project and wrapped up support earlier than the other PPM programs.   

 
14 The PPM-TB implementation guidelines recommend that the PHFs report to the THOs/WoHOs when a patient is lost to follow-up. The 

PHFs’ usual practice was to take the phone number of a person close to the patient and inform the person if the case was lost to follow-

up. If this approach failed, then they wrote a letter to the nearest district health system or THO/government health office giving the 

patients’ information (name, demographic data, and address). From there, it was the government’s responsibility to follow up.  
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MNCH services in the private sector have of course improved. However, it is difficult to show if the improvement was 

brought about because of the project. This is because the PHSP is not the only project that was working in MNCH in 

Addis Ababa. There are many donors who worked in this area.                          FMOH RMNCAH representative 

 

The low availability of immunization services (only 50%) in late 2020 at the PHFs is also of concern. Key 

informants indicated that the PHFs referred mothers and babies to government health facilities for immunization, 

but the lack of immunization services at the PHFs affected the continuity of ANC (TT) and newborn 

(immunization doses at birth) care.  

Low coverage of laboratory testing: The proportion of eligible TB cases who received their DST was around 55 

percent. Some respondents suggested that the low DST coverage was due to challenges in transporting samples 

from the PHFs to the government regional laboratories, and the ability of the regional laboratories to meet the 

demand for testing from the public and private sectors, as discussed above under in project purpose 1. 

The major issue to the provision of quality TB services is the low coverage of sample transportation for DST and EQA. 

Private facilities cannot send the samples for DST [in a] timely [manner] because they are expected to send the sample 

within a week of initiating a treatment. They usually call to the postal agents; if the postal agent does not come the first 

week, the sample cannot be sent; that’s why our DST coverage is very low.                      PHSP respondent 

Evidence and Perceptions of Sustainability 

RHBs’ engagement with the private sector: Similar to the discussion under project purpose 1, the RHBs’ interest 

in including the PHFs in malaria and TB prevention and control demonstrated the government’s commitment to 

engaging the private sector. The experiences during the PHSP sustained this interest at both the regional and 

federal levels.  

 

We are using them [PHFs supported by the PHSP] as a demonstration for evidence and it has encouraged us to work 

with other private facilities.                                                                                              FMOH Malaria directorate 

Limited resources of RHBs to sustain systems: Although services, such as ART, continued after the PHSP left, the 

PHFs believed that the quality of services declined because of the lack of project support.  

Quality of care is very much affected after PHSP support was withdrawn. We don’t get any update on HIV treatment, so 

we don’t even know if the medicines have changed or not. We could give the old medications to the patients so that the 

patients who attend here may perhaps miss taking the updated medication. However, we have continued providing 

services. In addition, so far, there is no patient who did not get medication and went back home without having the 

medication. 

 PHF providing HIV, TB, malaria 

The PHSP involved the RHBs early on in all project activities, especially training and mentoring, to build their 

capacity and to foster sustainability after the end of the project. However, the RHBs have limited human and 

financial resources to continue the work of managing, mentoring, and supervising the private sector without 

external support. There was no dedicated unit or staff at the RHB level to oversee private sector activities and 

there was limited support from the FMOH. Overall, health planning at national and regional levels did not factor 

in the private sector and, therefore, no resources were allocated to the government bodies to support service 

delivery at the PHFs. This lack of resources at the RHBs threatens the sustainability of gains made under the 

PHSP and is an ongoing challenge to the sustainability of overall PSE and the PPM program. One PHFA 

representative commented that the private sector might take on more responsibility. 

When PHSP phased out, the program’s activities, including monitoring and evaluation, were handed over to the 

government sector, and this is creating a burden on the health bureaus and creating gaps in proper implementation...To 

sustain the quality of performance, tasks should be given to capable sectors, such as the private sector, since PHSP started 

working in these areas because of the gaps seen by the government in the first place.                        PHFA representative 
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Lack of aligned incentives for PHFs to provide services: Most of the PHFs targeted by the PHSP were for-profit. 

They benefited from the project’s capacity building and ongoing support, but they lacked financial incentives to 

provide free services. For example, under the PPM-TB agreement, TB case detection and referral of patients were 

activities that were to be rendered free of charge. However, there were additional services that incurred costs by 

TB program management at the facility level (designated DOTS room, hiring a dedicated professional, handling 

the registers and tracking contacts, documentation and reporting, drug management and dispensing, etc.). 

Moreover, although patients paid a fee for consultation and investigations, the facilities did not charge patients for 

supervising their daily intake of the DOTS regimen. The lack of aligned incentives is a threat to sustainability.  

Project Purpose 3: Private healthcare system strengthened 

This section discusses the approaches used by the project and its achievements in strengthening the private 

healthcare system through enhanced capacity of local institutions (sub-purpose 3.1), increased access to resources 

(sub-purpose 3.2), improved enrollment in accreditation (sub-purpose 3.3), and enhanced supply chain 

management and rational drug use (sub-purpose 3.4). Challenges, and the perceptions and evidence of 

sustainability, are discussed at the end of the section.  

Activities and Achievements 

Sub-purpose 3.1: Enhanced capacity of local institutions in oversight of and support to the private health 

sector: The PHSP provided financial and technical assistance to eight PHFAs15 that its predecessor project helped 

established in 2014. The project supported the PHFAs to establish offices, provided vehicles, and trained staff 

(e.g., administrative, financial, and accounting). The associations appreciated the organizational strengthening 

activities, such as training on finances and accounting, effective planning, and evidence-based decision making. 

PHSP’s technical assistance also helped the PHFAs create income-generating activities with the goal of becoming 

financially independent. 

 
15 Seven regional and one national PHFA. 
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 The PHSP helped associations to be the voices of the private sector on national policy formulation. Members raise 

issues and they are brought to higher officials by the association. PHSP has helped associations to stand independently, 

through experience sharing forums.                                                                                               PHFA representative 

 

Almost all PHFA respondents reported that the withdrawal of support due to the suspension of PEPFAR funding 

affected their activities. 

PHSP supported the association for about three years by providing human resources, capacity building training, office 

equipment, and funds….After that, funds became a major problem. The PHFAs’ sector-planned activities to sustain the 

outcomes were halted. Some PHFAs tried to raise funds from the members, which the members resisted.            PHFA 

respondent 
 

The PHSP also engaged the PHFAs in JSS and clinical training with the aim of building their capacity to deliver 

training and supervision support in the future without assistance, as described above under project purpose 2.  

 

The PHSP advocated and encouraged the RHBs to support the associations and engage them in planning, 

reviewing, and monitoring health activities in the private sector. However, the degree of acceptance and 

commitment to engage the associations to provide these kinds of services to the private sector facilities varied by 

RHB. 

For example, the Oromia RHB required that PHFs 

become members of the Oromia PHFA, which helped 

the PHFA generate income and empowered it to play a 

strong role in representing and supporting the private 

facilities in the region. In Addis Ababa, the RHBs 

started renting the PHFA’s properties for training and it 

was able to tap into other sources of funding. There was 

the perception that this work contributed to better 

working relationships. One PHFA member noted: 

“Previously, the government and PHFs were like a ‘cop 

and robber’ but now things have settled.” Not all PHFAs 

were equally empowered. Key informants mentioned 

that the strength of the PHFAs, and therefore, their 

engagement with government and members, also 

depended on the connection and credibility of the 

leaders and members of the association, in addition to 

financial resources. 
 

Table 7 shows that 65 percent of the 106 PHSP-

supported PHFs surveyed in late 2020 reported 

belonging to some type of PHF network or group. 

Among the 61 respondents who belonged to a PHFA, 62 

percent had attended a meeting and 21 percent had never 

heard of any meeting. About half of the PHFA members 

reported paying membership fees. Among the PHFA 

members, about 40 percent thought that the PHFA was 

an important organization, 60 percent noted that the 

PHFA was highly or medium functional, 43 percent 

mentioned receiving training from the PHFA as a benefit of being a member, whereas 20 percent did not perceive 

any tangible benefits. 

Table 7. PHF staff reporting membership in a 

PHFA and perceptions of the PHFAs 

 % 

Member of any private health facility 
network (nN=106) 65% 

PHFA member (n=61)  

Attended a meeting of the PHFA 62% 

Invited but did not participate 8% 

Never heard of a meeting 21% 

Other 8% 

Pays membership fees (n=61) 52% 

View the PHFA as important (n=61)  

High 41% 

Medium 30% 

Low/don't know 30% 

View the PHFA as functional  

High 30% 

Medium 30% 

Low/don't know 41% 

Benefits received as a PHFA member (n=61)  

Training 43% 

Received job aids 28% 

Mentorship 23% 

No tangible benefit 20% 
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Sub-purpose 3.2: Increased private health sector access to resources: During the PHSP’s predecessor project in 

2011, USAID committed US$13.4 million through the USAID DCA to two Ethiopian banks: the Bank of 

Abyssinia S.C. and NIB International Bank S.C. The purpose of the DCA loan guarantee scheme was to reduce 

the risk of local banks lending to the health sector by providing a 50 percent loan guarantee, and technical 

assistance to borrowers to support the loan application, business management, and loan support. In the event that 

a borrower defaulted and the bank could not reclaim the loan, USAID would cover the 50 percent of the loss. The 

PHSP provided technical assistance and trained 29 bank branch managers and credit officers to increase their 

skills in lending to the private health sector and managing health sector loan portfolios. Fifty-five PHFs received 

support for their loan applications and 42 PHFs received loans.  

The approved loans were used by the facilities to upgrade infrastructure and medical equipment, meet working 

capital requirements, etc. Generally, the bulk of the loan was used for medical equipment. Inspired by 

opportunities for future investment and areas of expansion that would yield a high profit, some PHFs hired 

individual consultants (introduced by the PHSP) to help restructure their financial systems and investments. The 

project facilitated loan applications and arranged for financial education for the PHFs. The PHFs benefited from 

the guidance received and were able to conduct financial analyses by themselves to identify which service areas 

were yielding a high profit (for example, laboratories vs. outpatient vs. inpatient). The terms of the DCA loan 

guarantee scheme specified that the facilities that provided HIV and TB services had to improve the quality of 

these services. However, in reality, the PHFs’ owners applied the loans beyond these services. 

 

The banks did not perceive providing loans to the health sector as profitable but saw it as an opportunity to benefit 

the communities they served. Key informants from the banks also noted that if the PHFs were guided properly, 

the default rate for the loan repayment would be minimal (e.g., defaulter rate < 4.5%). The banks reported being 

amenable to solving problems faced by the PHFs. For example, a PHF owner had trouble with loan repayment 

because his facility was not making a profit. The bank reported supporting the owner by rescheduling the loan 

payment and this refinancing eventually allowed him to expand and set up a hospital. 

“Default rate is minimal.  
The bank increased the PHFs’ accessibilities, to loans, and helped realized the bank’s the social responsibilities. 

Through this, the bank contributes to the community and to the nation.                                                                                                     

Bank loan manager 

Strong collateral is needed, but since it is health related, we used to take a risk so we will accept weak collateral because 

health facilities are serving the community and we need to support them.                                           DCA loan officer 

Sub-purpose 3.3: Improved enrollment and practice of accreditation among PHFs: The PHSP’s predecessor 

project supported 17 private facilities providing TB diagnosis and HIV treatment and care services to enroll in the 

SLIPTA and ISO accreditation. Of the 17 laboratories, six had made progress in achieving ISO accreditation. The 

PHSP initiated support to an additional 14 private laboratories. The activity stopped due to the termination of 

PEPFAR funding.  

Key informants from the EMLA and EPHI perceived that laboratory accreditation according to the WHO/ISO 

standard guidelines established the quality and credibility of the private laboratories. The patients who benefited 

from the quality service avoided the burden of additional lab tests in the public sector because the tests results 

from the private laboratories were accepted and acknowledged by all providers.  
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Private laboratories across the country enrolled in a stepwise accreditation system to strengthen their quality, yet not 

all laboratories have the accreditation ….. A patient may receive a specific laboratory investigation from a given lab, 

but the doctor may refuse to accept the result from an unknown laboratory, so the patient spends additional time for a 

well-known facility to perform the test. Under the accreditation system, all facilities are on the same page. This is like a 

product, which is tested once and accepted everywhere; ultimately the patient benefits. 

 EMLA representative 

A large proportion (96%) of the PHFs reported accreditation in the HFA conducted in October 2020. However, 

the type of laboratory accreditation, whether through the ISO or through the Ethiopian National Accreditation 

Office (ENAO), was not specified.  

Sub-purpose 3.4: Enhanced supply chain management and rational drug use: The PHSP facilitated the inclusion 

of PHFs in the national IPLS mechanism to receive free drugs and supplies for FP, HIV, malaria, MNCH, and 

TB services. The national IPLS included the PHFs in training manuals in 2017. The RHBs and PHFs signed 

MOUs that provided the PHFs with access to government-supplied drugs, supplies, and reagents. The EPSA also 

included the PHFs in its nationwide annual forecasting, procurement, and distribution system, and established a 

supply chain linkage with the PHFs that had signed MOUs with the RHBs. The RHBs operationalized the 

system.  

We treat PHFs the same, provide them with 

supplies, reagents for laboratories, registration 

books, and drugs. Although there are 

constraints, we support them as much as 

possible.          RHB representative 

 

In late 2020, half (57%) of the 54 PHFs 

surveyed reported getting their products from 

Woredas as part of the integration of the private 

sector in the IPLS. Excluding Addis Ababa, 65 

percent of the PHFs mentioned the WoHOs as 

their source for contraceptive commodities. The 

RHB in Addis Ababa was not keen on 

supporting logistics and supply management for 

he PHFs. As a result, the PHSP arranged with 

DKT International and Marie Stopes Ethiopia to supply FP commodities to the PHFs based in Addis Ababa. 

Table 8 shows the breakdown in the types of FP 

commodities supplied by the Woredas and 

shows that there were few reported stockouts in 

the previous six months. About 57 percent of 

the PHFs interviewed expressed satisfaction 

with the supplies from the Woredas. Those 

PHFs that were not satisfied cited irregular 

supplies (53%) and the Woreda not giving 

priority to PHFs (47%) as the reasons for 

dissatisfaction (data not shown).  

Table 9 shows that the percentage of PHFs 

supported by the PHSP to provide malaria 

services reporting stockouts of malaria drugs in 

the past six months was high (34% for 

chloroquine to 58% for artesunate) in late 2020. 

Table 9. Reported stockouts at the PHFs of malaria drugs 
(n=50) and TB drugs and reagents (n=75) in October 2020 

Reported stockouts of malaria drugs in the past 
6 months n=50 

ACT 44% 

Chloroquine 34% 

Quinine 54% 

Artesunate 58% 

Primaquine 50% 

Reported stockouts of TB drugs and reagents in 
the past 6 months n=75 

RHZE 11% 

Table 8. Source of supply and stockouts of FP commodities 
at 54 PHFs providing FP services in October 2020 

 FP commodities 

supplied by the 

Woreda (IPLS) 

n=54 

Stockouts of 

commodities in the 

previous 6 months 

n=54 

OCPs 57% 2% 

Injectables 61% 6% 

Implants 56% 7% 

IUCDs 50% 6% 

Condoms 61% 15% 
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Significantly fewer PHSP-supported PHFs providing TB identification and treatment services reported stockouts 

of drugs or reagents in the six months before the survey.  

Challenges, and Perceptions and Evidence of Sustainability  

Variable and suboptimum capacity and functionality of the PHFAs and linkages with the PHFs (sub-purpose 

3.1): The capacity and functionality of the PHFAs varied and remains a major challenge. Not all PHFAs have the 

capacity to support PHFs and to function as independent organizations. The lack of organizational capacity, 

leadership, commitment, and financial and human resources affected some PHFAs’ performance and ability to 

function independently. The PHFAs face the continual challenge of generating funds to ensure self-sufficiency, 

financial viability, and to maintain adequate human resource capacity. The limited capacity of some PHFAs to 

network with and mobilize their members, and the absence of mechanisms to enforce the payment of membership 

fees were major impediments to resource generation, although others were stronger. 

Some were not happy about being members of associations. When funds stop, associations are required to raise funds from 

their members, but some members were not willing [to give] and this has been a burden on associations. 

 PHFA representative 

However, some PHFAs may be able to overcome some of these obstacles. For example, even after the close of PHSP the 

association in SNNPR still mobilizes its members—for instance, mobilizing funds for the COVID-19 response.  

PHFA representative 

The incorporation of the private sector in the government (IPLS and EPSA) drug quantification processes and 

mechanisms for the distribution of free drugs, supplies, and commodities to the PHFs are indicative of some 

sustainability. A major threat to sustainability was inaccuracies in the quantification of drugs and supplies because 

of imprecise consumption data from the PHFs. Moreover, stakeholders questioned whether the PHFs were 

prioritized to get the drugs and supplies on time. The section on challenges under project purpose 2 discusses this 

issue further. 

Challenges and threats to sustainability of private health sector access to finances: There were challenges in 

expanding the PHFs’ access to financial resources through the DCA. The PHSP recognized the challenges of the 

loan process, starting from the preparation of a proposal to submission, review, approval, and negotiation. The 

partner banks reported that their overall small and mid-size enterprise (SME) portfolio had increased as a result of 

the DCA-backed loans and that their targeted sector portfolio would continue to grow in the health sector.  

Expanding financial resources for the PHFs through private sector loans was at odds with other aspects of the 

project’s activities. The PHSP supported PHFs to provide subsidized services to expand access to quality care, 

which could also negatively affect the PHFs’ revenue streams that would be used to pay back the loans.  

Limited footprint of laboratory services accreditation at the PHFs (sub-purpose 3.3): The PHSP only supported 

31 laboratories for the accreditation process and the activity stopped due to the termination of PEPFAR funding. 

It is unclear whether other types of accreditation, such as the quality of services, would have also been 

appropriate. Change in the government’s direction of the lab accreditation system was another reason to stop 

pursuing accreditation by the PHSP. The FMOH discouraged the Stepwise Laboratory Quality Improvement 

Process Towards Accreditation/Strengthening Laboratory Management Toward Accreditation    

SLIPTA/SLMTA system, which was supported by the EPHI, in favor of ISO accreditation from the ENAO. 

However, this shift happened without establishing a system to promote this initiation by the PHSP.  

Insufficient reliability and sustainability of drug supply (sub-purpose 3.4): Some PHF respondents stated that 

relying on the government for drug supplies, which are unpredictable, can be problematic. As shown in the 

results from the HFA discussed above, issues of reliability were much more acute for malaria commodities. 

From the PHFs’ side, the interruption in the supply of medicines and laboratory reagents had major implications 

for the provision of quality services.  
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We have started providing medication for free to the patients. Most of the time [the] medicine supply is not 

sustainable. Sometimes we are not able to get the medicines for a couple of months. For this reason, we let the patients 

buy and use the medicines with high cost. So, it would have been good if there was sustainable medicine supply.  

PHF providing malaria service 

PHSP respondents reported that government officials’ perceptions about the private sector likely influenced drug 

supply, especially at the lower levels (zonal and Woreda level). Widespread opinions that the PHFs sold the free 

medicines in the market and/or to patients16 may have led the PHFs to being a lower priority to receive the 

required amount of medicines. Some PHFs reported sensing this lack of prioritization in receiving consistent 

medicine supplies from the Woreda and regional logistics system. 

Private and public health facilities are not treated equally by the government. This causes us to have limited medication 

access for private health facilities. There is no shortage of medication at the government health facilities whereas [...] we 

usually face shortages of medication. This is a major challenge.                                   PHF provider (malaria services) 

The PHSP staff and regional EPSA representatives noted that the quantification processes affected the consistent 

supply of medicines and supplies to the PHFs. The quantification processes at the regional level used rough 

estimates of consumption data.17 Public and private drug and supply requests were merged; regional EPSA hubs 

fulfilled these merged requests through public health facilities, which then distributed to the PHFs.18 The regional 

EPSA hubs did not receive the request directly from the PHFs and did not have the capacity to send supplies to 

every PHF.  

In reality, in times of crisis for drugs and logistics, it may happen for the government to give priority to the government 

facilities.                                                                                                                                                PHSP representative 

Some government respondents expressed disappointment in the PHFs—despite receiving training from the 

IPLS—that they did not submit timely requests, which caused interruptions in drugs supply.  

In the private health sector, there is a problem of not requesting drugs on time or placing an early request, and not assessing 

expired drugs compared with the government sector. Sometimes they will ask for drugs when they have only supply for one 

day or like that, and the process may take some days, so when such things happen, we will make them communicate and 

get a loan from a nearby government facility because TB drugs should not get interrupted.               RHB representative 

Moreover, national- and regional-level stockouts of drugs and supplies affected both public facilities and PHFs. 

Evaluation Question 2. How were the project’s learning and innovative ventures developed and used 
during project implementation and how will they continue to be used after the project?  

The PHSP introduced three key innovations: (1) malaria services for MMW; (2) MPDSR; and (3) the provision of 

ART at specialty clinics. 

Malaria Services for Mobile and Migrant Workers  

Implementation and Achievements of the Malaria Services for MMW Innovation 

The PHSP implemented a strategy at 23 temporary malaria clinics for seasonal MMW in areas with a high 

malaria burden, as outlined by the NMPCP. On receiving requests from RHBs, the PHSP collaborated with the 

RHBs and local farms in Amhara, Benishangul-Gumuz, Gambella, and Tigray. The temporary malaria clinics 

strategy required cooperation among the farm owners who provided space for the clinics, the RHBs that provided 

staff (health officers from government health centers) and free medications, and the PHSP that provided per diem, 

 
16 The PHSP reported that it did not find any evidence of pilferage at their implementation sites. 
17 Estimates were especially problematic for the PHFs. 
18 The PHFs generally submitted their requests to the nearest public health facilities and the private and public requests were merged 
and submitted to the EPSA. The EPSA hub then provided drugs and supplies to the public facilities, which then distributed them to the 
PHFs. 
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transportation, and supervision costs. The temporary clinics gave access to malaria prevention and treatment 

services in locations where previously there was very limited, or no, access to these services. The temporary clinics 

provided malaria prevention and treatment services to approximately 74,000 people between Year 4 (Q2) and 

Year 5 (Q2). The PHSP also developed guidelines for establishing similar clinics around the regions. These clinics 

served hard-to-reach populations, as described by this informant:  

My farm is 120 kilometers from the administrative central town of the Woreda. In the rainy season… [it is] only for 

tractors. Other vehicles can’t give transportation services on that road. In addition, there are many rivers, and it is 

impossible to pass when the river is flooding. We sometimes wait two to five days to cross the river. So, a sick person 

has to pass through all these challenges to get to a health facility, travelling 60 or 120 kilometers.           Farm owner 

Another farm owner shared his experience of the functionality of the clinic and what happened when a clinic 

closed. 

Per day, perhaps 30-40 workers will go to the health facility based on our farm, but the clinic also services the community 

as well as workers from another farm [….. ]. When our workers are infected by malaria, they [temporary clinics] gave 

them treatment immediately and they recovered well and returned to work. But since the clinic has stopped working, we 

have had difficulty finding services.                                                                                                 Farm owner  

Malaria Services for MMW after PHSP 

The malaria services for MMW demonstrated that there was a willingness on the part of farm owners and the 

RHBs to cooperate and contribute to temporary clinics to ensure the well-being of workers and interrupt the 

transmission of malaria among MMW, who may transmit parasites to their communities and families on their 

return home. The MMW strategy was resource intensive for the PHSP and the RHBs. It ended in 2020. Without 

the payment of per diem and transport by an external agency, the strategy was not sustainable. As part of the 

NMPCP, MMW receives some support from the Global Fund, but it is unclear whether this support would be 

sufficient without other substantial external or dedicated government resources. 

Maternal Perinatal Death Surveillance and Response  

Development and Achievements of the MPDSR Innovation 

The MPDSR is an approach to identify and review all maternal and perinatal (newborn and stillbirth) deaths at a 

health facility to improve the quality of MNH care and to prevent future deaths (World Health Organization, 

2020). In 2019, the PHSP introduced the MPDSR at 18 PHFs in Addis Ababa; developed SOPs; established a 

Rapid Response Team (RRT) at each facility comprised of a pediatrician, obstetrician, and matron; trained staff; 

and linked these facilities to the Woreda-based PHEM system. This pilot activity tested the feasibility of the 

MPDSR in the private sector. Project documents highlighted changes in the PHF staff’s attitudes and practices 

after the introduction of MPDSR.  

We [MPDSR focal person at the health facilities] managed to convince providers that MPDSR is not about blaming 

individuals, rather it is way of identifying problems in the provision of care to prevent similar events for mothers, fetuses, 

and newborns [deaths or near-misses] in the future.               MPDSR focal person [PHSP Success Story] 

We identified gaps where the relatively high neonatal sepsis cases in newborns admitted to NICU that could have contributed to 

the death of some of the newborns. Following which, we planned to conduct regular fumigation and found comparably good 

result.                                                  MPDSR trained focal person at a private hospital [PHSP Success Story] 

 

Of the 13 PHFs targeted for MPDSR support that were surveyed in late 2020, 11 PHFs (85%) reported that they had a 

trained MPDSR focal person and SOPs, and 11 (77%) reported an established RRT. However, only five (38%) noted 
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reporting a maternal and/or perinatal death to the Woreda PHEM, and seven (54%) reported receiving any 

supervision or mentoring for MPDSR.  

MPDSR after PHSP 

This limited pilot activity demonstrated the feasibility of introducing MPDSR in private facilities to improve the 

quality of MNH services. However, after the initial introduction, there was limited evidence of the sustainability 

of the approach. If MPDSR is to continue and/or expand after the PHSP ends, it will require external or 

government resources for its introduction and continuous monitoring and supervision. 

ART Provision through Specialty Clinics 

Development and Achievements of ART Provision at Specialty Clinics 

As a result of PHSP advocacy, the FMOH and RHBs allowed specialty clinics to start providing ART services, 

including clinics without a pharmacy. The PHSP enrolled specialty clinics and scaled up the number of facilities 

providing ART services from 18 to 70. About 24,000 adults and children with advanced HIV infection received 

ART over three years.  

ART Provision at Specialty Clinics after PHSP 

The ability of the FMOH to sustain ART provision through specialty clinics will hinge on official government 

policy.  

PPM-HIV has not been finalized or endorsed by the FMOH. Without PPM guidelines, there is no official guidance 

document. New staff at the FMOH need to engage in policy dialogue and advocacy from the beginning. The progress 

achieved in ART service provision will not be sustainable without official guidelines.                  PHSP representative 

Evaluation Question 3. What strategies did the PHSP use to ensure sustainability?  

This section addresses the successful strategies used for sustainability and the remaining challenges and 

opportunities. The section heavily references the previous evaluation question 1 on the achievements, challenges, 

and evidence of sustainability.  

Evaluation Question 3A: What strategies were most successful to ensure sustainability? 

Establishment of government policies, procedures, and structures: PHSP’s efforts to codify the GOE’s policies, 

procedures, and structures (discussed above under evaluation question 1, project purpose 1), ensured 

sustainability. The national PPPH framework, implementation guidelines, and operations manual demonstrated 

the government’s commitment to PPPH and will continue after PHSP closeout. Similarly, the PPM 

implementation guidelines (TB, malaria, MNCH) provided the guidance needed for the continuous engagement 

of PHFs in the PPM program. The establishment of the PPPH Unit in the Partnership and Cooperation 

Directorate of the FMOH and collaboration with other partners, such as CHAI, to staff the Unit was a major step 

toward sustainability.  

Inclusion of the private health sector in government systems: PHSP’s efforts to include the private sector in 

government systems ensured some sustainability after the project closed out. The inclusion of PHFs in the 

regional laboratory EQA system and sample transportation and referral system, although faced with some 

challenges, has been functioning, even after the close of the project. Similarly, linking PHFs with the ESPA’s 

regional hub to provide free essential drugs and commodities through the private sector is functioning to some 

degree without external support, albeit with some challenges around malaria commodities. The introduction of 

registers and reporting formats at participating PHFs and systems for routine reporting to the RHBs ensured that 

the national HMIS/DHIS2 included at least some services provided by the PHFs. Engaging the RHBs and sub-
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regional offices (THOs, WoHOs) in training, supervision, and mentorship ensured that the government offices’ 

capacity was built. However, it is unclear how sustainable the RHBs and local offices’ engagement will be with 

limited human and financial resources and in the absence of external project support.  

Fostering private-public relationships and building trust: The PHSP and its predecessor projects conducted extensive 

advocacy and facilitation with the FMOH and relevant stakeholders to make the process of engaging PHFs 

formal and sustainable. This prolonged and sustained effort created a conducive environment in the FMOH, 

which now has a more positive view of the private health sector as partners. Early engagement of RHBs and local 

health offices in advocacy and implementation ensured government ownership of PSE and shifted some RHB 

staff’s perceptions about working with the private sector. The PPM implementation guidelines and MOUs 

between the RHBs and PHFs clearly outlined the objectives and roles and responsibilities of all stakeholders; this 

clarity on roles and responsibilities likely contributed to improved public-private sector relationships. Similarly, 

revising regulatory standards to make them less punitive for the private sector and more transparent may have 

helped improve relationships, and allowed the PHFs and RHBs to have less contentious inactions. Nevertheless, 

tensions remained. 

Building ownership of RHBs and sub-regional offices: The PHSP collaborated closely with the RHBs and sub-

regional offices, working with them on the capacity building process for the PHFs, including training, refresher 

training, mentoring, JSS, etc. This continuous joint approach from the early stage of the project entrusted the 

RHBs with ownership of PHF engagement. Because PPM facilities had an agreement with the RHB/THO by 

signing a MOU, sustainability was imbedded from the outset of PPM implementation in the regions. 

Evaluation Question 3B: What are the remaining challenges and opportunities for ensuring sustainability of the gains 

achieved in strengthening the private health sector? 

PPPH structures and systems are not fully self-sustaining: The PPPH Unit is in its early stages and relies on donor 

support. However, progress has been made in defining the PPPH strategic framework, implementation guidelines, 

operations manual, and the PPM guidelines for TB, malaria and RMNCAH. The existence of these structures and 

guiding documents provided an opportunity for the PPPH Unit and other government structures to expand the 

implementation and monitoring of PSE. The experiences and successes of developing and implementing the PPM 

guidelines for TB and RMNCAH can be used to advocate for expansion of services covered under the PPM and 

the PHFs providing services.  

Weakness in the integration of the private sector in existing government systems: The inclusion of the private sector in 

the regional laboratory EQA system, sample referral system and transport, ESPA’s regional hub for free essential 

drugs and commodities, and the national HMIS reporting were all important steps for sustainability, but 

challenges remain. Low coverage of the PHFs in the EQA system (~40%), inefficiencies in laboratory sample 

transport and referral systems, the mixed reliability of drug and commodity supplies (especially for malaria), and 

the incompleteness of reporting to the HMIS were ongoing challenges. Ongoing monitoring of the inclusion of the 

private sector in these systems provides opportunities to strengthen these important initiatives. The GOE and its 

partners should make technical, financial, and human resources available to ensure that the vulnerable gains are 

not lost.  

Interested, but overburdened and underfunded government structures for PSE at regional and local levels: The RHBs 

showed great interest in partnership with the private sector and the project built trust between the public and 

private sectors. The RHBs and sub-regional offices were involved in capacity building, mentoring, supervision, 

and monitoring of the PHFs. However, there were concerns that the RHBs were too overburdened and 

underfunded to continue to provide robust support to the PHFs after the PHSP ended. Because there is interest 

and technical capacity, there are opportunities for the RHBs and local offices to continue to engage the private 

sector through inclusion of PHFs that have signed MOUs and that have a sufficient number of staff in public 

sector-supported: (1) training plans; (2) mentoring and supervision systems (where possible); and (3) distribution 

of the latest clinical guidelines and protocols. This support may be more feasible for more established PPM (TB) 
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or simpler PPM (malaria) than for more complex technical areas (e.g., BEmONC training and supervision). In 

geographic or technical areas where additional resources are required, the experiences of the PHFs providing 

essential services to large numbers of people during the PHSP can be used to advocate for continued funding to 

ensure the continuity and quality of existing services and expansion to other technical areas.     

Generally there are so many things that are not done at PHFs. It has implications for the logistic supply and regulatory 

body. But in the next five years, we are thinking to add some facilities every year and cover all facilities further increasing 

medication supply and reporting with strong follow-up. But so far we are happy.                               RHB representative 

Ongoing tension in private-public sector working relationships: During the PHSP, working relationships between the 

public and private sectors improved, but tensions and reservations about working together still existed in certain 

technical and geographic areas. Continued dialogue and advocacy, along with exchanging experiences and 

successes to date across geographic and technical areas, provide opportunities to improve working relationships 

and build trust across the sectors.  

Misaligned incentives for the provision and continuity of services at PHFs: Although the PHSP-supported PHFs 

appreciated receiving current and cutting-edge training on treatment protocols and access to free medicines, the 

majority were for-profit enterprises. The cost structure of the PPM specifies free treatment. TB monitoring data 

showed that most identified cases were referred, likely due to the lack of incentives for continued TB treatment at 

PHFs. The rate of caesarian sections among deliveries at PHFs was high and rose over the LOP. It is likely that 

revenue was one of the underlying factors for the increase (i.e., caesarian sections cost substantially more than 

normal deliveries). The experiences of the PHSP and, specifically, the PHFs it supported, should be analyzed to 

develop better aligned incentives in future projects or initatives.  

Ongoing challenges in delivering quality services: There was an overall increase in the provision of quality 

diagnostics and/or services for TB, malaria, FP, and MNCH in the private sector. However, high-quality services 

require ongoing training and support. These gains were threatened by high staff turnover, and insufficient training, 

mentoring, and supervision. Building on the PHSP’s experiences, the RHBs and local health offices should 

incorporate systems to ensure that the private sector receives training, on-the-job training, mentoring, and 

supervision.  

Variable capacity of PHFAs to engage and self-sustain: To increase sustainability, the PHSP aimed to build the 

organizational and technical capacity of PHFAs through the allocation of resources and technical support. 

Although they were supported to generate funds, organize meetings, network with PHFs in the regions, and 

engage in the PHSP's training and mentoring activities, the outcomes of this support and the functioning of the 

PHFAs remained variable and diminished after the suspension of PEPFAR funding. The PHFs did not always 

perceive the benefits of the PHFAs. There are opportunities to build on the PHSP’s experiences to create more 

sustainable mechanisms for PHFA engagement. 

Innovative ventures—promising, but resource intensive: The malaria services for MMW demonstrated the feasibility 

and potential of this initiative and that cooperation was possible among the project, farmers, and the RHBs. The 

activity was resource intensive. Activities were suspended when project funding ended, although the NMPCP has 

shown interest. There are opportunities to build on this pilot and mobilize additional resources from the NMPCP 

and/or the Global Fund. The MPDSR is an important initiative for quality of care. The PHSP’s work showed the 

feasibility of introducing and implementing it in the private sector. However, the incentives for continuing and 

expanding its implementation need to be identified.  

Opportunities for loans and financial support from banks, but a difficult process: The DCA endeavor demonstrated that 

when options for loans and financial support were made available, some PHFs benefitted from the opportunities. 

The PHSP helped the PHFs in preparing loan applications. The loan application process needs to be more user 

friendly, and the options for collateral should be reasonable to encourage PHFs to apply for loans and financial 

support.  
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Evaluation Questions 4 and 5. What areas need further improvement for strengthening the private 
sector and how can USAID/Ethiopia support these improvements? What lessons from the PHSP 
should inform USAID decisions for ongoing and future investments in strengthening the private 
health sector in Ethiopia?  

Continue Support for PPPH Structures, Policies, and Guidelines at Federal and Regional Levels 

Areas for further improvement: The federal and regional governments were not yet in a position to implement 

PPPH, PPM, and PSE policies effectively and independently on a large scale. The PPPH Unit was not 

incorporated in the FMOH organogram to support overall PSE for health and no specific government resources 

were allocated. There were opportunities to build on the PSE structures, policies, and procedures established 

during the PHSP to improve and scale up implementation. By 2020, PPM guidelines were finalized for TB, 

malaria, and RMNCAH, but did not exist for HIV and other diseases of interest. The lack of linkages between the 

PPPH Unit and PPM programs translated into a disconnect between national policy and programming guidance. 

Moreover, although the PPM programs and PSE operationally occureed at the regional level and below, there 

was no dedicated private sector unit/person in the RHBs and the private sector was not included in regional 

planning or budgeting (resource allocation).  

Lessons from the PHSP to inform decisions: Policy-level changes require persistent, continuous, and prolonged 

advocacy at the FMOH, national, and subnational levels. Advocacy and dialogue are done with specific people in 

government positions. People in these key positions change, thus ongoing dialogue and advocacy are necessary to 

maintain the gains and garner further support. The PHSP played a key role in providing direction, facilitation, 

and linkages with various stakeholders at federal and regional levels, including PHFs and the RHBs. Support for 

PPM implementation guidelines varied by technical area (e.g., stronger support for TB, which had started under 

previous projects). Moreover, support for PPM in the health sector requires sustained engagement. The PHSP 

continuously engaged with the RHBs and local health offices for capacity building, mentoring, supervision, and 

monitoring of the PHFs. The RHBs recognized the importance of engaging the private sector to meet health goals 

and they experienced the direct benefits of the PHFs’ involvement. Although they are in the best position to 

identify opportunities and challenges for PSE, they did not have the internal structures to engage robustly with 

PHFs without external support. Stakeholders interviewed, including those from PHFAs and PHFs, indicated that 

the RHBs will require continuous support to execute such responsibilities and that there should be a dedicated 

focal person at the RHBs to supervise, monitor, and ensure the quality of reporting and services provided by the 

PHFs.  

USAID future investments: USAID/Ethiopia should continue to support advocacy and dialogue at the federal and 

regional levels to ensure that the gains are sustained and future advances in PSE are realized. An external project 

can provide facilitation and advocacy. At the federal level, continued technical support to the PPPH Unit and 

PPPH TWG should assist them to define their vision; plan, identify, and propose PPP projects and activities; and 

mobilize resources from the government (for example the MOFEC) and external partners, such as the World 

Bank or Global Fund. The PPPH Unit and other government offices should also be supported to expand the 

PPPH documents to include more financing considerations, such as income generation, and business and 

financing opportunities. The PPPH Unit could identify projects beyond selected illnesses, such as creating centers 

of excellence for referral of chronic and major diseases or purchasing and importing large equipment. The PPM 

for HIV should be finalized and PPM guidelines for other health areas considered.  
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Future investments should focus on facilitating dynamic engagement and linkages among the PPPH Unit, PPM 

programming units, and implementation (RHBs). The RHBs need internal structures and a framework to engage 

adequately and continuously with the private sector. The development of policies, structures, and systems for PSE 

in the regional and local-level health offices will require technical and financial resources. These systems should 

be co-created with broad private and public sector participation and ensure that there are aligned incentives and 

sufficient resources from government or other sources (i.e., not just external project funding). As a member of the 

national PPPH Unit stated:  

The national legal and regulatory frameworks can only [be] applicable at the national level. The respective regional level 

should have their own documents, so far there are none. Regions have their own focal person and the policies aligned with 

the national policy but customized to the regional context. The PHSP had the opportunity to work on this but it did not 

materialize.                                                                                                                                 PPPH Unit advisor 

Strengthen Integration of the Private Sector in Government Systems  

Areas for further improvement: There were gaps in the coverage of PHFs and irregularities in the EQA processes. 

Transportation of laboratory specimens to the regional laboratories for further testing was not always efficient or 

effective. These activities were resource intensive and required continuous support. Similarly, the accreditation of 

private laboratories in the ISO and/or ENAO standards to ensure the quality of the PHFs’ lab services requires 

long processes and few were accredited in the end. This outcome and the lack of understanding of the benefits of 

accreditation affected the PHFs’ commitment to the process.  

 

There were also gaps in the completeness and quality of the PHFs’ reporting to the national HMIS that require 

further strengthening. However, the largest gap in the inclusion of private sector reporting was the inability to 

disaggregate the contributions of the private and public sectors. Currently, this is how the HMIS reporting system 

is designed by the government. The PHSP representative identified this as a major issue. This gap in the quality 

and disaggregation of data also affected the quantification of drugs and supplies. The reliability of the supply of 

drugs and commodities through the government system threatened service quality, especially for malaria drugs.  

 

Lessons from PHSP to inform decisions: The PHSP made substantial efforts to incorporate PHFs that signed MOUs 

with the RHBs in the existing government systems. The experiences of the PHSP and its partners proved that it 

was feasible to include the private sector and PHFs in a wide range of government systems to ensure the quality of 

laboratory and clinical services. This integration in existing systems is more sustainable than project-supported 

initiatives, but it may require strengthening the government systems themselves and consideration of the 

additional burden of the private sector on the functioning of government systems.  

USAID future investments: In future PSE for health investments, USAID/Ethiopia should build on the 

achievements of the PHSP and continue to strengthen the integration of PHFs in government systems. The 

absorptive capacity of government systems to integrate the private sector should be considered because systematic 

weaknesses are likely broader than just the private sector. For example, to expand EQA, the possibility of 

accrediting and adding private laboratories to referral laboratories should be explored, to lessen the burden on the 

government system.  

 

Strengthening the completeness and quality of routine reporting from the private sector will require support to the 

RHBs and WoHOs to monitor the quality and build capacity. Developing incentive structures that encourage 

private sector reporting should be prioritized. Future investments in the private sector should also work with the 

FMOH and HMIS stakeholders at national and regional levels to advocate for the disaggregated collection and 

reporting of service delivery indicators from the public and private sectors in the HMIS. This will likely require 

substantial time and resources but will allow for better monitoring of the quantity and quality of services provided 

by the private sector. Future investments should also introduce a consumption-based quantification method that 

properly includes the requirements of PHFs, based on better data. 
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Continue Dialogue for Improved Trust and Working Relationships Between the Public and Private Sectors at All Levels  

Areas for further improvement: Although there were improved working relationships and trust built over the PHSP’s 

LOP, tensions and reservations about working with the private sector remained. Public sector biases against PSE 

can delay policy and implementation processes. Private sector bias against working with the public sector, such as 

fearing taxation and resenting regulation, also hinder implementation.  

Lessons from the PHSP to inform decisions: It takes time and evidence to change the negative perceptions of 

government agencies and staff at all levels against engaging the private sector. The PHSP shifted perceptions 

through dialogue, incorporation of the PHFs in government systems, and perhaps most importantly, through 

evidence of the private sector’s contributions to identifying and treating diseases of public health importance. 

Government stakeholders reported that they also perceived decreased workload at government facilities. The 

experience of working with the public sector and its systems, and with more transparency and improved 

regulations, also helped shift perceptions on the private sector side. 

 

USAID future investments: Future efforts need to ensure that there is sufficient time for dialogue and engagement 

with reticent public health and private sector partners. Investments need to include robust monitoring and 

evaluation plans and resources (especially until the HMIS is revised to disaggregate public/private facilities, as 

discussed above) to ensure that credible evidence of private sector contributions is available.  

Create Aligned Incentive Structures for PSE  

Areas for further improvement: As discussed in evaluation question 3, for-profit PHFs do not always have the right 

incentives to enroll in PPM, provide continuity of services, or provide clinically correct, but lower cost, services 

(i.e., caesarian vs. vaginal delivery). There is also high staff turnover at PHFs. 

Lessons from PHSP to inform decisions: The PHSP and the PHFs involved reported positive and negatives 

incentives for engaging in PPPH and implementation of PPM. The experiences of the PHFs and PHSP with 

incentives and disincentives should be further examined to inform the development of aligned incentives in future 

projects or initiatives. 

USAID future investments: Future USAID/Ethiopia investments need to more broadly consider and design 

structures, systems, and guidance that takes incentive structures in the private and public sectors into account. 

Efforts should explore alternative financing options, such as results-based-financing for the private sector to 

identify and treat TB.  

Support Expanded Access and Quality of Services Above the PHF Level  

Areas for further improvement: Evaluation question 2, project purpose 2 clearly showed an increase in the provision 

of quality diagnostics and/or services for TB, HIV, malaria, FP, and MNCH in the private sector. The PHSP 

provided support to 862 PHFs. However, informants noted that gaps in training, mentoring, supervision, and high 

staff turnover were ongoing challenges. Moreover, support for HIV services was cut short and support for MNCH 

was limited in duration and scale, and insufficient for the clinical complexity of the interventions. For example, 

MNCH requires a focus on ANC, delivery care, PNC, immunization, newborn care, nutrition, etc. The PHFs 

lacked connections to the community networks (CHWs and leaders) and public referral facilities for defaulter and 

contact tracing and follow-up. The lack of sufficient cold chain at most PHFs limited the immunization services 

offered and affected the continuity of ANC (TT) and newborn care (birth doses) in the private sector. 

Lessons from the PHSP to inform decisions: The PHSP demonstrated that it was possible to increase the quality and 

volume of services delivered at PHFs. Support to PHFs to deliver high impact services has huge potential to 

contribute to the national health targets, as shown in the areas of malaria, TB, and FP. Training and mentoring of 

private providers on the national guidelines, subsequent supportive supervision, and quality checks were critical 
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for the quality of clinical and laboratory services. The PHSP worked with the RHBs, local health offices, and the 

PHFs themselves, often serving as linkages between the RHBs and PHFs. The project engaged the Ethiopia 

Midwives Association to provide training and support in MNCH services. 

 

USAID future investments: USAID’s future investments should build on these experiences to expand the geographic 

footprint for the high-quality services delivered by PHFs: expand the number of PHFs included in government 

systems and supported by RHBs through MOUs. Efforts should focus less on direct project support to PHFs and 

more on creating sustainable systems for training, mentoring, and supervision above the PHF level (e.g., RHBs 

and WoHOs) to ensure more sustainable systems. These systems should also formally link PHFs to community 

structures (CHWs, leaders, etc.) and public referral facilities to ensure that PHFs are able to carry out defaulter 

tracing, follow-up, and check on referrals. Efforts should explore ways to support financing so that the high cost of 

refrigerators could be minimize and the the PHFs can obtain or purchase immunization refrigerators through 

national cold chain programs (i.e., GAVI).  

Strengthen and Diversify Support for PHFAs  

Areas for further improvement: Although the PHSP supported the HFAs to generate funds, organize meetings, 

network with PHFs in the regions, and engage in training and mentoring activities, the outcomes of this support 

and the functioning of the PHFAs remained variable. PHF staff did not all perceive the benefits of PHFA 

membership. The PHSP envisioned the PHFAs as important implementation partners for the RHBs, but this was 

not always the case, and support for PHFA engagement varied by region.  

Lessons from PHSP to inform decisions: Support provided by the PHSP to the PHFAs was not maintained after the 

suspension of PEPFAR funding and most PHFAs could not generate enough funds to be self-sustaining. The roles 

and responsibilities of the PHFAs were not always clear to PHF staff or RHBs.  

USAID future investments: Future efforts should continue activities to transform the PHFAs to be more resilient 

and self-sufficient. Instead of direct financial support to the PHFAs, investments should explore and develop 

mechanisms and systems to ensure that the PHFAs can generate their own income for sustainability. The PHFAs 

should also continue to be engaged in networking, training, and mentoring activities, but using mechanisms that 

do not include direct financial support to them. Technical assistance to the PHFAs should focus on how they can 

support and advocate for PHFs’ interests and make their benefits clear and known to potential members. Roles 

and responsibilities of the PHFAs with the RHBs need to be transparent and based on deliverables, such as 

TWGs, engagement in training and supervision, and/or deliverable-oriented funding. 

Organizations/associations/ entities beyond PHFAs (such as the private health center federation) should be 

brought into the network as active partners in identifying areas for PPPH projects.  
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Discussion/Summary 

The evaluation findings show the achievements, challenges, remaining gaps, and sustainability of the PHSP’s five 

years of support for the private health sector’s inclusion in the Ethiopian health system.  The project’s efforts in 

advocacy, dialogue, and facilitation with the FMOH, RHBs, other government agencies, PHFs, and PHFAs were 

key in fostering an enabling environment for PSE, expanding access to quality services in the private sector, and 

strengthening the private healthcare system. The establishment of the PPPH Unit, development of frameworks 

and guidelines—including PPM and PPPH operational guidelines—and alignment of the FMOH’s PPPH with 

the GOE’s PPP proclamation at the federal level are key milestones in sustaining the government’s commitment 

to PSE. It is not possible to fully attribute these positive policies to the PHSP; however, PHSP’s advocacy and 

intense engagement undoubtedly contributed substantially to these changes. Other analyses also found that the 

FMOH has become more open to the private health sector in the last five years, shown by changes in the enabling 

environment (Global Financing Facility, 2019). The HSDP IV and the HSTP 2015–2020 also demonstrate 

changes in the government’s perspective about the inclusion of the private health sector. 

The evaluation findings also indicate that achieving sustainable progress at the federal level will require significant 

additional efforts. The PPPH Unit is not yet ready to independently develop, resource, and operationalize public-

private endeavors in health and requires further strengthening. The PPPH Unit needs more sustainable 

relationships with the different directorates and units of the FMOH to ensure that policy and programmatic 

achievements are sustained and expanded.  

A more positive environment for PSE is evident at the operational and implementation levels. The PHSP’s hands-

on involvement with the RHBs and local offices, and its intense engagement, advocacy, dialogue, and 

mobilization of different actors ensured better public-private sector working relationships and support for the 

PHFs to provide quality services to their communities. Future efforts in PSE for health—for example, expanding 

the geographic reach and technical scope of PPM implementation guidelines—can benefit and build on the 

improved public-private sector working relationships at the implementation level. 

The PHSP’s efforts to incorporate the private sector in government systems—such as the EQA program, 

laboratory specimen transportation and referral, drug, and commodity supply chains (IPLS), and the HMIS—are 

more sustainable, although more susceptible to inefficiencies, than setting up parallel systems. The challenges 

found by this evaluation in the private sector were similarly seen in the public sector concerning coverage of the 

EQA (Mekonnen, et al, 2020) and issues of stockouts and unreliable supply chains (Demessie, Workneh, 

Mohammed, & Hailu, 2020; Fentie, et al, 2015). 

The 862 PHFs that the PHSP supported to provide key health services,19 in collaboration with the RHBs and sub-

regional offices, do not represent a significant proportion of the private health sector in Ethiopia (less than 10% of 

PHFs). However, the PHSP's experiences and lessons learned from its approach provide vital evidence about 

what works, the gaps, and challenges to sustainability.  

High quality training, mentoring, supervision, monitoring, and quality assurance checks, along with stable supply 

chains, can ensure the quality of TB, malaria, and HIV diagnostics and services. Private sector provision of high- 

quality MNCH services requires more intensive support because of the complexity of clinical services. The low 

coverage of ANC4 and PNC, and the high and increasing cesarean section rate at the PHFs supported by the 

PHSP point to the need for additional approaches to ensure the quality of MNCH services. The high attrition of 

trained staff in the private sector is an ongoing major challenge that affects all service areas. Many key informants 

noted that staff turnover, combined with reductions in the number of staff trained over the PHSP’s LOP due to 

funding cuts, pose a threat to the continuation of quality services at PHFs. The specific reasons for high staff 

turnover at PHFs are beyond the scope of this evaluation but require careful consideration in future PSE efforts.  

 
19 Through training, mentoring, supervision, and inclusion in government systems. 
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Through the PPM, PHFs use government-provided free drugs and laboratory supplies to ensure access to quality 

services, resulting in subsidized services for their clients. Both higher and lower income households are likely to 

use services at the PHFs, although the poorest households mostly use public facilities (Global Financing Facility, 

2019). The Global Financing Facility report also underscores that the FMOH provides subsidized services to a 

significant proportion of households that have the ability to afford the private sector. The equity aspects of PSE 

and PPM are beyond the scope of this evaluation, but merit further analysis and consideration in future efforts.  

Many of the evaluation findings point to the need to better align incentives. Participating PHFs appreciated the 

opportunities for capacity building and expansion to new service areas, but the primary motivation for the private 

sector is to make a profit. PHFs may implement PPM as part of their obligation to their communities and society, 

however, without aligned incentives that include income generation, the sustainability and continuity of services 

are uncertain. Similarly, future efforts need to identify incentives, outside of donor support, for the PHFAs to 

engage broadly with PHFs and for the PHFs and their staff to value and benefit from PHFA membership so that 

they are more likely to pay dues.  

Recommendations 

The following recommendations are based on the findings and are organized by purpose area. 

Improve the Policy Environment 

All stakeholders, including the government, donors, and partners, should continue to advocate and promote 

government ownership and acceptance of working with the private sector at federal, regional, and lower levels. 

➔ All stakeholders should continue dialogue, advocacy, and networking for private-public health sector 

engagement. PSE has increased in the health sector in a country where there is deep-rooted mistrust of 

the private sector. PSE has been achieved through a long and continuous process of dialogue and 

advocacy with relevant parties, backed by evidence (where possible) and expert opinions. Such advocacy, 

networking, and dialogue should continue by engaging all actors, including donors, partners, and above 

all, members of private health sector entities. 

➔ Development partners should continue acting as intermediary agencies to support the FMOH and 

RHBs to engage the private health sector until it is fully operating as part of the national health system. 

Donors’ support will be imperative for continued engagement of an intermediary agency.  

➔ With financial support from donors, intermediary agencies/partners should continue to support the 

PPPH Unit and the PPPH TWG, including resource mobilization for PPP initiatives through 

government (i.e., budgeting) and external sources. The PPPH Unit is the key platform for sustainable 

engagement of the private health sector in the future. The Unit is not fully mature and is not capable of 

operating independently in its current form. Further financial support and technical expertise can help the 

Unit formulate its vision and develop activities to transform it into a fully functioning, integral entity in 

the FMOH. External agencies, like USAID, in collaboration with other donors, can elevate the critical 

role of PPPH by identifying and supporting the development of a new PPM on other heath services. 

➔ The government should consider establishing a dedicated PPM unit in the FMOH organizational 

structure and foster linkages between the PPPH Unit and PPM supported by other FMOH programs. 

A linkage between the PPPH Unit and FMOH programs supporting PPM needs to be established and 

formalized; donors and partners should advocate and support such efforts. Currently, there are no 

dedicated PPM focal persons for PPM programs, other than for TB. A dedicated focal person in each 

program/directorate could oversee the implementation of the PPM and foster a linkage with the PPPH 

Unit. 

➔ The government and its partners should continue to support the ongoing implementation of the TB, 

malaria, and RMNCAH PPM. The PHSP supported only a handful of PHFs (less than 10% of the 
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estimated PHFs in the country), but its work demonstrated that there is demand for services at PHFs. 

With proper monitoring, a reporting structure, and quality measures in place, the FMOH and RHBs 

should continue implementing the ongoing PPM programs and expand services to more PHFs.  

➔ The government and its partners should leverage evidence from the successful programs for TB and 

malaria to further demonstrate the need for PPP in other program areas and increase the number of 

PHFs receiving support. 

➔ The federal government and its partners should strengthen support for the RHBs to develop PPPH 

structures and implementation plans. The RHBs, along with their sub-regional health offices, are the key 

structures in the Ethiopian health system. The RHBs are in critical and leading roles to support the 

implementation of PPM by PHFs, ensuring logistics, the quality of diagnosis, laboratory services, clinical 

services, etc. Despite the RHBs spearheading PSE in health, they currently do not have any formal 

frameworks to guide them in their PPM efforts. As such, it is essential to have a regional-level framework 

that aligns with federal-level PPPH policies and guidelines. Moreover, there are not dedicated units or 

staff in the RHBs to oversee PPM. The creation or designation of a dedicated unit and/or entity 

responsible for the PPM activities will be critical for ensuring the overall quality of service delivery by the 

PHFs. 

➔ Partners should support the strengthening of regulatory bodies and improving the regulatory 

environment. Ownership of regulatory responsibilities for the private sector has shifted from the EFDA 

to the FMOH and further capacity building of the new unit is required. The PHSP invested in 

establishing an electronic system for inspection with EFDA, and such a system may be critical for the 

new FMOH unit. The FMOH needs to create central, and perhaps, regional-level registries of PHFs 

because the overall number of PHFs is unknown. Regulations should include quality requirements (like 

EQA participation) to motivate owners to participate in EQA and accreditation, like ISO. There is also a 

need to improve the supervisory capacity of the regulators and the existing health standards. 

Improve and Increase Access to Quality Services 

➔ The RHBs should continue to include PHFs in training, mentoring, and supervision activities. These 

activities are the pillars for ensuring quality services at the PHFs. The RHBs should include all PHFs that 

have signed MOUs in their training, mentoring, and supervision system. During the period of its support, 

the PHSP covered much of the costs for training sessions, intensive post training mentorship, JSS, etc. 

Therefore, it is critical to identify how the RHBs will be able to continue these activities in a sustainable 

way. Government, donors, and partners can identify mechanisms to mobilize resources to strengthen 

training, mentoring, and supervisory support for the RHBs. 

➔ All stakeholders should collaboratively develop mechanisms and approaches to ensure a high quality 

of care (e.g., reduction in cesarean sections), balanced with financial incentives. PHFs are ultimately 

profit-generating entities. There needs to be strong monitoring of the PHFs to ensure their adherence to 

quality service delivery standards. There is undoubtedly demand for services, especially in MNCH. The 

number of cesarean section deliveries is high and seems to be on the rise. With support from partners, 

government needs to formulate and implement standard or care to address this issue, and other quality 

issues, such as ANC use, monitoring the health of newborns and mothers after discharge, etc.  

➔ The RHBs and local health offices should develop and foster the linkage of PHFs with communities 

and public referral facilities. Established networks of CHWs that connect households and communities 

need to be linked with PHFs. PHFs should also be more formally linked to the public facilities to which 

they are referring clients. This linkage is essential to ensure follow-up services in several areas, such as 

ANC, PNC, TB defaulter tracing, etc.  
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Strengthen the Private Healthcare System 

➔ The RHBs and local government should continue to strengthen support for the inclusion of the private 

health sector in government systems (EQA program, lab sample transport and referral systems, 

IPLS/supply chains, and HMIS). Action has already been taken through the preparation of formal 

guidelines and SOPs. However, advocacy to continue to support and strengthen the systems should be a 

focus. 

o EQA: Currently, only government laboratories are in the network of external laboratories that 

conduct retesting of random samples to check for quality. Expanding the pool of supporting 

laboratories in the EQA network to include capable private laboratories could make the system 

more efficient and reduce the burden on the public system.  

o Sample transportation: The Ethiopian postal system is currently the only transportation method 

for laboratory samples; alternative methods of transportation should be explored. PHFs should 

also be encouraged to contribute resources for sample transportation and not just rely on the 

government system. 

o EPSA’s support in supply chain: The EPSA should focus on reducing the interruption drug 

supplies to the PHFs, which ultimately affects the quality of services to clients, including 

continued training for the PHFs on how to properly request drugs and in a timely manner, and 

encouraging WoHOs and THOs to consider the PHFs’ requests for supplies as a priority. The 

quantification of drugs needs to better factor in private sector consumption. 

o HMIS improvement: The RHBs should focus on training and refresher training for PHFs on 

reporting, data quality checks, and the completeness of reporting during supportive supervision 

visits. There is also a need to advocate for disaggregating service delivery data for PHFs and the 

public sector at regional and federal levels.  

➔ Donors, government, and partners should continue strengthening the PHFAs and other associations. 

The PHSP engaged and strengthened the PHFAs. Future partners should support further strengthening of 

the organizational, technical, and financial capacity of the PHFAs so that they can fulfill their mandate in 

future efforts, including improved liaison with PHFs to encourage their membership and increased 

contributions. PHFAs’ representatives should continue to engage in advocacy and dialogue with the 

FMOH and other government bodies. Similarly, at the regional level, there should be continued 

coordination and engagement among the RHBs and other government structures, and the PHFAs or 

organizations representing PHFs, to strengthen the system and formulate sustainable strategies.  

➔ Donors and partners should consider alternative financing/incentive mechanisms for PSE to 

encourage PHFs. The private health sector should be encouraged to participate in the PPM to offer 

quality services to its communities. PHFs receive free drugs and supplies from the government and are 

mandated to provide free services (or at a minimum fee) under the PPM. However, PHFs incur costs 

from running and operationalizing the PPM at their facilities. Stakeholders should explore mechanisms 

for incentivizing PHFs to provide public health services, such as community-based health insurance, 

which balances equity for the recipients of services with incentives and/or marginal profits for providers. 

➔ Donors and partners should continue their support for the currently enrolled banks and additional 

banks to provide loans to the PHFs in their efforts to expand their infrastructure, services, and portfolios. 

They should also continue to support financial education and loan processing for the PHFs.  
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Scale-up Innovative Approaches 

➔ The government and partners should support the inclusion of the workplace malaria approach in the 

national malaria program and the PPM-malaria, and this approach should continue. Widespread 

partner support should be leveraged for resource mobilization to scale up this approach.  

➔ The government and partners should work to scale up the MPDSR at all PHFs providing MNCH 

services. There should be continued training of staff on the review and reporting of maternal and 

newborn deaths. 

➔ With support from partners, the government should finalize the PPM for HIV/ART. PSHP-supported 

PHFs identified in the first phase are implementing HIV/ART services and the FMOH has already 

acknowledged that ART medicines can be dispensed at PHFs without a pharmacy. Without a final PPM 

implementation guideline for ART, the recommended collaboration among the RHBs, PHFs, and other 

sectors, such as the EPSA, to provide high-quality services will remain fragile. 

USAID Investments 

The section addressing evaluation questions 4 and 5 above discuss the findings and recommendations in more 

depth. Overall, USAID/Ethiopia should:  

➔ Continue support to the FMOH at the policy level to strengthen PPPH structures, policies, and guidelines 

at federal and regional levels. Advocacy is needed for establishing a dedicated unit for PPM in the 

FMOH structure (organogram) to oversee the implementation of ongoing and new PPMs.  

➔ Strengthen the integration of the private health sector in government systems.  

➔ Continue a dialogue for improved trust and working relationships between the public and private health 

sectors at all levels.  

➔ Identify and create aligned incentive structures for PSE.  

➔ Support expanded access and quality of services above the PHF level.  

➔ Strengthen and diversify support for PHFAs.  

 

 

Conclusion 

The PHSP supported the GOE at federal, regional, and local levels to improve the context for PSE. Overall, the 

evaluation findings demonstrate gains in the policy and implementation contexts for PSE in health, increases in 

access to quality health services, and a strengthened capacity of the private health sector. There was significant 

technical and financial support from the PHSP at all levels to achieve these gains. Continued external support will 

be required to sustain and expand the transformations in public-private health sector engagement in Ethiopia and 

to build on the PHSP’s experiences. Future efforts should prioritize working with public and private stakeholders 

to develop and/or identify and strengthen systems and mechanisms above the health facility level to ensure that 

the private sector is capable, incentivized, and supervised to provide continuous high-quality services without 

significant continued external support. 
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Appendix A. Summary of USAID’s Support to the Private Health Sector in Ethiopia between 2004 and 2020 (PHSP and Its 
Predecessor Projects) 

Figure A.1. Summary of USAID’s support to the private health sector in Ethiopia between 2004 and 2020 (PHSP and its predecessor projects)  

 
Source: Private Health Sector Project Ethiopia, 2020 
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Appendix B. Respondents for Key Informant Interviews 

 

Interviews  

 

Number  

conducted 

FMOH 5 

TB-PPM unit 1 

Malaria directorate 1 

RMNCAH unit 1 

PPPH Unit 2 

 

RHBs  

 

6 

Tigray 1 

Amhara 1 

Oromia 1 

Addis Ababa 1 

Afar  1 

Harar 1 

 

PHFAs 
 

6 

Oromia  1 

Amhara 1 

SNNPR 1 

Tigray  1 

Addis Ababa 2 

 

PHSP 

 

6 

Farm owners/ workplaces 3  

Private health facilities 15 

Development Credit Authority  2  

DCA beneficiaries 3 

EMLA/EPHI/EPSA/Regulatory body 4 

 

Total 

 

 

50 

  

Table B.1. KIIs conducted, by category of respondent  
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Appendix C. TB Services 

Selected Indicators from Secondary Data Analysis 

Figure C.1. Number of PHFs providing TB services (achieved vs. target), Years 1–5 

 

The number of PHFs providing TB services increased from Year 1 and largely met the target. 

 

Figure C.2. TB cases identified by PHFs (achieved vs. target), Years 1–4 

 

The number of TB cases identified increased over the years, mirroring the number of PHFs included in the 

program. Year 5 is not shown because of incomplete data on TB cases. 
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Figure C.3. Proportion of TB cases diagnosed and treated and proportion of cases cured among 
those retained in treatment 

 

Diagnosed TB case retention at PHFs remained low, at around 12 percent; however, among those cases, the cure 

rate was high, at more than 85 percent. 

 

Figure C.4. Proportion of identified TB cases treated at PHFs, by region 

 

Forty-five percent of the TB cases in Addis Ababa were treated at PHFs. *The total number of cases in 

Benshangul and Gambella was low, below 400( not shown in the graph) 
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Figure C.5. Proportion of TB cases who know their HIV status, Years 1–5 

 

The proportion of TB patients who knew their HIV status increased from Year 1 and remained high throughout 

the LOP.  

 

Figure C.6. Number and proportion of eligible patients who received DST, Years 1–4 

 

An increase in the number of eligible cases with DST tests was evident over the years. However, the proportion 

remained below 60 percent. 
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Figure C.7. Proportion of identified female TB cases 

 

The monitoring data showed a persistent low representation of female TB cases, hovering just above 40 percent 

over the LOP. However, a regional breakdown demonstrates some variation by region.   
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Appendix D. Malaria Services 

Selected Indicators from Secondary Data Analysis 

Figure D.1. PHFs providing malaria services (achieved vs. target), Years 1–5 

 

 

 

 

 

 

 

 

 

 

 

 

 

The number of the PHFs providing malaria services met the target in Years 1, 2 and 5, but fell slightly short of 

target in Years 3 and 4. The RHB regulatory body closed some PHFs in Years 3 and 4 as per the MOUs and the 

PHSP also closed some PHFs due to low patients load.  
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Figure D.2. Malaria cases confirmed by PHFs (achieved vs. target) and proportion achieved, Years 
1–4 

 

 

 

 

 

 

 

 

 

 

 

 

 

The number of malaria cases confirmed by the PHFs increased between Years 1 and 2, from 61,449 to 93,840. 

The increase in the number of cases confirmed was because of the increase in PHFs after Year 1. Year 5 is not 

included due to incomplete data. 

Figure D.3. Proportion of suspected cases confirmed for malaria and treated malaria cases, Years 1–
5 

 

 

 

 

 

 

 

 

 

 

 

 

 

About 18 percent of suspected cases were confirmed as malaria. Among the confirmed cases, nearly all received 

treatment. According to the PHSP, patients who received a prescription were reported as receiving treatment. 
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Figure D.4. Proportion of suspected cases confirmed as malaria, by region, Years 1–5 

Regional differences in confirmed cases with the highest suspected cases confirmed were in Benshangul and 

Gambella (malaria predominant areas), followed by Tigray. The rate of confirmed cases decreased in Benshangul 

and Gambella from Year 2 to Year 5 and remained the same in other regions. 

 

Figure D.5. Proportion of suspected malaria cases screened, by laboratory approach, Years 1–5 

 

More than 90 percent of suspected malaria cases were confirmed by microscopic test of a blood smear. 
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Figure D.6. Proportion of all malaria cases, by type of parasite and region 

 

More than 60 percent of malaria cases detected were P. falciparum, with regional variations. Afar, Gambella, and 

Tigray had a high burden of P. falciparum (70% or higher) compared with the other regions. 
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Figure D.7. Proportion of all malaria cases, by sex in Years 3 to 5 

 

In almost all quarters, more men were confirmed with malaria at the PHFs than women.   
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Appendix E. RMNCAH Services 

Selected Indicators from Secondary Data Analysis 

Figure E.1. Number of PHFs offering FP with an emphasis on LAFP (achieved vs. target), Years 1–5 

 

 

 

 

 

 

 

 

 

 

The number of PHFs offering LAFP increased significantly in Year 2 and Year 3, but then dropped in Year 4&5. 

Figure E.2.Number of FP users (new and repeat), Years 1–4 

 

 

 

 

 

 

 

 

 

 

Both new and repeat FP users increased over the years, meeting the targets. The total number of users increased 

by about 15,000 from Year 1 to Year 4. Year 5 is not included due to incomplete data on the total number of 

users. 
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Figure E.3. Number of FP services, by type, Years 1–4  

 

There was an increase in the use of FP methods between Year 1 and Year 4, especially in the use of injectables, 

implants, and IUCDs. 

 

Figure E.4. Proportion of FP users using LAFP, Years 1–5 

 

There was a doubling in the use of LAFP methods among all modern contraceptive users, from 9 percent in Year 

1 to 18 percent in Year 5. 
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Figure E.5. Couple-years of protection, by FP method, Years 1–4 

 

 

 

 

 

 

 

 

 

 

CYP increased from 12,663 in Year 1 to 36,002 in Year 4, with implants contributing the most. The proportional 

contribution of injectables in CYP declined (from 38% to 18%), whereas the contribution of IUCDs increased 

three-fold (from 11% to 30%). Total CYP achieved in the LOP was around 108,000. 
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from Woreda   Stockout    
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Oral contraceptive pills 53 98 31 57 1 2 

Injectables 54 100 33 61 3 6 

Implants 51 94 30 56 4 7 

IUCDs 44 81 27 50 3 6 

Tubal ligation 21 39         

Condoms 52 96 33 61 8 15 

Satisfied with supplies from the Woreda     31 57     

Reasons for dissatisfaction among those who 

never and sometimes received supplies from 

the Woreda             

Irregular supply (n=34)     18 53     

Woreda doesn't give priority     16 47     

Table E.1. FP services provided by the PHFs (n=54) 
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Figure E.6. Number of pregnant women who received ANC1 and ANC1–ANC4 dropout rate 

 

 

 

 

 

 

 

 

 

 

The ANC 1–4 DOR declined from Year 2 to Year 4 but was still more than 55 percent. It should be noted that 

Year 2 was the first year that PHFs provided MNCH services: eight facilities were included in Year 2, 52 PHFs in 

Year 3, and 60 PHFs in Year 4. 

 

Figure E.7. Number and proportion of women screened for syphilis, Years 1–4 
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More than 90 percent of all ANC1 visits were screened for syphilis. The increase in the number of women 

screened for syphilis during ANC1 over time was due to the increase in the number PHFs providing MNCH 

services. 

Figure E.8. Number of deliveries and proportion of cesarean sections 

 

 

 

 

 

 

 

 

 

 

 

There was a 16 percentage point increase in deliveries by caesarian section between Year 2 and Year 4. 

 

Figure E.9. Proportion of deliveries with PNC within two days of birth, Years 2–4 

 

 

 

 

 

 

 

 

 

 

The proportion of deliveries receiving PNC within two days increased slightly. 
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MNCH services provided by the PHFs (n=36) 

  Frequency Percent  

ANC 35 97 

PNC 34 94 

Immunization services  19 53 

Labor and delivery 33 92 

Neonatal and sick baby clinic 26 72 

PMTCT services 30 83 

Services provided during ANC follow-up (n=35) 

Folic acid supplementation 32 91 

Tetanus toxoid immunization  19 54 

Provide syphilis screening test 34 97 

Provide syphilis treatment 34 97 

Screen pregnant women for malnutrition 31 89 

Pregnant women enrolled in ANC complete their 4 

ANC follow-up visits 
30 86 

 Labor and delivery (n=33) 

Training     

Have providers trained in BEmONC 22 67 

Type of delivery service provided     

Vaginal delivery service  33 100 

Cesarean section  25 76 

Assisted delivery 32 97 

Availability of services, kits, and partograph     

Offer blood transfusion 26 79 

Have postpartum hemorrhage kit 29 88 

Have delivery kit 33 100 

Have partograph 33 100 

Newborn resuscitation kit 31 94 

Stockouts     

Vitamin K 3 9 

Magnesium sulfate 7 21 

Oxytocin  2 6 

  

Table E.2. MNCH services provided by the PHFs 
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Infection prevention practice (n=33) 

Water and soap 33 100 

Tap water available for hand washing 33 100 

Personal protective equipment, such as gloves, 

apron 

33 100 

Decontamination of instruments in 5% chlorine 33 100 

Sterilization of instruments 33 100 

Waste segregation at the site of generation 33 100 

Disposal of sharp items using safety box 32 97 

 Newborn care (n=33)     

Type of newborn care provided     

Cord care 32 97 

Eye care 33 100 

Vitamin K 32 97 

Immediate and exclusive breastfeeding 33 100 

Thermal protection 33 100 

Injectable antibiotic for neonatal sepsis 20 61 

Provide birth dose immunization 13 40 

Apparatus available at the health facility for 

newborn care 
    

Radiant heater 31 94 

Ambubag 33 100 

Suction  33 100 
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Appendix F. HIV Services and HIV Counseling and Testing 

Selected Indicators from Secondary Data Analysis 

Figure F.1. Number of people who received HIV counseling and testing services and received their 
test results (achieved vs. target) 

 

 

 

 

 

 

 

 

 

 

Between Years 1 and 3, the number of people who received HIV counseling and testing (HCT) nearly doubled. 

This is partly due to the increase in the number of PHFs enrolled to provide HCT from Year 1 (204) to Year 2 

(340) to Year 3 (235). 

 

Figure F.2. HIV-positive cases linked to ART, Years 1–3 

 

 

 

 

 

 

 

 

 

 

HIV-positive cases linked to ART increased by nearly 30 percent between Year 1 and Year 3. 
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Figure F.3. Proportion of newly enrolled HIV-positive cases who received TB preventive treatment 

 

 

 

 

 

 

 

 

 

 

There was no improvement in isoniazid preventive treatment (IPT) for TB prevention among newly enrolled HIV-

positive cases. The proportion receiving IPT dropped from 49 percent in Year 1 to 28 percent in Year 2 and 

increased to 40 percent in Year 3. 

 

Figure F.4. Proportion of pregnant women who were tested for HIV during ANC visits, Years 1–3 

 

 

 

 

 

 

 

 

 

 

The number of pregnant women tested for HIV among ANC attendees rose by 15 percentage points.  
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Appendix G. Health Facility Assessment 

Region Number Percent 

Addis Ababa 22 21 

Afar 5 5 

Amhara 21 20 

Benishangul Gumuz 4 4 

Gambella 4 4 

Oromia 27 25 

SNNPR 13 12 

Tigray 10 10 

Total 106 100 

  Number Percent 

TB 75 71 

HIV/AIDS 63 59 

Malaria 50 47 

FP 54 51 

MNCH 36 34 

MPDSR 13 12 

Non-technical support 

DCA loan scheme 7 7 

Private health sector networking 69 65 

  Number Percent 

Work tools/job aids or guidelines 99 93 

Supportive supervision 101 95 

Mentoring 99 93 

Training 103 97 

Loan facilitation 16 15 

Facilitate service accreditation 34 32 

   

Table G.1. Regional distribution of the PHFs 

Table G.2. Support received from the PHSP (N=106) 

Table G.3. Type of support received from the PHSP (N=106) 
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TB Female 134 

  Male 97 

  Total 231 

RMNCAH Female 85 

  Male 20 

  Total 105 

MPDSR Female 32 

  Male 8 

  Total 40 

FP Female 103 

  Male 34 

  Total 137 

Malaria case management Female 42 

  Male 74 

  Total 116 

AFB sputum exam Female 44 

  Male 90 

  Total 134 

Malaria rapid diagnostic test Female 24 

  Male 51 

  Total 75 

Malaria lab microscopy Female 22 

  Male 68 

  Total 90 

 

  

Table G.4. Number of available trained staff, by program area (N=106) 
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  Number Percent 

Yes  39 37 

No 67 63 

 Program area affected by staff turnover 

TB  18 46 

HIV/AIDS 12 31 

Malaria 15 39 

FP 11 28 

MNCH 7 18 

MPDSR 1 3 

  Number Percent 

Doctors 5 13 

Health officers 0 0 

Nurses 29 74.36 

Laboratory staff 18 46.15 

Pharmacists 4 10.26 

 

    Number Percent 

Adequacy of capacity building training (N=106) 
Adequate 77 73 

Less than adequate 23 22 

Not at all adequate 6 6 

What needs to be improved (N=106) 

Increase training time (duration) 45 42 

Improve trainer’s capacity 5 5 

Quality of training materials 6 6 

Drug and logistics supplies 10 9 

Intensity of the training 11 10 

Relevance of topics 2 2 

Nothing to be improved 17 16 

Table G.5. Concerned about staff turnover  (N=106)? 

Table G.6. High staff turnover, by profession (n=39) 

Table G.7. Capacity building training 
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  RHB (n=95) WHO (n=89) PHSP (n=101) JSS (n=86) 

 
  Number Percent Number Percent Number Percent Number Percent 

When was 

the last time 

you received 

supportive 

super-

vision?  

 

In the last 3 months 31 29 49 46 26 25 7 7 

3–6 months ago 20 19 15 14 22 21 16 15 

6–12 months ago 27 25 19 18 34 32 35 33 

More than a year ago 17 16 6 6 19 18 28 26 

Never 11 10 17 16 5 5 20 19 

During the 

last visit, did 

the delegate 

do any of the 

following*? 

 

Deliver supplies 41 43 38 43 87 86 . . 

Check record/reports 91 96 86 97 100 99 . . 

Observe work 84 88 79 89 92 91 . . 

Observe management of 

a client 65 68 60 67 81 80 . . 

Use supervision checklist 87 92 80 90 98 97 . . 

Provide feedback about 

work 83 87 74 83 96 95 . . 

Provide updates on 

administrative/technical 

issues 68 72 63 71 93 92 . . 

Discuss problems 85 89 76 85 95 94 . . 

Gave responses to the 

questions you have 80 84 72 81 97 96 . . 

Overall, were 

you 

satisfied? 

 

Yes 70 74 69 78 98 97 80 93 

No 23 24 18 20 3 3 4 5 

Which areas 

could be 

improved**? 

No/don't know 2 2 2 2 0 0 2 2 

Increase frequency of 

visits 11 48 5 28 2 67 3 75 

Improve technical 

expertise of delegates 2 9 5 28 0 0 0 0 

Availability of checklist 2 9 3 17 2 67 1 25 

Provision of 

guidelines/other 

supporting documents 14 61 9 50 1 33 3 75 

Needs to be 

educational/not fault 

finding 11 48 9 50 2 67 2 50 

  

* Question was not asked for those who responded "Never" to the question “when was the last time you received supportive 

supervision?” 

** Question was asked for those who said “no” for the satisfaction question. 

 

 

  

Table G.8. Summary of supportive supervision provided: RHBs, WHO, PHSP, JSS 
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Table G.9. TB-related services provided at the PHFs (n=75) 

  Number Percent 

Trained staff to provide TB treatment 64 85 

Trained staff to conduct AFB test 66 88 

Conduct diagnosis 75 100 

Provide treatment 69 92 

Conduct referral 74 99 

Follow-up if referred cases 43 57 

Conduct HIV testing for TB cases 71 95 

Gene Xpert test requested for all pulmonary TB cases for DST 43 57 

Contact tracing* 69 92 

* Contact tracing reported here includes those responding "always” and “sometimes." 

 

 

Table G.10. Method used for TB diagnosis (n=75) 

  Number Percent 

Clinical 71 95 

Sputum smear microscopy 73 97 

Culture 7 9 

Rapid text (GeneXpert) 21 28 

Chest X-ray 55 73 

Table G.11. Availability of quick references, standard requesting and reporting forms, and quality assurance 

(n=75) 

 Number Percent 

TB manual 71 95 

PPM-DOTs implementation manual 69 92 

Flow chart for TB diagnosis and treatment 70 93 

SOP for AFB microscopy 70 93 

TB patient kit implementation 68 91 

Standard anti-TB drug requesting form 63 84 

Register at TB Unit 71 95 

Register for sputum request 72 96 

Referral registration form 72 96 

HMIS (DHIS2) form 70 93 

Use of bin card for supply management 61 81 

 (EQA by regional laboratory 69 92 



100 Ethiopia PHSP End Line Evaluation 

Table G.12. Currently available essential drugs, reagents, and recording/reporting tools (n=75) 

  Number Percent 

RHZE combination (Rifampicin/Isoniazid/Pyrazinamide/Ethambutol) 66 88 

RH 66 88 

Ethambutol 56 75 

AFB reagent 71 95 

Recording and reporting tools 75 100 

Experienced stockout of at least once in last six months 25 33 

Table G.13. Availability and use of quick references, registers, and reporting forms (n=50) 

  Number Percent 

Investigates patients with fever with blood film 48 96 

SOP for malaria microscopy 48 96 

Malaria microscopy WHO bench aid posters 46 92 

Malaria diagnosis and treatment guidelines 45 90 

Fever management algorithm poster 40 80 

Malaria management algorithm 42 84 

Malaria morbidity and mortality* 45 90 

Report malaria cases weekly using PHEM* 44 88 

Report malaria data monthly using PHEM* 48 96 

Use the malaria comprehensive laboratory* 49 98 

Morbidity and mortality register 44 88 

PHEM reporting forms 48 96 

HMIS (DHIS2) 46 92 

* Those reporting "always" and "sometimes" responses. 

Table G.14. Availability of supplies and quality assurance (n=50) 

  Number Percent 

Methanol currently available 40 80 

Giemsa solution available 46 92 

Filter paper available 40 80 

Frosted slides available 47 94 

Slide box available 46 92 

Keep slides for EQA* 47 94 

Regional lab conducts EQA 43 86 

Had interrupted malaria laboratory services in the last year 5 10 

Experienced a stockout (SO) of at least one anti-malaria drug 39 78 

SO of ACT 22 44 

SO of chloroquine 17 34 

SO of quinine 27 54 

SO of arthesunate 29 58 

SO of primaquine 25 50 
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Table G.15. FP services the health facility provides (n=54) 

  Number Percent 

Oral contraceptive pills 53 98 

Injectable 54 100 

Implant 51 94 

IUCD 44 81 

Tubal ligation 21 39 

Condoms 52 96 

Table G.16. Experienced stockouts of FP supplies in the past 6 months (n=54)   

  Number Percent 

Oral contraceptive pills 1 2 

Male condoms 8 15 

Injectables 3 6 

IUCD 3 6 

Implant 4 7 

   

Table G.17. Logistics/supplies provided by Woreda health office (n=54)   

  Number Percent 

FP commodities 31 57 

Recording and reporting tools 36 67 

Pills 31 57 

Male condoms 33 61 

Injectables 33 61 

IUCD 27 50 

Implant 30 56 

Satisfied with FP supplies* 31 57 

*Satisfied with FP supplies includes those responding "always" and "sometimes."  

   

Table G.18. Job aids, registries, and forms available at the health facility 

(n=54)   

  Number Percent 

Contraceptive methods wall charts 51 94 

Job aid for medical eligibility assessment 45 83 

Have FP registers 53 98 

Currently have HMIS (DHIS2) form 52 96 

Use FP HMIS registers 53 98 

Use bin cards for supplies management 42 78 
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Table G.19. MNCH services provided by the health facility (n=36) 

  Frequency Percent  

ANC 35 97 

PNC 34 94 

Immunization services  19 53 

Labor and delivery 33 92 

Neonatal and sick baby clinic 26 72 

PMTCT services 30 83 

Services provided during ANC follow-up (n=35) 

Folic acid supplementation 32 91 

Tetanus toxoid immunization  19 54 

Provide syphilis screening test 34 97 

Provide syphilis treatment 34 97 

Screen pregnant women for malnutrition 31 89 

Pregnant women enrolled in ANC complete their 4 ANC follow-up visits 30 86 

 Labor and delivery (n=33) 

Training     

Have providers trained in BEmONC 22 67 

Type of delivery service provided     

Vaginal delivery service  33 100 

Cesarean sections  25 76 

 Assisted delivery 32 97 

Availability of services, kits, and partograph     

Offer blood transfusion 26 79 

Have postpartum hemorrhage kit 29 88 

Have delivery kit 33 100 

 Have partograph 33 100 

Newborn resuscitation kit 31 94 

Stockouts     

Vitamin K 3 9 

 Magnesium sulfate 7 21 

Oxytocin  2 6 

Infection prevention practice (n=33) 

Water and soap 33 100 

Tap water available for hand washing 33 100 

Personal protective equipment, such as gloves, apron 33 100 

Decontamination of instruments in 5% chlorine saline 33 100 

Sterilization of instruments 33 100 

Waste segregation at the site of generation 33 100 

Disposal of sharp items using safety box 32 97 
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 Newborn care (n=33)     

Type of newborn care provided     

Cord care 32 97 

Eye care 33 100 

Vitamin K 32 97 

Immediate and exclusive breastfeeding 33 100 

Thermal protection 33 100 

Injectable antibiotic for neonatal sepsis 20 61 

Provide birth dose immunization 13 40 

Apparatus available at the health facility for newborn care     

Radiant heater 31 94 

Ambubag 33 100 

Suction  33 100 

 

Table G.20. Immunization services provided by the PHFs (n=19) 

Training 

Provider trained in immunization 16 84 

Supplies available 

Sharps container/safety box 18 95 

Auto-disable syringes 18 95 

Vaccine carrier/cold box 16 84 

UNICEF standard refrigerator for vaccine storage 15 79 

Refrigerator temperature for vaccine storage monitored 15 79 

Get the vaccine from the Health Office 18 95 

Experienced stockouts of vaccines in the past 6 months 

Measles vaccine and diluent 4 21 

DPT-Hib+HepB (pentavalent) 4 21 

Oral polio 4 21 

BCG vaccine and diluent 6 32 

Rotavirus  4 21 

Pneumococcal vaccine 4 21 

HPV 5 26 
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Table G.21. MPDSR (n=13) 

  Frequency Percent  

Have trained focal person who coordinates MPDSR 11 85 

Have SOP for MPDSR 11 85 

Have established rapid response team  10 77 

Have national MPDSR reporting format 10 77 

Reported to the Woreda-based PHEM team 5 38 

Received mentoring/ supportive supervision in the past 6 months 7 54 

Satisfied with the supportive supervision visit (n=7) 7 100 

Have MPDSR registration book 12 92 

Have MPDSR reporting form 12 92 

Reported maternal death (n=5) 2 40 

Reported Perinatal death (n=2) 2 40 

Reported Maternal and perinatal death (n=2) 1 20 

Table G.22. External quality assurance in TB and malaria 

  

TB 

(n=75)   

Malaria 

(n=50)   

EQA Number Percent Number Percent 

PHF receives EQA  69 92 43 86 

Last EQA         

In past three months 25 36 14 33 

Three to six months ago 17 25 11 26 

Between six months and one year ago 20 29 12 28 

More than one year ago 7 10 6 14 
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Table G.23. Private health facility association (N=106) 

 Number Percent 

Member of PHFA network 69 65 

Among those how are members of a PHFA (n=61)  

Ever attended a meeting of the PHFA 38 62 

Heard/invited but did not participate 5 8 

Never heard 13 21 

Other 5 8 

Pays membership fees 32 52 

View PHFA as important   

High 25 41 

Medium 18 30 

Low/ don't know 18 30 

View PHFA as functional   

High 18 30 

Medium 18 30 

Low/ don't know 25 41 

Benefits received as a PHFA member   

Training 26 43 

Job aids 17 28 

Mentorship 14 23 

No tangible benefit 12 20 

 

 

  



106 Ethiopia PHSP End Line Evaluation 

 

  Services  Mean Range 

TB 

  

  

  

Consultation fee 64 0-500 

Diagnostic test 28 0-200 

Chest X ray 168 0-400 

Follow-up sputum 34 0-600 

Malaria  

  

  

Consultation fee 36 0-150 

Diagnosis – blood film test 26 0-100 

Anti-malaria drug 13 0-190 

HIV testing  

Consultation fee 29 0-200 

 HIV testing 13 0-100 

Immunization 

  

  

Consultation fee 55 0-300 

BCG, OPV0 11 0-100 

DPT1, HEP1, PCV1, OPV_1, Rota_1 10 0-60 

Delivery services  

  

Normal delivery service  3005 0-8000 

Cesarean section 8914 3000-19000 

ANC Initial visit consultation fee  124 0-400 

Family planning 

  

  

  

Injectable 17 0-80 

Implant 112 0-530 

IUCD 134 0-530 

 

 

 

 

 

  

Table G.24. Costs of services (Birr), by program areas 
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