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1 . Executive Summary
1.1. Status of the Epidemic at a Glance
Data obtained in 2005 from ANC surveillance and the Demographic and Health Survey (DHS) indicate that the epidemic
may be less severe, less generalized and more heterogeneous than previously believed. A careful assessment of data
gathered over the last four years suggests that the epidemic has stabilized, with adult HIV prevalence estimated at
2.2% in 2003/04 and 2.1% in 2006/07. The rural epidemic appears to be relatively widespread but heterogeneous,
with most regions having a relatively low prevalence of HIV, but a few demonstrating adult prevalence greater than
5%. In general, HIV incidence is leveling off after declining over the last few years (1996-2001).
Indicator

HIV prevalence

Annual new infections

Adults (15-49 years old)

2.1%

Women (15-49 years old)

2.6%

Men (15-49 years old)

1.7%

Urban (15-49 years old)

7.7%

Rural (15-49 years old)

0.9%

Total

125,528

Women

72,033

Men

53,494

Adult HIV incidence

0.28%

Number of people living with HIV
Number of people living with HIV requiring
treatment

Annual AIDS deaths

Value

977,394

Total

258,264

Adults (15-49 years old)

242,548

Children (0-14 years old)

15,716

Total

71,902

Women

40,744

Men

31,158

Number of children orphaned by AIDS

898,350

Figure 1: Major Indicators, 2007 (source: Single Point Estimate)

1.2. Policy and Programmatic Response to the HIV/AIDS Epidemic
The Federal Democratic Republic of Ethiopia joined UN Member States in June 2006 at the UN General Assembly
to issue the Political Declaration on HIV/AIDS, which included a commitment to move towards the goal of universal
access to HIV prevention, treatment, care and support by 2010. Since that commitment was made, Ethiopia has
updated its planning framework with ambitious targets to achieve universal access (see Figure 2), and it has launched
a “Millennium AIDS Campaign” (see Best Practice on pg 63) that has catalyzed more rapid scale up of key prevention
and treatment programs.
The Multi-sectoral Plan of Action for Universal Access to HIV Prevention, Treatment, Care and Support in Ethiopia
2007 –2010 was developed in consultation with a broad range of stakeholders, who shared lessons learned during
implementation of the AIDS response. The plan—including detailed activities, targets, cost estimations and a financial
gap analysis—represents a major step towards the realization of the ‘Three Ones’ principles.
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Numerical targets: 8 million sexually active people using condoms by 2010
National indicator: Percentage of people aged 15-49 years reporting the use of a condom during
last sexual intercourse with a non-regular sexual partner
Condom use by sexually
active population (age 1549) will increase from 10%
in 2007 to 60% by 2010.

Numerator: Number of respondents (15-49) who reported having had a non-regular (i.e.,
non-marital and non-cohabitating) sexual partner in the last 12 months who also reported
that a condom was used the last time they had sex with this partner
Denominator: Number of respondents (15-49) who reported having had a non-regular
sexual partner in the last 12 months
Assumptions: Sexually active pairs (15-49) will have four sexual intercourse /month (50/yr.): 60 %
of condom use coverage satisfactory level for effective HIV prevention
Numerical target: 1.5 million STI cases receiving comprehensive services in 2010.

People treated for STIs
will be 94% of those who
seeks the service by 2010

National indicator: Percentage of patients with STIs at health-care facilities who are appropriately
diagnosed, treated and counseled
Numerator: Number of STI patients for whom the correct procedures were followed on (a)
history-taking; (b) examination; (c) diagnosis and treatment; and (d) effective counseling
on partner notification, condom use and HIV testing
Denominator: Number of STI patients for whom provider-client interactions were
observed
National indicator: Number of individuals receiving HIV counseling and testing in the last 12
months:
(a) Number of individuals who received pre-test counseling,

9.27 million people to be
counseled and tested in
2010.

(b) Percent of those counseled who received HIV testing,
(c) Percent of those tested who were positive,
(d) Percent of those tested who received their results through post-test counseling services,
and
(e) Percent of those tested HIV-positive who were referred to care and support services
(disaggregated by type of service (voluntary/diagnostic), age, sex, region and urban/rural)
Numerical target: 72,167 HIV-positive pregnant women to receive PMTCT services in 2010.

80% of HIV Positive
Pregnant women will
receive PMTCT service by
2010

National indicator: Percentage of HIV-infected pregnant women receiving a complete course
of antiretroviral prophylaxis to reduce the risk of MTCT in accordance with nationally approved
treatment protocol in the last 12 months
Numerator: Number of HIV-infected pregnant women who received anti-retrovirals during
the last 12 months to reduce mother-to-child transmission
Denominator: Estimated number of HIV-infected pregnant women in the last 12 months.
Numerical target: 397,000 people living with HIV receiving antiretroviral therapy by 2010.
National indicator: Percentage of people with advanced HIV infection receiving ARV combination
therapy

People receiving ART will
increase from 32% in 2007
to 100% by 2010.

Numerator: Number of people (i.e., adults and children) with advanced HIV infection who
receive antiretroviral combination therapy according to the nationally approved treatment
protocol
Number of people with advanced HIV infection receiving treatment at start of year +
Number of people with advanced HIV infection who commenced treatment in the last
12 months - Number of people with advanced HIV infection for whom treatment was
terminated in the last 12 months (including those who died)
Denominator: Number of people with advanced HIV infection

1.68 million OVC receiving
care and support by 2010

National indicator: Number of OVC who received free external support in the last 12 months
(disaggregated by age and sex of OVC, region and type and level of free support)
Assumptions: Out of the 43% of orphans and vulnerable children (OVC) who need support, 20%
will get external support and 23% community support by 2010

continued...
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...continued
Numerical targets: 560,000 people living with HIV receiving care and support services by 2010
National indicators:
• Percentage of people aged 15-59 who has been ill for 3 or more months in the last 12
months and whose household received free basic external support in caring for the
chronically ill person (disaggregated by age, sex, region and source, type and level of
free support)

50% of people living with
HIV (PLHIV) to receive care
and support services by
2010

• Number of people aged 15-59 who has received help from home-based programme in
the last 12 months (disaggregated age, sex, region and type and level of support)
Assumptions: Out of the total PLHIV 50% are made eligible for food and shelter , 30% for HBC and
20% for IGA targeted and 20% IGA trainings

All Kebeles conduct
community conversation
sessions by 2009

Numerical targets: Conduct eight community conversation sessions per Kebele every 15 days for
10 months (15,000x8x20 = 7,200,000)
National indicators:
• Number of Kebeles undertaking community conversation
• Number of community conversations conducted in each Kebele

All schools will have HIV/
AIDS information centers

100% access to primary
health care services by
2008

Assumptions: Primary and Junior Schools (20,000 Desks) High Schools, colleges and Universities
(700 Desks) considering the expansion by 20%
Numerical targets: Each Kebele will have two health extension workers (HEWs) and one Health
Post by 2008
National indicator: Number of Kebeles with two health extension workers (HEWs) and one Health
Post by 2008

Figure 2: Universal Access targets

The latest major initiative within the national response is the three-phase Millennium AIDS Campaign, with Phase I
from November 2006 to January 2007, Phase II from February to August 2007 and Phase III scheduled from September
2007 to September 2008. The campaign seizes the opportunity of a rare national event: the passing of the second
millennium of Ethiopia’s Julian calendar (see box below). The campaign aims to create a sense of urgency, ensure
involvement of all stakeholders and trigger quantum leaps in HIV/AIDS prevention, care, and support and treatment
services with a theme of “speed, volume and quality”.

The Ethiopian Calendar
The Ethiopian Calendar consists of 12 months of 30 days each and a 13th month of five days (six days in a
leap year). It is based on the Julian calendar, which is about seven years behind the Gregorian calendar
used by most of the rest of the world. Ethiopia’s New Years Day occurs in early September. Therefore, on 11
September 2007, Ethiopia began its third millennium (2000 EC). The Ethiopian government’s fiscal year runs
from 8 July to 7 July of any given year.

Examples:

2000 Ethiopian Calendar (EC): 11 Sept 2007 – 10 Sept 2008
2000 Ethiopian Fiscal Year (EFY): 8 July 2007 – 7 July 2008
This document presents all dates in the Gregorian calendar, but because the majority of government reporting
is done by the Ethiopian Fiscal Year, annual reporting falls across two Gregorian years. Therefore, “2006/07”
most often means the 12 months between 8 July 2006 and 7 July 2007. For UNGASS indicator data reported
from facilities on a monthly or quarterly basis (ART, PMTCT and HCT), the federal HIV/AIDS Prevention and
Control Office (HAPCO) has provided data for January to December 2006 and 2007.
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The Millennium AIDS Campaign has played a key role in the strengthening of the health sector’s response to HIV/
AIDS, including HIV counseling and testing (HCT), prevention of mother-to-child transmission of HIV (PMTCT) and
antiretroviral treatment (ART). Social mobilization is also being stimulated by Community Conversations, which
establish interactive spaces within communities in order to generate a local response to AIDS that integrates individual
and collective concerns, values and beliefs, and also addresses individual and collective attitudes and behaviors
embedded in social systems and structures.
The universal access targets and the Millennium AIDS Campaign underscore the commitment of the Ethiopian
Government to move towards universal access. Underneath the universal access targets, the Plan of Action contains
objectives for each of its 16 Program Areas and specific annual targets for each key activity.
Several programmatic achievements in recent years deserve particular note:
•

Site expansion for the delivery of HCT, PMTCT and ART services has dramatically increased over the last three
years. Between June 2004 and December 2007, HCT sites increased from 525 to 1,005; PMTCT sites from 72
to 428; and ART sites from 32 to 329.

•

The number of people tested annually for HIV has dramatically increased from 367,006 in 2005 to nearly 2.3
million in 2007. During the last fiscal year (July 2006 to June 2007) counseling and testing services achieved
60.6% of the annual national target.

•

The number of PLHIV ever started on ART has increased sharply from 8,276 in June 2005 to 24,236 in June
2006 to 97,299 in June 2007 and to 122,243 at the end of December 2007.

•

Behavioral surveys suggest that Ethiopians’ awareness about HIV and AIDS is high and that behavioral change
is increasing. According to the 2005 DHS, 90% of women and 97% of men aged 15-49 have heard of AIDS.
Comparison of the 2000 and 2005 DHSs shows that condom use has increased from 30.3% to 51.9% among
males and from 13.4% to 23.6% among females.

•

In 2007, about 100 institutions (government, NGOs, FBOs, and private sector) were surveyed for a stocktaking
of HIV/AIDS mainstreaming. Out of the surveyed institutions more than half (52.3%) reported to have
mainstreamed HIV/AIDS. Specifically, the result shows that more than four-fifths (83.3%) FBOs, two-thirds
(66.7%) NGOs, half (50%) of the public sector institutions, and one-fifth (20%) of private business institutions
have reported to have mainstreamed HIV/AIDS in their institutions.

•

About 160,000 OVCs and 35,000 PLHIVs are accessing psychosocial, educational, and nutritional services, as
well as training and funding for income generation activities.

But despite these achievements, coverage of essential prevention, treatment and care services remains limited. Only
34.9% of people living with HIV (PLHIV) in need of treatment are receiving ARVs. Only 2.08% of women and men aged
15-49 received an HIV test in the last 12 months and know their results. And only 6.48% of HIV-positive pregnant
women received antiretroviral drugs to reduce the risk of mother-to-child transmission.
Only 15.8% of women and 28.7% of men aged 15-49 years have comprehensive knowledge of HIV and AIDS. Among
young people aged 15–24 years, only one out of three (33.3%) young males and one out of five (20%) young females
have comprehensive knowledge. The 2005 Behavioral Surveillance Survey (BSS) revealed that only about one-third
of in-school youth, female sex workers, truck drivers, teachers and road construction workers have comprehensive
knowledge.
Additionally, despite an increase in condom use, high rates of unprotected sex persist. According to the 2005 DHS,
6% of young women and 37% of young men (age 15-24) engaged in higher-risk sexual activity in the past 12 months;
and one-quarter of these women and just under half of these men reported condom use in their last higher-risk
encounter.
Many programs are lagging behind their targets despite an extremely rapid pace of scale up. This situation emphasizes
the challenge of reaching universal access. As the numbers receiving services increase, the gaps in the system are
more pronounced: insufficient human resources, weak health infrastructure, transportation and general systems;
weak harmonization and alignment; low levels of mainstreaming; and issues of ownership and empowerment. A
substantial increase in financial resources is also required. The government has estimated the cost of reaching universal
access over the six-year period 2006/07-2011/12 at 34.2 billion Birr (USD 3.9 billion), while the total funding currently
available for these six years is estimated at 4.3 billion birr (USD 490 million)—a gap of more than USD 3.2 billion.
Overcoming these challenges requires the commitment and intensive participation of the government, civil society,
development partners and every citizen.

4

Report on Progress towards Implementation of the UN Declaration of Commitment on HIV/AIDS

1.3. UNGASS Core Indicators
No

Indicator

Value (In %)

Source of Information

National Commitment and Action
1

Domestic and international AIDS spending by categories and financing
sources

--

2

National Composite Policy Index

See Part 3 of
this document

-Desk review and key
informant interviews

National Program Indicators
3

Percentage of donated blood units screened for HIV in a quality assured
manner

100

Ethiopian Red Cross
Society

4

Percentage of adults and children with advanced HIV infection receiving
ART

34.93

HAPCO-M&E

5

Percentage of HIV-positive pregnant women who received antiretroviral
therapy to reduce the risk of mother-to-child transmission

6.48

HAPCO-M&E

6

Percentage of estimated HIV-positive incident TB cases that received
treatment for TB and HIV

13.24

WHO, FMOH

7

Percentage of women and men aged 15-49 who received an HIV test in
the last 12 months and who know their results

2.3

DHS, 2005

8

Percentage of most-at-risk populations that have received an HIV test in
the last 12 months and who know their results (sex workers)

97.3

BSS II, 2005

9

Percentage of most-at-risk populations reached with HIV prevention
programs

--

10

Percentage of orphaned and vulnerable children aged 0–17 whose
households received free basic external support in caring for the child

3.5

Welfare Monitoring
Survey, 2004

11

Percentage of schools that provided life skills-based HIV education in the
last academic year

70

Ministry of Education
Annual Report for 2005/06

--

Knowledge and Behavior Indicators
12

Current school attendance among orphans and among non-orphans
aged 10–14

63.3

WMS, 2004

13

Percentage of young women and men aged 15–24 who both correctly
identify ways of preventing the sexual transmission of HIV and who reject
major misconceptions about HIV transmission

24.8

DHS, 2005

14

Percentage of most-at-risk populations who both correctly identify
ways of preventing the sexual transmission of HIV and who reject major
misconceptions about HIV transmission (sex workers)

35.77

BSS II, 2005

15

Percentage of young women and men aged 15–24 who have had sexual
intercourse before the age of 15

Males: 1.7
Females: 15.8

DHS, 2005

16

Percentage of women and men aged 15–49 who have had sexual
intercourse with more than one partner in the last 12 months

Males: 2.4
Females: 0.1

DHS, 2005

17

Percentage of women and men aged 15–49 who had more than one
sexual partner in the past 12 months reporting the use of a condom
during their last sexual intercourse

Males: 8.5

DHS, 2005

18

Percentage of female and male sex workers reporting the use of a
condom with their most recent client

83.6

19

Percentage of men reporting the use of a condom the last time they had
anal sex with a male partner

--

--

20

Percentage of injecting drug users reporting the use of a condom the last
time they had sexual intercourse

--

--

21

Percentage of injecting drug users reporting the use of sterile injecting
equipment the last time they injected

--

--

BSS II, 2005

...continued
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continued...
Impact Indicators
22

Percentage of young women and men aged 15–24 who are HIV infected

5.6

23

Percentage of most-at-risk populations (sex workers) who are HIV infected

--

24

Percentage of adults and children with HIV known to be on treatment 12
months after initiation of antiretroviral therapy

70.36

Sentinel surveillance, 2005
-HAPCO-M&E

The sources of data for most of the program, knowledge and behavior and impact indicators are the 2005 DHS, the
2005 BSS, the 2005 ANC sentinel surveillance presented in the “AIDS in Ethiopia” Sixth Report, annual reports of the
federal HIV/AIDS Prevention and Control Office (HAPCO) and relevant facility records. A projected population estimate
of 73 million for mid-2005 has been used for the computation of all HIV estimates. Data on sex workers disaggregated
by age for the numerator and denominator was made available by the Tulane University Group after reviewing the
raw BSS II data.
It has to be noted that for Indicators 7 and 22 data disaggregated by age is unavailable, and for Indicator 12 data
disaggregated by gender is unavailable. For Indicators 14 and 24 disaggregated data for both age and sex is unavailable.
For Indicator 11, the definition of the numerator has been changed in the 2007 Guidelines. It is now “number of schools
that provided life skills-based HIV education in the last academic year”, and not as in 2005 “percentage of schools with
teachers who have been trained in life skills-based HIV education and who taught it during the last academic year.” So
as indicated in the 2007 Guidelines, and in the absence of a school survey, program review data has been used. The
limitation of the available data is that it does not cover some of the most populated regions (13,325 of the schools, or
65.8%, did not report) and it is not disaggregated by primary and secondary levels.
For Indicator 22 (Percentage of young women and men aged 15-24 who are HIV infected), after consultation with
UNAIDS Headquarters, unadjusted ANC surveillance data has been reported. Official estimates of HIV prevalence in
Ethiopia were calculated using both the 2005 ANC and 2005 DHS data, but these official “single point estimate” values
(e.g. 2.1% adult prevalence in 2007) did not include a disaggregated value for young women and men aged 15-24.
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2. Overview of the AIDS Epidemic in Ethiopia
2.1 Introduction
The Declaration of Commitment on HIV/AIDS adopted by 189 UN Member States in 2001 requires Member States
to report every two years on progress achieved using a set of core national-level indicators. This report is the third
submitted by the Government of Ethiopia since 2003, and in the spirit of the Declaration, it has been prepared in a
participatory manner to assess the current state of the epidemic and the national response and to monitor progress
in the implementation of agreed-on commitments.
Ethiopia covers an area of about 1.1 million square kilometers. It is situated in the Horn of Africa between 3 and 15
degrees north latitude and 33 and 48 degrees east longitude. It is a country with great geographical and cultural
diversity. There are more than 80 ethnic groups in the country with distinct cultures and languages.
It has a projected population of 77 million for 20071, with about 84% living in rural areas. The average household
size is 4.8. Administratively, the country is a Federal Democratic Republic with a bicameral parliament: the House of
Representatives and the House of Federation. Administrative boundaries are composed of nine regional states, two
city administrations (Addis Ababa and Dire Dawa) and 700 Woredas (districts). The Woredas are the basic units of
planning and political administration. Below these districts are approximately 15,000 village associations and urban
neighborhood associations known as Kebeles (5000 urban and 10,000 rural).
Economically, Ethiopia is a low-income country with a per capita gross national income of $110 in 20042. Its economy
is largely dependent on the agriculture sector, which also provides about 80% of the employment. Recurrent famines
and civil wars, as well as high population growth (2.7% p.a. since 2000) have contributed to this low socio-economic
status. The Ethiopian population is young (with 44% under the age of 15 years) and rapidly growing, resulting in
a high dependency ratio. The population growth is also putting pressure on cultivable lands and contributing to
environmental degradation, which is worsening the level of poverty. During the past two decades, Ethiopia’s poor
socio-economic status has been further compounded by the emergence of the HIV/AIDS pandemic.
The overall health status of the Ethiopian people is poor. Life expectancy at birth stands at 54 years (53 years for men
and 55 years for women). The infant mortality rate is estimated to be about 77 per 1,000 births, and Under-5 mortality
is about 123 per 1,0003. Poor nutritional status, infectious diseases and a high fertility rate, together with low levels of
access to reproductive health and emergency obstetric services, contribute to one of the highest maternal mortality
rates in the world. Maternal mortality is estimated to be 673 per 100,000 births.
The major health problems of the country are communicable diseases resulting from poor personal hygiene, improper
garbage and waste disposal practices, and lack of an adequate and safe water supply. Significant proportions of other
health problems are due to inappropriate nutritional practices, lack of health awareness and cultural taboos. Most of
these communicable diseases are vaccine preventable and affect mothers and children under five years of age.
In 2005/06, the geographic access with basic primary health care had reached 76.9% for public facilities, with an
increase to 92% when the services of private facilities are included4.

1 Yemane Birhane, Yared M. et.al commissioned by HAPCO & the World Bank – “HIV/AIDS in Ethiopia: An Epidemiological Synthesis”, Final Draft, November 2007.
2 World Bank, 2006
3 FMOH, PPD: Health and Health-Related Indicators, 2005/06
4 Ibid
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2.2 Current Status of the Epidemic
2.2.1 HIV Prevalence
Related UNGASS Indicator
Indicator# 22 - Reduction in HIV Prevalence
Indicator Value: Percentage of young women and men aged 15-24 who are HIVinfected
Numerator: Number of respondents aged 15-49 who have been tested for HIV
during the last 12 months and who know their results
Denominator: Number of all respondents aged 15-49

Disaggregation Value
15-24-year- 5.6%
old pregnant
women 254

Source/Year
HIV Sentinel
Surveillance
/2005

12,215

Note: After consultation with UNAIDS HQ, the prevalence value of the unadjusted ANC surveillance data (15-24-year-old pregnant
women) has been used. This is because ANC data is collected more frequently and over a longer period, making it easier to track
trends. Official estimates of HIV prevalence in Ethiopia are contained in the June 2007 “Single Point HIV Prevalence Estimate”
document.

In 2005, two surveys conducted in Ethiopia included estimates of HIV prevalence. One of these was the populationbased Demographic and Health Survey (DHS), which included HIV testing of respondents’ blood. The other was
sentinel surveillance of pregnant women attending antenatal clinics (ANC). The two exercises produced national
adult HIV prevalence estimates of 1.4% and 3.5% respectively. In general, the data indicate that the epidemic may be
less severe, less generalized and more heterogeneous than previously believed.
In early 2007, intensive discussions among the implementing entities and the national authorities in Ethiopia adopted
both exercises as valid in the unique context of each exercise’s methodological aims, assumptions and limitations. In
early 2007, the Federal HIV/AIDS Prevention and Control Office (FHAPCO) convened a task force to reconcile these two
estimates with a view of establishing one single point estimate.

Source: Ministry of Health/HAPCO, Single Point HIV Prevalence Estimate, June 2007
Figure 4: Map of Ethiopia showing Adult HIV Prevalence by Region (2007)
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The task force used intensive methodologies to develop a single point estimate of adult HIV prevalence of 2.1% in
2007. Analysis of the data shows relatively higher prevalence among females (2.6%) than males (1.7%). Also, the adult
HIV prevalence in urban areas is much higher (7.7%) than in rural areas (0.9%). The three highest prevalence regions in
the country are Gambela (8.3% urban), Addis Ababa (7.5%) and Dire Dawa (4.2%). Other regions with HIV prevalence
rates greater than the national estimate (2.1%) are Harari (3.2%), Amhara (2.7%) and Tigray (2.7%). Somali is the region
with the lowest HIV prevalence estimate in the country (0.8%).
Additional estimates for 2007 include:
•

There were about 977,394 people in the country living with HIV

•

There were about 125,528 new infections, or about 344 a day.

•

There were 71,902 annual deaths (197 per day) due to AIDS, which includes 10,825 children aged 10-14
years.

•

There were 75,420 HIV-positive pregnancies and 14,148 HIV-positive births in 2007.

•

The number of PLHIV requiring ART was 258,264, which includes 242,548 adults (24.8% of those 15 years and
older living with HIV) and 15,716 children (24.3% of HIV positive children in the age of 0 to 14 years).
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4.0
3.0

Urban
Urban + Rural
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1.0
0.0
2004
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Year
Source: Ministry of Health/HAPCO, Single Point HIV Prevalence Estimate, June 2007
Figure 5: Estimated and Projected HIV Prevalence by Year, Adult Population 15-49, Urban, Rural, and Total Ethiopia 2004-2010

The Ministry of Health and HAPCO have informed partners that the single point estimate exercise’s national and subnational values “are to be used provisionally in all current planning exercises… until further notice”. A new round of
ANC sentinel surveillance was launched in late 2007. The surveillance system has significantly improved over time in
terms of representativeness and data quality. The number of surveillance sites increased from nine rural and 26 urban
sites in 2002 to 44 rural and 38 urban sites in 20055. The 2007 ANC surveillance data was collected from 100 sites.
Analysis of the 2007 data was not completed in time for this report.
2.2.2. A Heterogeneous Epidemic6
The data suggest that in urban Ethiopia the HIV epidemic started in the mid-1980s, expanded rapidly and reached
a plateau around the mid-1990s and stabilized afterwards. As shown in Figure 5, the analysis of seven years of data
shows that the prevalence of HIV has been exhibiting a more or less stable trend. The data from urban areas indicates a
generalized epidemic that is probably stabilizing or even declining in the major urban centers, but may be increasing
in the smaller towns.
The rural epidemic appears to be relatively widespread but heterogeneous, with most regions having a relatively low
prevalence of HIV, but a few demonstrating prevalence rates greater than 5%. There are marked regional variations,
although these cannot be fully understood due to lack of data. The epidemic is higher in small towns and market
5 Federal Ministry of Health: “AIDS in Ethiopia, Sixth Report 2006”
6 This sub-section is composed of excerpts from the final draft of “HIV/AIDS in Ethiopia: An Epidemiological Synthesis” (Yemane B, et.al, 2007), Commissioned by HAPCO and the World Bank. The
report was completed in November 2007 and was expected to be launched in early 2008.
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centers. Contrary to expectations, the small towns involved in the DHS survey exhibited a higher-than-expected
prevalence of HIV as compared to the bigger towns. These small towns may be HIV hot-spots that have been neglected
in HIV prevention efforts to date. Huge urban-rural differentials have been noted since the beginning of the epidemic
in the country (with urban areas disproportionately more affected than rural areas). However, as the communication
and transport infrastructure improves, there is likely to be a further mixing of urban and rural populations, with the
possibility of further spread of HIV into the rural populations.
Regional variation in the spread of HIV has been noted in Ethiopia since 2000. A large scale study of over 72,000 male
army recruits conducted in 2000 covered the five major regions of the country. The data showed variations in male
HIV prevalence across the regions, with urban prevalence rates ranging from 4.3% in Southern Nations, Nationalities
and People’s Region (SNNPR) to 10.5% in Amhara. In contrast, the rural epidemic had not been as heterogeneous,
ranging between 3.2% in SNNPR to 4.3% in Amhara.
However, an examination of the findings of the 2005 DHS demonstrates an unexpected regional pattern in HIV
prevalence, especially compared to the estimations from the 2005 ANC report and other reports. The rural epidemic
is far from homogeneous across regions, although the HIV prevalence estimates in most states (except SNNPR,
Benishangul-Gumuz and Somali) was over 1%; indicating a generalized epidemic. While Amhara has always been
identified as among the most affected regions of the country, the prevalence in Amhara as compared to the highprevalence regions was much less than expected. What is of greatest concern is the prevalence of close to 6% recorded
from rural Gambela.
2.2.3. Estimated Adult HIV Incidence7
Analysis of the 2005 ANC sentinel surveillance estimated HIV incidence in 2005 at 0.26%. Comparison of ANC survey
data over time shows that incidence increased until 1992, then stabilized between 1992 and 1996, and started declining
beginning 1996 until 2001. It has remained and is projected to remain stable from 2001 onwards until 2010.
The estimated HIV incidence for urban areas was 0.99% in 2005. Urban incidence rapidly increased in the late 1980s
and early 1990s, reaching a peak in 1992 followed by gradual decline until 2001. HIV incidence in urban areas has
remained and is projected to remain stable 2001 onwards until 2010.
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Source: FMOH/National HAPCO: AIDS in Ethiopia, Sixth Report, September 2006
Figure 6: Estimated and Projected HIV Incidence, 1982-2010

The HIV incidence in rural Ethiopia for 2005 was estimated at 0.12%. The rate started to increase in the early 1990s and
reached its highest levels in 1996. HIV incidence began declining in 1996 and has remained and is projected to remain
7 This sub-section is composed of excerpts from the Ministry of Health/ HAPCO “AIDS in Ethiopia, Sixth Report”, September 2006.
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stable 2003 onwards until 2010.

2.3. Vulnerable and Most-at-risk Populations
An “Epidemiological Synthesis” exercise commissioned by HAPCO and the World Bank in 2007 reviewed and analyzed
available data from the mid-1980s up to 2005. According to the findings of the review team, uniformed services,
truckers, refugees and displaced people, street children, daily laborers, students and other mobile populations are
the most vulnerable groups in the country. However, data are lacking to measure accurately the recent spread of HIV
in these groups and their role in the further spread of HIV to the general population. Other potential high risk groups
include the following:
•

Refugees and displaced persons: There has been little research done specifically on displaced persons in
Ethiopia, but as part of the ANC surveillance in 2005, HIV prevalence was recorded at about 13% in Dima
Refugee Camp, a figure considerably higher than the national average.

•

Prison populations: The only data on HIV prevalence among prisoners are from 1990 in Dire Dawa (n=450),
indicating a prevalence of 6.0%.

•

Men who have sex with men (MSM): This population has been essentially unstudied in Ethiopia. After many
years of denial, evidence is emerging about MSM populations in other East African countries, so it is likely that
such a community exists in Ethiopia, and is probably at even greater risk because of stigma and lack of access
to services. In fact a recent exploratory study has proved that MSM exist and practice in Addis Ababa8.

•

Injecting drug users: Similarly, this population is also unknown and un-researched in Ethiopia, but is one of
the groups at highest risk in other countries.

•

College and pre-college students: in recent years a number of new training and higher learning institutions
have been opened. These sites and their student populations have not been studied, but there is some
anecdotal evidence suggesting widespread unsafe sexual practices.

2.3.1. Female Sex Workers
Due to their high HIV prevalence, their increased ability to transmit HIV when co-infected with other STIs, and to the
broad population groups they reach through their clients, sex workers have long been identified as the ‘core group’
most at risk of both acquiring HIV and transmitting it within a localized or wider sexual network9.
Regrettably, in the last decade there has been no HIV prevalence study on sex workers in Ethiopia, which significantly
limits our understanding of the epidemiology as well as the recent dynamics of spread of HIV in the population. Given
the evidence of the increased number of sex workers in the country, the increased utilization of sex workers, and
the decreasing median age of the sex worker population, more research is needed to inform a policy of increased
prevention and treatment activities in this population10.
Additionally, the size of the sex worker population in Ethiopia is not known. In 1990 it was estimated that about
7.1% (35,000) of the sexually active female population of Addis Ababa were sex workers. Considering the high influx
of people into urban areas over the past 15 years and the increased number of teenage sex workers, it might be
expected that the current number of sex workers in the city would be much higher11.A mapping of sex workers in
Addis Ababa conducted by FHI in 2002 came up with a much lower estimate than the one reported in 1990, and also
indicated that other various types of ‘hidden sex workers’ also exist in the country, mainly in big cities, although the
extent is unknown and difficult to investigate12.
The FHI study found that an increasing number of sex workers are seeing five or more partners per week: 14.7% in
1989 to 45.1% in 2002 to 34.6% in 2005. Available data also indicate that in recent years much younger women are
becoming sex workers. Since 1989, the median age of sex workers in Addis Ababa has declined from 31.2 years to
21-22 years13. Strikingly, about one-third (30.2%) of the sex workers in 2005 was in the age group 15-19 years. The
fact that an increasing number of young women in their teens and early 20s are joining the sex trade signals a huge
potential for the spread of HIV among young people in the country, assuming that young female sex workers are also
less skilled in defending themselves from “unprotected sexual” exploitations.
8 Seifu Hagos: Assessment of HIV/AIDS Related Risks among Men having Sex with Men in Addis Ababa, 2006
9 Plummer FA, Negelkerke NJ, Moses S, et al. The importance of core group in the epidemiology and control of HIV-1 infections. AIDS 1993
10 Yemane B, et.al, 2007
11 Ibid.
12 Mapping and census of Female Sex Workers in Addis Ababa undertaken by Family Health International (FHI) – Ethiopia in collaboration with the Addis Ababa City Administration Heath Bureau,
2002
13 Ibid
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The few available studies on sex workers found high HIV infection rates associated with high numbers of sexual
partners, the presence of STIs, and inconsistent condom use. In turn, unprotected sex and the risk of STIs are reported
to be highly associated with alcohol use, and drinking is a problem among sex workers in the country. On the other
hand, three consecutive surveys from Addis Ababa over the past years have shown a significant rise in consistent
condom use, from only 5.3% in 1989 to over 90% in 2002 and 200514.
The findings of the BSS II show that a high proportion of sex workers (75.9%) knew of the three programmatically
important HIV preventive methods. However, misconceptions among sex workers were found to be high (about
90.0%), and comprehensive knowledge was found to be low. Literate sex workers were about two times less likely to
have misconceptions about HIV/AIDS than their illiterate counterparts.
Despite the adoption of strategies to reduce vulnerability among special groups, including sex workers in the country,
the actual implementation is still lagging behind. In the 1980s, the Ethiopian Government started a rehabilitation
program for sex workers that included vocational skills training and provision of work in various factories. The initiative
lacked motivation and eventually failed, partially because the felt needs of the sex workers were not considered in
planning the project.
Few services are currently available for sex workers in major Ethiopian towns. Some non-governmental organizations
(NGOs) have implemented skills-training programs for sex workers to enable them to exit the sex industry, but the
scale of these services remains small. Others, particularly those working with young sex workers, have set up drop-in
centers where a range of services are provided including education, recreation, washing facilities, rights advocacy,
and preventive and curative health services. One NGO has recently established a program for the introduction of
female condoms to provide sex workers with greater control in the negotiation of condom use with clients. However,
these services generally rely on repeated contact over a period of time and, sometimes, formal registration with an
organization15.
2.3.2. Young People and Gender
The 2007 Epidemiological Synthesis study found that young populations, especially never-married sexually-active
females carry the greatest risk of HIV infection in the country, with prevalence rates much higher than the average for
both urban and rural areas as well as all women of reproductive age.
Girls are at a much greater risk at an earlier age because of both biological and cultural factors. Young girls in Ethiopia
are more vulnerable to HIV than boys because of early age at sexual debut, early marriage, sexual abuse and violence
such as rape and abduction16.
Sexual mixing patterns are more important than the age at sexual debut in putting girls at higher risk of HIV than their
boy counterparts. Many studies have shown that girls in Ethiopia often form sexual relationships with men who are
on average ten years older. As well, adolescent girls are at risk because they are unlikely to have had any training or
experience in sexual negotiation skills, and are especially vulnerable in situations with older men where age, wealth,
physical strength and other power dynamics put them at a disadvantage17.
Data from the 2000 and 2005 DHS confirm the widely-held belief that girls start having sex earlier than boys. The
proportions that initiate sex before age 15 and age 18 are significantly higher in females than males. Sixteen percent
of young women and 2% of young men had sex by age 15, while 35% of young women and 9% of young men had
sex by age 1818. While the proportion of young females that became sexually active remained high and nearly stable
between the 2000 and 2005 DHS, there was a modest but not significant declining trend in the young males.
HIV prevalence among young pregnant women (15-24 years) attending 82 ANC sites throughout the country is more
than four times the national average (9.1% in urban and 2.4% rural). In young males, prevalence rates are lower than
1% in both urban and rural areas. These data suggest the still high burden of new HIV infections concentrated among
young women, especially those sexually active, never married, both in the urban and rural areas of the country. In
contrast, the high infection pattern among young women does not hold for men, with the younger men exhibiting
lower risk of HIV compared to their older counterparts both in the urban and rural areas. The observed age pattern
of HIV infection between males and females signals the fact that gender affects not only the general level of HIV
prevalence, but also the shape of the prevalence curve as a function of age19.
14 Yemane B. et.al, 2007
15 Yemane B. et.al, 2007.
16 Ibid
17 Ethiopia J Health Dev 2001; 15(2): pages 109-116
18 DHS, 2005
19 Yemane B. et.al, 2007
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2.3.3. Discordant couples20
HIV-negative partners of PLHIV are perhaps the group at greatest risk of contracting HIV in Ethiopia, and couple
counseling services in the country are either non-existent or rudimentary.
Over 2,674 cohabiting couples were tested for HIV in the 2005 DHS. In 97.9 per cent of the cases, both partners tested
negative for HIV. Of the remainder, 85% (1.8 percent of the total) are discordant, where one partner is infected and
the other is not52. HIV prevalence among cohabiting individuals is notably high in the urban areas (10.9%); of whom
about 72% (i.e. 7.8% of the total) of the cohabiting couples are discordant. The observed high discordance in the DHS
sample may be a result of several factors: including the stage of infection, coital frequency, the absence of STIs and
differing levels of susceptibility between partners, among others. This remains to be investigated in future studies.

2.4. Knowledge and Behavior
2.4.1. Knowledge
Related UNGASS indicators
Indicator # 13: Young People: Knowledge about HIV Prevention
Indicator Value: Correct answer to all five questions

Disaggregation Value
All 15-24 24.8%
Males 33.3%
Females 20.0%

Source/Year
DHS
2005

Questions
1. Can the risk of HIV transmission be reduced by having sex with only one
uninfected partner who has no other partners?
2. Can a person reduce the risk of getting HIV by using a condom every time
they have sex?
3. Can a healthy-looking person have HIV?
4. Can a person get HIV from mosquito bites?
5. Can a person get HIV by sharing food with someone who is infected?
Numerator: Number of respondents age 15-24 who gave correct answer to all
questions

All 15-24 n/a
Males 792
Females 1163

Denominator: Number of all respondents aged 15-24

All 15-24 n/a
Males 2399
Females 5813

Indicator # 14: Most-at-risk Populations: Knowledge about HIV Prevention
– Sex Workers
Indicator Value: Correct answer to all five questions

Disaggregation Value
All sex workers 35.77%

Source/Year
BSS 2005

Questions
1. Can the risk of HIV transmission be reduced by having sex with only one
uninfected partner who has no other partners?
2. Can a person reduce the risk of getting HIV by using a condom every time
they have sex?
3. Can a healthy-looking person have HIV?
4. Can a person get HIV from mosquito bites?
5. Can a person get HIV by sharing food with someone who is infected?
Numerator: Number of respondents age 15-24 who gave correct answer to all
questions

All sex workers 470

Denominator: Number of all respondents aged 15-24

All sex workers 1314

Behavioral surveys suggest that Ethiopians’ awareness about HIV/AIDS is high and that behavioral change is increasing.
According to the 2005 DHS, 90% of women and 97% of men aged 15-49 have heard of AIDS. However, comprehensive
knowledge of HIV and AIDS is low. The DHS 2005 indicates that 15.8% women and 28.7% men aged 15-49 years have
comprehensive knowledge. Among young people aged 15–24 years, only one out of three (33.3%) young males and
one out of five (20%) young females have comprehensive knowledge about HIV/AIDS.
20 This sub-section is composed of excerpts from the final draft of “HIV/AIDS in Ethiopia: An Epidemiological Synthesis” (Yemane B, et.al, 2007)
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Knowledge of HIV/AIDS was also disaggregated by regions in the country for further identification of particular
geographic areas requiring directed interventions. The report of the 2005 DHS shows that the level of comprehensive
knowledge in both women and men is lowest in Somali Regional State (3.9% in women and 8.5% in men) and highest
in Addis Ababa City Administration (50.1% in women and 53.8% in men). The knowledge score of women was
generally lower than men across all regions of the country, and the variation of knowledge between urban and rural
women—42.4% and 10%, respectively—was particularly large.
Although Ethiopia has a generalized HIV epidemic, there are specific groups of the population that are at higher
risk of acquiring and transmitting HIV. Recognizing this fact, Ethiopia has been conducting a periodic Behavioral
Surveillance Survey (BSS) of target population groups such as youth, uniformed forces, female sex workers, truck
drivers, teachers and industrial workers.
Although there are no comparable reports from the 2002 BSS in Ethiopia, the 2005 BSS revealed that nearly one-third
of in-school youth, female sex workers, truck drivers, teachers and road construction workers have comprehensive
level of knowledge about HIV/AIDS21. Pastoralists have the lowest (8.9%) level of knowledge compared to other target
population groups. Those in the uniformed services (police, ground and air forces) and factory workers have better
comprehension in both correctly identifying ways of preventing the sexual transmission of HIV and rejecting the major
misconceptions about HIV/AIDS. Amongst youth, those attending school have a higher level of comprehension (29.5%)
than those out-of-school (17.2%). Though not exclusively mentioned, BSS 2005 has reported that the comprehensive
knowledge of HIV/AIDS for male out-of school youth is 3.5 times greater than that of female out-of-school youth.
2.4.2. Behavior
Related UNGASS indicators
Indicator # 15: Sex Before the Age of 15

Disaggregation Value

Indicator Value: Percentage of young women and men aged 15-24 who have had
sexual intercourse before the age of 15

Males 1.7%
Females 15.8%

Numerator: Number of respondents (aged 15-24 years) who report the age at
which they first had sexual intercourse as under 15 years

Males 41
Females 918

Denominator: Number of all respondents aged 15-24 years

Males 2,399
Females 5,813

Indicator # 16: Higher-risk Sex

Disaggregation Value

Indicator Value: Percentage of women and men aged 15-49 who have had sexual
intercourse with more than one partner in the last 12 months

Males 2.4%
Females 0.1%

Numerator: Number of respondents/population aged 15-49 who have had sexual
intercourse with more than one partner in the last 12 months

Males 131
Females 14

Denominator: Number of all respondents aged 15-49

Males 5,464
Females 14,070

Indicator # 17: Condom Use During Higher-risk Sex

Disaggregation Value

Indicator Value: Percentage of women and men aged 15-49 who have had more
than one sexual partner in the past 12 months reporting the use of a condom
during their last sexual intercourse22

Males 8.5%

Numerator: Number of respondents/population (aged 1549) who reported having
had more than one sexual partner in the last 12 months who also reported that a
condom was used the last time they had sex

Males 11

Denominator: Number of respondents/population (1549) who reported having
had more than one sexual partner in the last 12 months

Males 129

Source/Year
DHS
2005

Source/Year
DHS
2005

Source/Year
DHS 2005

continued...

21 National HAPCO, Second “Annual HIV/AIDS Monitoring and Evaluation Report – Ethiopia”, 2006/07
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...continued
Indicator # 18: Sex Workers - Condom Use

Disaggregation Value

Indicator Value: Percentage of female and male sex workers reporting the use of a
condom with their most recent client

Females 83.6%
Females <25 84.3%
Females 25+ 81.5%

Numerator: Number of respondents who reported that a condom was used with
their last client in the last 12 months

Females 1,114
Females <25 872
Females 25+ 242

Denominator: Number of respondents who reported having commercial sex in
the last 12 months

Females 1,332
Females <25 1,035
Females 25+ 297

Source/Year
BSS 2005

The DHS 2005 reported that condom use during last sexual intercourse in the last 12 months with a non-regular
partner was 51.9% and 23.6% among 15-49 years old males and females, respectively. The 2005 DHS also showed
that condom use with a non-regular partner in the 12 months preceding the survey is much greater in 15-24-year-old
men (50.2%) than 15-24-year-old women (28.4%). Between the 2000 and 2005 DHS, condom use has increased from
30.3% to 51.9% among males, whereas a smaller increase was observed among females (from 13.4% to 23.6%). Use of
condoms in sexual episodes involving non-regular partners was higher in the urban areas than in the rural areas for
both males and females in both 2000 and 2005.
Several of the most-at-risk groups are demonstrating evidence of increased condom use. For example, comparison of
the 2002 and 2005 BSSs show that reported condom use during the most recent sex among female sex workers has
not only increased significantly, but also that 95.2% reported that they used condoms consistently with paying clients
in the last 30 days preceding the interview, and 70.2% used condoms consistently with their non-paying partners in
the previous 12 months23.
The BSS 2005 found that a greater proportion of males than females reported using a condom with their last nonregular partner. The highest rate of condom use was reported by inter-city bus drivers (89.5%), followed by teachers
(85.1%). The most disturbing finding is that almost three-fourth (73.7%) of pastoralists and about half (47.3%) of
in-school youth did not use a condom during high-risk sexual intercourse. The 2005 BSS also revealed that a greater
proportion of out-of-school youth (63.2%) than in-school youth (52.7%) reported condom use during their most
recent sexual intercourse with a non-regular partner.
Knowledge of PMTCT is low. In the 2002 BSS, less than 10% of the general population knew about the possibility of
mother-to-child transmission of HIV and the availability of preventive medication. In the 2005 DHS, 21.2% of women
and 25.7% of men said they knew that the risk of transmission could be reduced through the use of drugs during
pregnancy, but this still reveals a widespread lack of knowledge, and could perhaps help to explain the low rate of
ANC and PMTCT service utilization in the country.
2.4.3. Stigma and Discrimination
The 2005 BSS found that the level of stigma among many of the studied target groups was considerably lower than
that reported in the 2002 survey. This finding was also supported by the qualitative study24. However, both the
qualitative and quantitative studies indicate considerable level of stigma among the communities.
Quantitatively, stigma and discrimination was assessed using the national indicator ‘accepting attitude towards PLHIV’.
According to this indicator a person is said to have accepting attitude towards PLHIV if he/she doesn’t believe that
HIV infected people should be quarantined; is willing to give care in his/her own household if a female and/or male
relative is ill with HIV; is willing to buy food from a shopkeeper/food seller who has the virus; and is willing to disclose if
a member of his/her family becomes ill with HIV. The results indicated that 56.4% of in-school youth had an accepting
attitude. Long-distance truck drivers scored the highest, with 70.7% reporting an accepting attitude, and pastoralists
scored the lowest, with 1.6% reporting an accepting attitude (see Figure 7 for responses from other high-risk groups).
Among all respondents, the highest level of stigma was reflected against willingness to buy food from an HIV-infected
shopkeeper/food seller (31%).

22 For females, the denominator was too small (less than 25) to report a value.
23 Ministry of Health/HAPCO, AAU, CSA,EPHA; “HIV/AIDS Behavioral Surveillance Survey (BSS) Ethiopia – Round two”; FINAL DRAFT
24 In the qualitative study, a total of 36 focus group discussions and 55 individual in-depth interviews were conducted with 13 target groups: in-school and out-of-school youth, street children,
teachers, daily laborers, truckers, intercity bus drivers, pastoralists, farmers, female sex workers, military, police and road construction workers.
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Percentage of respondents with an accepting attitude towards people
living with HIV
Group

Male

Female

Total

In-school youth

57.2%

55.7%

56.4%

Army ground forces

65.9%

--

65.9%

Air Force

71.5%

--

71.5%

Police

67.3%

63.6%

66.8%

--

39.6%

39.6%

69.4%

49.4%

61.8%

Female sex workers
Factory workers
Pastoralists

2.2%

1.0%

1.6%

Inter-city bus drivers

63.3%

--

63.3%

Long-distance truck drivers

70.7%

--

70.7%

Road construction workers

54.5%

58.3%

54.6%

Teachers

65.4%

56.7%

64.1%

Antenatal care catchments
population

37.3%

26.6%

31.9%

Figure 7: BSS 2005 quantitative results on stigma and discrimination
Source: MOH/HAPCO, AAU, CSA, EPHA – “HIV/AIDS Behavioural Surveillance Survey (BSS) Ethiopia,” 2006 Round II, February 2007.

In the qualitative study of the 2005 BSS, participants among all target groups agreed that there is a significant change
and improvement in stigma and discrimination. All respondents expressed positive feelings and sympathy towards
PLHIV, including that they would be willing to care for a PLHIV. Moreover, most stated they believed that attitudes
and feeling of the general population towards PLHIV had improved within the last three to five years, and that most
people understand that HIV could not be transmitted by shaking hands or living with a PLHIV. Most of them also
stated that some discriminatory actions, like prohibiting house renting, denying use of toilets and others have been
reduced.

2.4 Impact of AIDS
According to the single point estimate exercise, an estimated 71,902 people died of AIDS in 2007, including 40,744
women. Analysis of sentinel surveillance in 2006 found that adult (15-49 years) deaths due to AIDS increased
progressively up to 2005 when they accounted for 35% of young adult deaths. AIDS deaths are expected to dramatically
decline up to 2009 as the government scales up its ART program towards, and rise rising again in 2010 as people on
ART start dying25.
The impact of AIDS on life expectancy was estimated at five years in 2005. However, the reduction in life expectancy
due to HIV/AIDS is projected to decline during 2005-2010 because of the anticipated universal ART coverage. For
2007, the estimated life expectancy was 52.5 years, with 3.9 years lost to AIDS26.
In terms of the substantial number of PLHIV and OVCs requiring treatment, care and support, as well as the burden on
existing health and social services, the epidemic poses a serious threat to the overall social and economic development
of the country. Studies conducted in past years highlight the detrimental socio-economic impact of AIDS in Ethiopia.
For example, a study conducted by the Ministry of Education in 2003 indicated a 5% increase in death among teachers;
the school dropout rate increased from 1996/97 to 2000/01; and education costs increased due to the replacement of
non-productive teachers and premature payment for terminal benefits.
Similarly a study on the impact of AIDS on the productive sector conducted by the Employers Federation of Ethiopia in
2002 indicated that the impact of AIDS is most severe in the wholesale and retail trade followed by the manufacturing,
agriculture and public service sectors. Reduced productivity, shortages of skilled manpower, increased mortality in
the work force, increased absenteeism and rising medical costs were found to be the major effects in the industrial
sector.
The loss of young adults in their productive years of life has affected the country’s overall economic output. The HIV
epidemic will continue to tax the limited available health and social services delivery systems. Achieving universal
25 Federal Ministry of Health: “AIDS in Ethiopia, Sixth Report 2006”
26 Ibid.
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access will be challenged by the fact that 50% of PLHIV live in rural areas where access to communications and health
care infrastructures is poor. Hence there is a need to capitalize on the momentum gathered from positive changes
in behavioral trends; scale-up programs; and observed changes in the epidemic’s trend to intensify and deepen the
prevention, care and treatment efforts so as to control and mitigate the impact of the epidemic in Ethiopia27.

27 HAPCO, AIDS in Ethiopia, 6th Report, September 2006
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3. The National Response to the HIV/AIDS Epidemic in Ethiopia
The national response to the AIDS epidemic in Ethiopia is the sum of the collective efforts of many actors, notably
the government, multilateral and bilateral partners, international and local NGOs, associations of PLHIV, faith-based
organizations, community-based organizations, the private sector, civil society organizations as well as individuals.
The following review of the national response to HIV/AIDS relies on annual reports of HAPCO, the National Composite
Policy Index (NCPI) questionnaire returns/responses, HIV/AIDS policy and strategic planning documents, the Health
Sector Development Program (HSDP) III, the Plan for Accelerated and Sustained Development to End Poverty (PASDEP)
and other related documents.

3.1. National Commitment and Action
This section of the report looks into national commitment and action as measured in terms of the amount of domestic
resources devoted to HIV/AIDS-related activities and in national adoption of policies and practices set forth in the
Declaration.
In order to assess the progress made in the development and implementation of national-level HIV/AIDS policies
and strategies, Part A of the National Composite Policy Index Questionnaire was used. Eleven organizations were
interviewed, including HAPCO, the Regional Health Bureaus of Addis Ababa and Oromia, the Federal Police and the
Ministries of Transport and Communications, Labour and Social Affairs, Women’s Affairs and the Ministry of Defense.
Part B of the National Composite Policy Index Questionnaire focused on human rights and civil society involvement.
Eighteen organizations were interviewed, including five government institutions, three bilateral/multilateral
institutions and nine NGOs/CBOs. Separate indexes have been calculated for each policy area by adding up the scores
for the respective specific policy indicator and calculating the average of the scores given by the respondents.
3.1.1. Government Response
The Since 1985, the following measures have been taken by the government to control the transmission and mitigate
the impact of the HIV/AIDS epidemic. The Government endorsed a comprehensive HIV/AIDS policy in 1998 and
established in 2000 the National AIDS Council (NAC) under the office of the Prime Minister. The President of Ethiopia
heads the NAC, which consists of 85 members drawn from multiple sectors including regional administrations and
private organizations (see Figure 8). The National HIV/AIDS Prevention and Control Office (HAPCO) was established by
Proclamation in July 2002 as the executive arm of the NAC.
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Figure 8: Membership of the National AIDS Council
Source: HAPCO
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In 2001, the government launched a strategic framework for the national response to HIV/AIDS for 2000-2004. The
strategic framework articulated a multisectoral approach and led to the establishment of national-, regional-, districtand Kebele-level coordinating bodies. In December 2004, a Comprehensive National Strategic Plan for Intensifying
Multisectoral HIV/AIDS Response (SPM) was adopted to intensify the multisectoral response to HIV/AIDS for the period
2004-2008, geared towards enhancing and strengthening ongoing multisectoral prevention and control activities.
The plan made social mobilization a centerpiece of its prevention strategy and the health sector a pillar for mitigation
efforts.
The findings of the NCPI show a continuing effort to harmonize the AIDS response. For example, HIV/AIDS interventions
are well integrated in the HSDP and the Education Sector Development Program (ESDP); several external development
partners aligned and harmonized their HIV/AIDS programs to the national multisectoral strategy/action framework;
and a memorandum of understanding was recently signed between PEPFAR and the Global Fund’s Principal Recipient
(HAPCO) that aims to harmonize their efforts and capitalize on complementarities.
Key guidelines for surveillance, voluntary counseling and testing (VCT), sexually transmitted infections (STI), homebased care, prevention of mother-to-child transmission (PMTCT), antiretroviral treatment (ART) and universal
precautions (UP) have been developed and the respective programs implemented accordingly. Ethiopia has a
strategy that addresses HIV/AIDS issues among its uniformed services (including armed forces and police). A new
education sector policy and strategy document is expected to be finalized in early 2008. Ethiopia does not have a
policy or strategy to address the additional needs of orphans and other vulnerable children (OVCs). However, there
are ongoing activities to develop a specific strategy for orphans.
There are a number of new developments in the health sector which will influence the efficiency and effectiveness of
the government response to HIV/AIDS. Such developments include the following:
•

A Woreda-Based National Plan of Action (or Core Plan) for 2007/08 has been prepared for the first time with
the involvement of Woreda health offices, zonal health departments, regional health bureaus and the Federal
Ministry of Health. Prevention and control of HIV/AIDS is one of the focus areas given priority attention in the
Core Plan.

•

The HSDP Harmonization Manual has been finalized,

•

As part of the Health Management Information System (HMIS) reform; pilot testing was started in selected
health facilities in June 2007;

•

Adherence evaluation of the Code of Conduct signed between the Ministry of Health and a number of donors
has been carried out as per the plan; and

•

A proclamation on drug supply and logistics management was developed and has been submitted to the
Council of People’s Representatives for endorsement.

•

More than 17,600 Health Extension Workers (HEWs) have been deployed so far, accounting for about 59% of
the total national requirement of 30,000 HEWs28. Thus the coverage of the health extension program (HEP)
has increased greatly, and as stated in the strategic plan, universal coverage by the HEP along with capacity
building at all levels can ensure effectiveness and sustainability of the program in the fight against HIV/
AIDS.

The National Partnership Forum supports the coordination efforts of the NAC and HAPCO by serving as a formal and
representative coordination mechanism whereby all actors addressing HIV/AIDS in Ethiopia can come together in an
organized way for a meaningful involvement in policy and program processes. The National Partnership Forum has
five sub-forums: public sector, donors, NGOs, media and PLHIV networks
HAPCO also chairs several task forces and technical working groups on issues ranging from monitoring and evaluation
to PMTCT to task-shifting. The Country Coordinating Mechanism (CCM) for Global Fund grants is chaired by the
Minister of Health and includes the participation of PLHIV and faith-based organizations. Coordination at regional
and Woreda (district) levels continues to be undertaken by the regional HAPCOs, regional health bureaus and Woreda
health offices.
3.1.2. Ethiopia’s Universal Access Commitment
Ethiopia is signatory to several international declarations and initiatives, and it is also beneficiary to the various forms
of international assistance and donations. Among others, the major international initiatives and declarations that
have facilitated and enhanced the national response to AIDS include: the UN Millennium Declaration, the Abuja
28 FMOH Annual Performance Report of HSDPIII (October, 2007)
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Declaration, the Paris Declaration, the UN Declaration of Commitment on HIV/AIDS, the Brazzaville Commitment, the
“Three Ones” principles, and the Global Task Team on Improving AIDS Coordination Among Multilateral Institutions
and International Donors (GTT).
On 2 June 2006, Ethiopia joined other UN Member States at the UN General Assembly to approve resolution 60/262,
also known as the Political Declaration on HIV/AIDS. The declaration includes a commitment by UN Member States to
move towards the goal of universal access to HIV prevention, treatment, and care and support services by 2010. It also
calls on each country to set ambitious national targets to be achieved by the year 2010, and to work with partners at
country level to overcome the barriers that block access to prevention, care and treatment.
In response to this commitment, federal HAPCO led the development of the Multisectoral Plan of Action for Universal
Access to HIV Prevention, Treatment, Care and Support in Ethiopia 2007–2010. The Universal Access Plan of Action is
costed and consists of specific targets and detailed activities categorized within 16 major program areas (see Figure
2 in Executive Summary). Its development has been guided by the SPM, Ethiopia’s universal access commitment and
the “Three Ones” principles. The Plan of Action mainly bases itself to related national plans and processes, in particular:
the Health Sector Road Map for Accelerated Access to HIV Prevention, Care and Treatment in Ethiopia; the National
Universal Access process that set national targets for non-health sectors for 2007-2010; and the National Social
Mobilization Strategy which is designed to intensify mobilization of all parts of the society with special attention to
the community towards broad-based participatory action.
It also takes into account the sectoral directions of the HSDP, the ESDP and the Health Sector Facility Expansion Plan.
Moreover, resource requirements for the Plan of Action were projected for the period 2007-2012, currently available/
committed resources to the national AIDS response were mapped, and a financial gap analysis has been conducted.
The Plan of Action, therefore, is the one agreed national AIDS action framework of the “Three Ones” principles.
3.1.3. Mainstreaming
In order to stimulate multisectoral approaches, HAPCO in collaboration with UNDP/Ethiopia has been supporting
mainstreaming activities at public and non-public institutions since 2002. With this endeavor, a mainstreaming task
force was established in 2002 and an HIV/AIDS Mainstreaming Handbook launched in September 2005. Ethiopia
produced the implementation guideline on sector mainstreaming with joint participation of key partners. Several
trainings were conducted to effectively mainstream HIV/AIDS in different public and non-public sectors.
In 2007, 100 institutions from public sectors, non-governmental organizations (NGOs), faith-based organizations
(FBOs), and private business sectors at federal level were surveyed in a stocktaking of HIV/AIDS mainstreaming in order
to track the performance of each sector. Out of the surveyed institutions, integration of HIV/AIDS program into their
sector plan has occurred in 59% of government, 100% of NGOs, 83% of FBOs and 60% of private/for-profit institutions.
Of the total institutions assessed, 40% of them have reported that they have HIV/AIDS workplace programs. Moreover,
according to the UNDP workplace HIV/AIDS intervention definition, 35% of the sectoral institutions (29 government,
five NGOs, one FBO and one private) have integrated specific workplace HIV/AIDS intervention into their sector plan.
Forty-one percent of the assessed institutions undertook HIV/AIDS implementation in their respective organizations.
However, only 18% of the institutions reported that they have allocated special funds for running their workplace HIV/
AIDS program. Some of the major HIV/AIDS interventions mentioned by these institutions are IEC/BCC (57%), condom
promotion (36%), care and support (30%), counseling and testing (28%), and PMTCT/ARV prophylaxis (9%)29.
3.1.4. Laws and Regulations
The returns to the National Composite Policy Index questionnaire showed that there are laws and regulations as well
as workplace guidelines that protect people living with HIV in Ethiopia against discrimination. These include:
•

The “Labor Proclamation No. 262/2001 and 377/2003 Article 14.1 d”, which strictly prohibits mandatory HIV
testing for employment; and

•

The Civil Service Workplace HIV/AIDS Guideline, 2005, which prevents discrimination of HIV-positive
employees.

Furthermore, there are proxy laws that protect people from rape, abduction and early marriage. At present, the Federal
Ministry of Justice is in the initial stage of developing a proclamation that is specific to the problems of people living
with HIV.
There are also laws that address vulnerable populations, such as women, children and youth. The human rights issues
explicitly stated in national HIV policies and strategies were developed with the involvement of civil society and
29 Kebede Mamo/HAPCO: Stocktaking on HIV/AIDS Mainstreaming in Selected Institutions at Federal Level, Addis Ababa, May 2007
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PLHIV. AIDS research protocols involving human subjects are reviewed and approved by a national ethical review
committee.
Institutions like the Human Rights Commission and the Ministry of Women and Children Affairs are developing
mechanisms to identify and address discrimination cases requiring legal support. At the moment there are no
performance indicators or benchmarks to monitor compliance with human rights standard in the context of HIV
efforts. There have been some workshops to sensitize the judiciary on AIDS-related human rights issues, but there
are no specific legal associations for AIDS case work. However, a few associations, like the Ethiopian Women Lawyers
Association (EWLA), provide free or reduced-cost legal services to vulnerable women. There are several programs
designed to change societal attitudes about stigma and discrimination associated with AIDS that have been channeled
through the media, schools and through speeches made by well-known personalities.
HIV prevention services, antiretroviral treatment and HIV-related care and support services are freely provided
through government programs and are equally accessible to both male and female clients and to high risk groups
like sex-workers and youth. However, such programs have major constraints such as lack of accessibility, capacity for
expansion and commodity shortages, and stigma and discrimination. There are some encouraging steps in place like
the recent scale up of ART and STI services down to the health center level.
Overall, there has been progress since 2005 with respect to the development of policies, laws and regulations to
promote and protect the human rights of PLHIV, as well as effort to enforce the existing policies, laws and regulations.
At present, the country is at the initial stage of developing a proclamation that is specific to the challenges of people
living with HIV.
3.1.5. Community Response
Non-governmental organizations, faith-based organizations, community-based organizations, professional
associations and the private sector are engaged in running multisectoral activities to combat HIV/AIDS at the
community level.
Community-based organizations (CBOs) like Idirs (self-help associations); women’s and youth associations and AntiAIDS Clubs are actively involved in the prevention, care and support activities. Communities have participated actively
in the government’s Community Conversations program, which establishes interactive spaces within communities in
order to generate a local response to AIDS that integrates individual and collective concerns, values and beliefs, and
also addresses individual and collective attitudes and behaviours embedded in social systems and structures.
PLHIV associations are engaged in care and support, information, education and communication (IEC) and advocacy
activities. Professional associations (Ethiopian Public Health Association, Ethiopian Medical Association, and teachers’
and journalists’ associations) are playing a useful role by contributing to IEC/BCC, research and development and
capacity building efforts of the government.
The returns to the NCPI questionnaire show that the government has encouraged the participation of civil society in
the review of national strategic plans, the preparation of Global Fund proposals and annual review meetings. Eight
civil society associations were asked by the NCPI administrators to rate the level of civil society participation on the
effort made towards prevention and control of HIV and AIDS. The results indicated that there was good participation of
civil society on strengthening political commitment of top leaders and national policy formulation, the development
of the National Strategic Plan and national reports, development of the national budget, and the extent to which civil
society was able to access adequate technical and financial support to implement different HIV/AIDS activities. The
inclusion of HIV/AIDS services provided by civil society in the National Strategic Plan was found to be low. Overall the
efforts made to increase civil society participation have improved in 2007 compared to that of 2005 (on a scale of 1-10,
5.9 in 2007 compared to a score of 4.4 in 2005).
3.1.6. International Support
Various multilateral and bilateral organizations and private foundations support AIDS-related activities in the country
by providing financial and technical assistance to governmental and non-governmental organizations, religious
groups and community-based organizations.
The World Bank-funded Ethiopian Multisectoral AIDS Project (EMSAP), the Global Fund and the US President’s
Emergency Plan for AIDS Relief (PEPFAR) are among the major external initiatives and resources that are supporting
the national response to AIDS. Ethiopia received USD 59.7 million through the World Bank’s EMSAP I initiative. The
purpose of EMSAP I was to support multisectoral AIDS activities throughout the country. In addition to beneficiary
institutions and organizations at the federal level, over 260 Woredas have been covered through EMSAP. The Ethiopian
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Government and the World Bank recently signed an agreement for a USD 30 million, three-year EMSAP II.
Ethiopia is currently implementing two Global Fund HIV/AIDS grants with a combined total of USD 541.3 million in
funding. To date, about USD 207 million has been disbursed for programs focusing on interventions to: increase access
to prevention services, expand entry points to ART, expand access to other forms of treatment and care, and improve
supportive environment and crosscutting aspects. As in other developing countries, the Global Fund’s decision to
make generic antiretrovirals (ARVs) eligible for funding in 2002 drastically reduced the price of these drugs. A Round
7 grant amounting to over USD 106 million has been tentatively approved. The grant proposal included two nongovernmental principal recipients, which upon final approval will substantially improve funding to PLHIV associations
and faith-based organizations.
Ethiopia is also one of the 15 focus countries of PEPFAR. Through PEPFAR, Ethiopia received USD 254.7 million between
2004 and 2006 to support comprehensive HIV prevention, treatment and care programs. During the United States
government’s 2007 fiscal year (1 October 2006 to 31 September 2007), PEPFAR support contributed to the following
achievements:
•

PEPFAR-supported health facilities reported that 111,513 pregnant women were tested for HIV and received
their results. Of those testing positive, 3,089 women were started on ARV prophylaxis.

•

34,198 individuals were trained on abstinence and being faithful (AB) prevention education training, and
16,574 individuals were trained on comprehensive ABC (abstinence, be faithful and consistent condom use)
prevention education.

•

13.1 million people were reached by AB community outreach programs, and 2.3 million people were reached
by community outreach programs that go beyond AB.

•

USD 1.5 million in condoms were procured.

•

HIV-related palliative care (including TB/HIV) was provided to 453,176 PLHIV.

•

TB treatment was provided to 11,571 PLHIV attending HIV care and treatment services.

•

273,300 orphans and vulnerable children (OVC) were provided care and support.

•

The provision of HCT to more than 1.7 million people in 732 service outlets, the development of HCT training
material, the updating of national HCT guidelines, and the strengthening of linkages between HCT, care and
treatment services.

•

4,669 individuals were trained in counseling and testing.

•

79,713 PLHIV were receiving treatment, including 35,516 PLHIV newly initiated during the reporting period.

•

ARV procurement through the Supply Chain Management System avoided stock-outs for the second straight
year, and staff were seconded to the Ministry of Health for the development of the national Pharmaceutical
Logistics Master Plan30.

The UN system support to Ethiopia’s AIDS response is guided by a single Joint Programme of Support, which consists
of a long-term strategic framework aligned to the 2007-2011 UN Development Assistance Framework (UNDAF), an
annual work plan and a monitoring and evaluation framework. The overall objective of UN support is to assist the
country to achieve substantial progress towards reducing the vulnerability to HIV infection, especially of women and
girls, and alleviating the impact of the epidemic, with emphasis on underserved and affected population. The Joint
Programme of Support is divided into four country program outcomes:
1. HIV/AIDS effectively mainstreamed in the core activities of leaders and government institutions at all levels
as well as civil society, private sector and communities
2. Communities and vulnerable populations mobilized and empowered to plan, implement and monitor their
own responses to HIV/AIDS in a minimum of 50% of Woredas in the focus regions.
3. Effective prevention and protection mechanisms in place and operationalized to reduce the spread of HIV
4. Increased provision and utilization of treatment, care and support services for people living with or affected
by HIV/AIDS
The projected funding to implement the Joint Programme of Support up to 20011 is estimated at USD 101.6 million.

30 PEPFAR-Ethiopia, Annual Progress Report (Oct 1-Sept 30 2007), January 2008
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3.1.7. National AIDS Spending
A costing of the national AIDS response was conducted in 2007 as part of the development of the Universal Access Plan
of Action and the grant proposal for the Global Fund’s 7th round. This exercise projected resource needs (internally
and externally), identified gaps, and aimed to guide resource mobilization and support informed decision-making
and evidence-based resource allocation during implementation of the Plan of Action. The results of the costing may
also serve as the basis for a rolling, five-year national budget for the AIDS response.
The main findings of the costing exercise are presented in this section. For the six-year period 2006/07-2011/12, total
estimated financial needs to fight AIDS in Ethiopia are estimated at 34.2 billion Birr (USD 3.9 billion), including 5.6
billion Birr for prevention, 8.5 billion Birr for treatment and 14.2 billion Birr for care and support (see Figure 9).
Programme Area

In Birr

In %

Condom

1 603 512 000

5%

HCT

1 476 268 066

4%

48 307 000

0%

2 381 349 652

7%

102 869 102

0%

24 225 000

0%

Sub-Total Prevention

5 636 530 820

16%

Art

8 241 500 563

24%

300 911 199

1%

Sub-Total Treatment

8 542 411 762

25%

OVC

7 028 191 800

21%

PLHIV

7 194 752 500

21%

Blood Safety
Prevention PMTCT
STI
Other ()

Treatment Other (Oi...)

Care and Support

Other ()
Sub-Total Care And Support
Capacity Building
Social Mobilization

Other

9 920 000

0%

14 232 864 300

42%

156 876 300

0%

2 111 331 925

6%

Leadership And Maintainance

410 719 477

1%

Coordination And Networking

458 430 000

1%

M&E

955 938 940

3%

Program Management

272 381 600

1%

Other

1 406 715 607

4%

Sub-Total Other

5 772 393 849

17%

34 184 200 732

100%

Grand Total (In Birr)

Figure 9: Estimated financial needs (2006-2012), by key programme (in Ethiopian Birr)
Source: HAPCO: Multi-Sectoral Plan of Action for Universal Access to HIV Prevention, Treatment, Care and Support 2007 – 2010

Financial needs for the current year (2006/07) were estimated at 3 billion Birr; and annual financial needs are expected
to increase and reach almost 7.4 billion Birr (USD 764 million) in 2011/12. This increase is mainly due to the scaling up
of and the increasing number of people that must be served activities to reach Ethiopia’s universal access targets by
2010).
The total funding currently available is estimated at 4.3 billion birr (USD 490 million The Global Fund and PEPFAR
remain the main funding sources in Ethiopia for the implementation of the national AIDS response (74% of total funds
identified). However, the mapping exercise also confirmed the significant contribution of other external donors to
the fight against AIDS in the country. These institutions include the World Bank, UN agencies like UNICEF, WHO, UNDP
(under the joint UNDAF), and bilateral organizations.
It should be mentioned that many partners and donors (domestic and external) did not participate in this mapping
exercise, due to time constraints and difficulties in providing detailed budgets. The financial figures presented thus
represent an underestimation of total committed funds. Sources of committed resources are summarized in Fig 10.
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BASELINE
2006/07

PLANNED (in Ethiopian Birr)

TOTAL
(5 years)

2007/08

2008/09

2009/10

2010/11

2011/12

2007/12

DOMESTIC SOURCES
Government

N/A

10,331,470

10,848,044

11,390,446

959,968

12,557,967

57,087,896

FBOs

N/A

20,000,000

20,000,000

20,000,000

20,000,000

20,000,000

100,000,000

Sub-Total

N/A

30,331,470

30,848,044

31,390,446

20,959,968 32,557,967

157,087,896

1,041,428,043

1,079,959,831

1,097,699,115

0

0

0

2,177,658,946

PEPFAR

526,603,380

987,256,057

0

0

0

0

987,256,057

UNDAF

88,172,598

126,445,056

164,717,514

164,717,514

164,717,514

0

620,597,596

N/A

69,582,600

69,582,600

69,582,600

0

0

208,747,800

EXTERNAL SOURCES
Global Fund
(R2 & R4)

World Bank
SIDA

N/A

25,163,077

25,163,077

25,163,077

25,163,077

25,163,077

125,815,385

DFID

N/A

13,711,200

0

0

0

0

13,711,200

Sub-Total

1,656,204,021 2,302,117,821 1,357,162,306 259,463,191 189,880,591 25,163,077 4,133,786,984

TOTAL

1,656,204,021 2,332,449,291 1,388,010,350 290,853,637 210,840,559 57,721,044 4,290,874,880

Figure 10. Projected financial resources by source and by year (in Ethiopian Birr)
Source: HAPCO: Multi-sectoral Plan of Action for Universal Access to HIV Prevention, Treatment, Care and Support 2007 – 2010, November 2007

Based on current cost estimations and available information, the overall financial gap (or unmet financial need) can
be estimated at 28.2 billion Birr (USD 3.2 billion) for the six-year period 2006-2012. The annual financial gap increases
dramatically as we move towards 2012.

3.2. National Programs
To achieve sustainable progress against the epidemic, the policies and strategies adopted by the government must
be reflected in the adoption and implementation of relevant programs that reach the target populations in need.
Hence, in this section the coverage of key HIV/AIDS interventions and the degree to which these interventions have
promoted behavioral change and/or service utilization is examined based on analysis of either population based
surveys, surveillance data and/or program coverage data provided by HAPCO and other sources.
3.2.1. Prevention
3.2.1.1. Behavior Change Communication
Stimulating behavior change is crucial in the fight against HIV/AIDS. Success in effecting behavioral change is
dependent on a number of factors including the type and quality of information provided to the population, the
means through which that information is disseminated and social, religious and cultural factors.
Behavior change communication (BCC) in the country have included a wide range of activities, including public
education campaigns, VCT promotion, NGO-led peer education programs and radio programs aimed at reducing
stigma and promoting discussion on HIV/AIDS, gender inequality, harmful traditions and cultural taboos. There are
programs targeting taxi drivers, police force, agricultural development agents and farming communities and young
people.
Print-based serial dramas are used in peer group discussions for educating university students and members of the
National Defense Force and the Federal Police. The AIDS Resource Centre was opened in 2001 and has been providing
information on HIV/ AIDS, STIs and TB. The centre also runs a hotline and produces communication materials on
various issues related to HIV /AIDS.
Several campaigns have also been undertaken in Ethiopia that address HIV/AIDS and reproductive health issues,
such as marriage by abduction, spousal communication and HIV/AIDS. Stage plays, video documentaries, contests
for the best shorts stories and poems that address HIV/AIDS and reproductive health issues, training for journalists in
covering health-related issues, capacity building workshops for playwrights, theatre experts and media practitioners
working on HIV/AIDS, family planning and reproductive health, and support to youth clubs are some of the activities
in the area of BCC.
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According to document reviews, the national HIV/AIDS communication framework which was developed in 2002 is the
strategic document that guides information, education and communication (IEC) on HIV to the general population.
However, the NCPI survey found that some sectors have no regard or knowledge of this document and consider the
national HIV strategic framework as the main guidance document.
Another area in BCC concerns the implementation of social mobilization strategies. The government of Ethiopia,
in collaboration with partners and stakeholders, has developed a targeted social mobilization strategy in 2006/07
to support the realization of universal access to HIV prevention, treatment, care and support services. The national
Social Mobilization Strategy has two key methodologies. The first is public movement, which comprises of large-scale
meetings organized at the community and institutional levels where people gather to discuss health problems and
create a sense of shared urgency. Bringing HIV and AIDS to the development agenda will help identify risk factors
for a joint response to the epidemic. The second methodology is regular social mobilization at scaled levels that
encompasses pioneered activities such as community conversations (CC) with a target of 15,000 Kebeles on two
sessions per month. Other components of the second strategy are community Anti-AIDS Promotion for every 1020 households through voluntary Anti-AIDS promoters selected from model households which are implementing
the health extension program, and observing monthly health days at the community level (Kebele and Sub-Kebele)
where the community discusses regular health issues.
In 2006/07, FHAPCO and the Ministry of Health developed the social mobilization guidelines and an implementation
document with the participation of all partners. All regions have prepared an annual plan of action to undertake
social mobilization activities.
Moreover, indicators to measure performance in the implementation of the social mobilization strategy have been
developed.
Of the 6,392 Kebeles that planned community conversations nationwide, in 2006/07 about 5,285 conducted community
conversations, which represents an accomplishment rate of 82%. This achievement is 30% of the national target for
the year. About 5.6 million people participated in 6,909 sessions of community conversations. About 977 Kebeles
all over the country have developed and have been implementing social mobilization action plans. Considering the
implementation experiences the country has in HIV/AIDS-related social mobilization programs, the indicators show
satisfactory performance for the year. However, the fact that only 30% of Kebeles in the country were covered signifies
the need to strengthen and expand efforts in the coming year.
3.2.1.2. Education
Related UNGASS Indicator
Indicator# 11- Life Skills-based HIV Education in Schools
Indicator Value: Percentage of schools that provided life skills-based HIV
education in the last academic year
Numerator: Number of schools that provided life skills-based HIV education in the
last academic year
Denominator: Number of schools surveyed

Disaggregation Value
See below 70.00%
301 254
See below 430

Source/Year
Annual
Report
of the
Ministry of
Education,
2005/06

Note: In the absence of a school survey, programme review data has been used. The limitation of the available data is that it does not
cover some of the most populated regions (13,325 or 65.8 % of the schools did not report) and it is not disaggregated by primary and
secondary levels.

Life skills education has been integrated into the national curriculum, rather than being taught as a separate subject,
which complicates efforts to measure the quantity and quality of life skills education received by youths in the public
school system.
A draft education sector policy on responding to HIV/AIDS in Ethiopia, and a draft strategy for the implementation of
that policy were being finalized in early 2008. The draft strategy includes the following main objectives:
•

Mainstream HIV/AIDS knowledge, skills, and attitudes into the schools curriculum, educational materials,
and activities.

•

Effect behavioural change that prevents HIV/AIDS amongst learners.

•

Sensitize, advocate to and involve community institutions in HIV/AIDS prevention activities around local
schools.

•

Implement all HIV/AIDS prevention activities with gender sensitivity
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•

Implement peer learning and teaching and extracurricular activities around HIV/AIDS Prevention at all levels
of the education sector.

•

Combat socio cultural practices, in the education sector, that aggravate the transmission of HIV/AIDS.

•

Develop HIV/AIDS prevention materials and make them accessible through a central information
clearinghouse and informational resource centres at all learning institutions.

The government also has a strategy promoting HIV-related reproductive and sexual health education for young
people. The Ministry of Health recently developed a “National Adolescent and Youth Reproductive Health Strategy
(2007-2015)” in 2007. The strategy outlines the major youth reproductive health issues in Ethiopia and charts a way
forward31. A National Youth Policy has been developed by the Ministry of Youth, Sports and Culture in 2003/04. This
policy has sections that prescribe measures in relation to youth and health, youth and HIV/AIDS and youth and drugs
and other harmful substances. However, the NCPI survey found that sector offices and key informants at Ministry of
Youth and Sports do not seem to have much regard or knowledge about these documents.
3.2.1.3. Condom Promotion and Distribution
The government of Ethiopia has been promoting the use of condoms through mass media, health facilities, workplaces,
community health agents, schools, Kebeles and other relevant means such as market places, hotels, bars and bus
stops. For ensuring accessibility and sustainability, Ethiopia has been using two principal ways to distribute condoms.
These are through subsidized social marketing programs and government programs. However, the main channel for
distributing condoms is through a social marketing program run by DKT –Ethiopia.
Trend assessment in condom availability in the country is an important mechanism for monitoring the functioning
of the system for availability and distribution of condoms. In 2006/07, 120.7 million condoms were available for the
country whereas during the previous year it was 167 million. This shows a nearly 28% reduction in availability of
condoms in 2006/07 compared to 2005/06 and 23.6% reduction from those that were available during 2004/05
3.2.1.4. HIV Counseling and Testing (HCT)
Related UNGASS Indicator
Indicator# 7- HIV Testing in the General Population

Disaggregation Value

Indicator Value: Percentage of women and men aged 15-49 who received an HIV
test in the last 12 months and who know their results

All 15-49 2.3%
Males 2.3%
Females 2.3%

Numerator: Number of respondents aged 15-49 who have been tested for HIV
during the last 12 months and who know their results

All 15-49 n/a

Denominator: Number of all respondents aged 15-49

All 15-49 n/a

Source/Year
DHS 2005

Related UNGASS Indicator
Indicator # 8: HIV Testing in most-at-risk populations
(Female sex workers)

Disaggregation Value

Indicator Value: Percentage of female sex workers
who received an HIV test in the last 12 months and who
know their results

All Female Sex 97.3%
workers

Numerator: Number of female sex workers who have been tested for
HIV during the last 12 months and who know the results

All female sex 363
workers

Denominator: Number of female sex workers included in the sample

All female sex 373
workers

Source
BSS
2005

The new HCT guideline and the national HIV policy state that all tests should be voluntary, irrespective of profession
and types of employment. All hospitals and health centers are providing VCT services. Provider initiated counseling
and testing at different out-patient departments was introduced in TB clinics at the end of 2005, and more than
330 health facilities offer provider initiated counseling and testing at TB clinics. Currently different international
organizations are assisting the government in the expansion and scaling up of counseling and testing services.

31 FMoH- National Adolescent and Youth Reproductive Health Strategy, 2007-2015
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Figure 11: HCT Site and Service Expansion
Source: HAPCO

The number of people tested annually for HIV has dramatically increased from 367,006 in 2005 to nearly 2.3 million in
2007 (1,262,770 male and 1,028,828 female clients)32. During the last fiscal year (July 2006 to June 2007) counseling
and testing services achieved 60.6% of the annual national target.
The number of HCT sites was 525 in 2004, and increased to 658 in 2005, 775 in 2006 and 1005 in 2007. Private health
facilities have played a great role in the expansion of HCT services. At this moment, about 209 private health facilities
are providing HIV counseling and testing services. Currently, almost two-thirds (64%) of health centers and hospitals
in Ethiopia are providing HCT services.
The Millennium AIDS Campaign has been a driving force in the acceleration of HCT sites in almost all regions. However,
Somali region has only four sites for counseling and testing, which is the lowest compared to population size. During
the first half of the current fiscal year (July-December 2007), the Somali region reached only 44% of its HCT target33. (In
a predominantly pastoralist society like in Somali and Afar regions, mobile counseling and testing services are more
suitable than the conventional type of static centers.

32 The 2005 counseling and testing figure is quoted from the 2006 “Report on Progress Towards Implementation of the Declaration of Commitment on HIV/AIDS”. The 2007 counseling and testing
figure is quoted from facility reports received by HAPCO.
33 Presentation by Somali regional HAPCO to national Joint Review Meeting, 24 January 2008.
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3.2.1.5. Prevention of Mother-to-Child Transmission (PMTCT)
Related UNGASS Indicator
Indicator # 5: Prevention of Mother-to-Child Transmission

Disaggregation Value

Source/Year

Indicator Value: Percentage of HIV infected pregnant women who received
antiretroviral drugs to reduce the risk of mother-to-child transmission

All 6.48%

Numerator: Number of HIV infected pregnant women who received antiretrovirals
during the last 12 months to reduce mother-to-child transmission

All 4,888

HAPCO
M&E Dept
2008

Denominator: Estimated number of HIV infected pregnant women in the last 12
months

All 75,420

Single point
estimate,
2007

A national PMTCT Guideline was issued in late 2001, and the program started to scale up in 2003. The National ARV
Guideline, which was endorsed in 2003 and subsequently revised in 2004, promotes the free provision of PMTCT
drugs to pregnant women who test positive. In 2006, 3.24% of HIV infected pregnant women received antiretroviral
drugs to reduce the risk of mother-to-child transmission. In 2007, coverage increased to 7.03%.
With initiation at four selected sites in 2001/02, the number of facilities providing the service has shown significant
increase. Facilities providing PMTCT services have increased from 32 in 2004/05 to 184 in 2005/06, and by the end of
December 2007, 428 facilities were providing ANC and the basic minimum package of PMTCT services (see Figure
12)34. From January to December 2007, 454,407 pregnant women visited ANC clinics. Among these, 241,945 (53.2%)
received pretest counseling and 157,919 (34.8%) were tested for HIV35. Out of those tested, 7,317 women were found
to be HIV-positive, and 4,888 received antiretrovirals to reduce the risk of mother-to-child-transmission. After child
birth, 3,031 infants born to HIV-infected women received ARVs for PMTCT36. Uptake of Nevirapine has shown an
almost twofold increase from 2005/06 to 2006/07 (2.09% and 9.7%, respectively)37. This is a significant improvement
in program performance compared to previous years and the expectation is that the service provision will increase
with the expansion of the service to more health facilities.
PMTCT Site Expansion
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Figure 12. PMTCT Site Expansion
Source: HAPCO: The Multisectoral Plan of Action for Universal Access to HIV Prevention, Treatment, Care and Support in Ethiopia 2007 – 2010

However, the ANC coverage in the country is far lower than national targets, and in most settings ANC and PMTCT are
not strongly linked. Surveys have demonstrated a very low level of awareness and knowledge about the possibility of
HIV transmission from infected mother-to-child, with most people not being aware of the existence of antiretroviral
medication to reduce the risk of transmission. Thus, HIV counseling and testing utilization in pregnant women is
poor thus far. Recent Health Facility Survey data regarding the percentage of facilities providing PMTCT services is
34 HAPCO, UNICEF, WHO; PMTCT and Pediatric HIV Care Report Card, January 2008.
35 Ibid.
36 Ibid.
37 FHAPCO: Annual HIV/AIDS Monitoring and Evaluation Report, 2006/07.
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not available, but the 2005/06 Health Management Information System report of Federal Ministry of Health found
that only 19.1% of health facilities supposed to deliver PMTCT care were providing the service. The major gaps and
challenges identified in the implementation of PMTCT in the country include: Low rates of skilled attendant deliveries,
limited number of skilled and motivated human resources and a weak M&E system. Thus, much has to be done to
further expand the service in both public and private facilities in the country. Antenatal clinics are important entry
points for PMTCT services. The integration of counseling, testing and PMTCT in antenatal clinics is of paramount
importance for increased uptake of the service.
As noted earlier, the 2005 ANC-based sentinel surveillance found that HIV prevalence exceeded 10% in most urban
sites, and prevalence as high as 20% was recorded in some urban sites38. This very high HIV prevalence among
pregnant women coupled with the persistently high fertility (about six children per woman) must certainly result in a
large number of HIV-infected births in the country39. Therefore, the urgency of the need to scale up PMTCT services in
Ethiopia cannot be over-emphasized. The PMTCT program has been identified as the program with the most critical
programmatic gap.
3.2.1.6. Blood Safety
Related UNGASS Indicator
Indicator# 3: Blood Safety

Disaggregation Value

Indicator value: Percentage donated blood units screened for HIV in a qualityassured manner

All 100.00 %

Numerator: Number of donated blood units screened for HIV in blood centers/
blood screening laboratories that have both: (1) followed documented standard
operating procedures and (2) participated in an external quality assurance
scheme

All 32,294

Denominator: Total number of blood units donated

All 32,294

Source/year
Ethiopian
Red Cross,
2007

Blood safety programs aim to screen all blood units for transfusion-transmissible infections, including HIV, and only
those units that are non-reactive on screening tests are released for clinical use. Universal (100%) screening of donated
blood for HIV and other transfusion-transmissible infections is a norm in Ethiopian blood banks. Screening of blood
donors for HIV infection has also been one of the surveillance methods of HIV epidemiology in Ethiopia40.
The government of Ethiopia has authorized the Ethiopian Red Cross Society (ERCS) to regulate the collection, safety
and quality of donated blood throughout the country. ERCS keeps updated data on type of donors and blood units
collected for each fiscal year. The 2006/07 ERCS data indicates that 32,292 blood units were collected from 12 blood
banks of the country in the reporting period. This has shown a very significant increase by about 8,906 units of blood
(a 38% rise) when compared to the 2005/06 report. Addis Ababa Central Blood Bank reported the majority (68.2%) of
the blood donors.
The majority (73.5%) of the blood donors were replacement/family donors. Only 26.5% were voluntary, nonremunerated donors.
The number and distribution of blood banks did not show any change from the previous year. All regions except Afar,
Benishangul Gumuz and Gambela have at least one blood bank. However this situation will change for the better
soon; since there are 16 blood banks under construction in six regions. In 2006/07, 25% of these constructions were
completed.
It is believed that infected blood transfusions have played an insignificant role in the spread of HIV in Ethiopia41. A
recent study tested several hundred randomly-selected stored blood samples, using a gold-standard Western Blot
Assay, and found no evidence of HIV infection in the samples, confirming both the quality of the blood used by the
transfusion services and the efficiency of the blood screening system.

38 MOH, AIDS in Ethiopia, Sixth Report, 2006
39 DHS 2005
40 FHAPCO: Second Annual HIV/AIDS Monitoring and Evaluation Report, 2006/07
41 Federal Ministry of Health: Annual Performance Report of HSDP III (2006/2007), October 2007
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3.2.1.7. Universal Precautions and Post –Exposure Prophylaxis
To measure the proportion of health care facilities fulfilling the minimum conditions for the reduction of nosocomial
transmission of HIV, the Ethiopian Health Facility Survey (EHFS 2005) has collected information on availability
of written guidelines for avoiding nosocomial transmission of HIV, conformity of sterilization practices to existing
guidelines and availability of adequate trained personnel on Universal Precautions and Post–Exposure Prophylaxis.
The National M&E Framework requires the reporting of a single prevention indicator (Prv. 22) for these essential health
services components. However, the 2005 EHFS did not generate a single composite indicator as required by the M&E
Framework. Hence, the data on prevention of nosocomial transmission of HIV was classified into three sub-categories
and sub-components.
Almost all the practices pertaining to prevention of nosocomial transmission of HIV in all the facilities surveyed were
very low. Written guidelines for prevention of HIV transmission were available in only a very small proportion of the
health facilities. Only 3.8% of the health facilities surveyed had the National Infection Prevention (IP) guideline, and
only 14.4% of the health institutions studied had a written guideline on standard operating procedures for blood
safety in the laboratory.
To conform to sterilization procedures recommended by IP guidelines, most (60.5%) of the health facilities store
processed medical equipments and materials in a sterile container with a lid that clasps shut. A majority (69.9%) of
the facilities also store the processed items in a clean and dry place. It was also found that about one-third (35.6%) of
the facilities reported to have written a date of sterilization on a packet or container with processed items. Only 14.1%
of the facilities reported the use of disinfectants or antiseptics for storage of processed items.
The availability of personnel adequately trained on universal precautions (UP) and post-exposure prophylaxis (PEP)
was unsatisfactory. Only 6.6% of the healthcare facilities had a health worker trained on universal precautions (UP)
and 13.4% of the facilities had a health worker trained on Post-Exposure Prophylaxis.
3.2.2. Care and Support
Care and support services include any services that are directed toward improving the life of a person living
with HIV. These most often include treatment for opportunistic infections (OIs), including treatment for illnesses
commonly associated with, or worsened by HIV infection. Other care and support services may include palliative care,
socioeconomic, educational and psychological support services.
While a number of policies, strategies and guidelines concerning care, support and treatment have been issued by the
national government, it is civil society organizations in Ethiopia that have been at the forefront of providing care and
support services to PLHIVs and OVCs42. HIV care and support activities are being implemented in some organizations,
particularly in those who developed workplace HIV/AIDS policy and guideline.
Care and support data was synthesized both from the 2005 Ethiopia: National Health Facility Survey (HFS) undertaken
by the Federal Ministry of Health; HIV/AIDS Prevention and Control Office (HAPCO); Department of Community Health,
Faculty of Medicine, Addis Ababa; the US Centers for Diseases Control-Ethiopia Office; the World Health Organization,
and Engender Health, and the routine activity reports of relevant organizations for the year 2006/07.
The 2005 Health Facility Survey had some limitations since it does not specify the status of medical services rendered
by the facilities at the time of the survey. Despite this limitation, the survey provided the following valuable data.
Nearly all the facilities surveyed did not have formally organized support groups. Only 2% and 1.1% of the facilities
have support group for PLHIV and OVC, respectively. Forty-eight percent of the 312 VCT providers in the survey were
giving care and support services for clients suspected of having HIV. With regard to social support and educational
services, 1.7% of the facilities were providing home-based care, 2% had PLWHA support groups, 5% were providing
support for orphans and other vulnerable children, 6.5% provide legal and 2.2% financial support. Relatively better
proportions (27.8%) of health facilities provide education on HIV/AIDS for PLHIV and their families43.
Existing care and support services remain inadequate in the face of growing demands for the service. There is in
general a shortage of community- and home-based care providers and the care and support programs of nongovernmental organizations, people living with HIV and community-based organizations has been constrained by
lack of funding and other capacity limitations. As well, there is a great disparity with regard to the implementation of
HIV/AIDS care and support between Addis Ababa and other regions of the country.

42 Yemane b. et.al, 2007
43 FHAPCO: Second Annual HIV/AIDS Monitoring and Evaluation Report, 2006/07
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3.2.2.1. Orphans and Vulnerable Children
Related UNGASS Indicators
Indicator # 10: Support for children affected by HIV/AIDS

Disaggregation Value

Indicator Value: Percentage of orphaned and
vulnerable children aged 0-17 whose households received free basic external
support in caring for the child

All 3.50%

Numerator: Number of OVC aged 0-17 who live in households that received at least
one of the four types of support (medical, school-related assistance, emotional/
psychological, other social support including socio-economic) for each child
(answered Yes to
at least one of questions 1, 2, 3, and 4)

All 145,272

Denominator: Total number of OVC aged 0-17
Indicator # 12: Orphans – School Attendance

Source/Year
WMS
2004

All 4,166,467
Disaggregation Value

Indicator Value: Current school attendance rate of orphans aged 10-14

63.30 %

Numerator: Number of children who have lost both parents and who attend
school

109,507

Denominator: Number of children who have lost both parents

172,994

Source/year
WMS
2004

According to the single point estimate for 2007, there were about 5.4 million orphans in Ethiopia, of which 898,350
(16.5%) were orphaned by AIDS. Care and support programs targeting orphans aim to provide educational, financial
and nutritional support. In 2006/07, it was planned to provide support for 132,260 orphans nationwide and about
116,786 (88%) of these orphans received educational support services, during this fiscal year. However, it should
be noted that this achievement represented only 5% of the orphans in need of the care and support services in the
country. Greater advocacy efforts are required to mobilize additional societal support for orphans.
The national target for 2006/07 was to provide care and support (excluding ART) for 26,736 PLHIV. Ultimately 23,048
received care and support services during the year, or 86.2% of the target and 5.1% of the estimated 449,653 PLHIV
believed to need care and support services. Of the 33,991 PLHIV and OVC targeted for income generating activity
(IGA) training, about 23,532 (69.2%) received this support in 2006/07. About 20,376 (67.8%) of the planned 30,067
PLHIV and OVC were given seed money for IGA activities. In total, 73.3% of the targeted 39,588 PLHIV and OVC were
supported with income generating activities during the year.
Regional variation was apparent with respect to achievement of planned targets for the year. The reported achievement
for respective region was analyzed against the number of OVC in that region requiring care and support. The regions
that reached and supported the greatest proportion of needy OVC were Dire Dawa (36.1%), Afar (10.7%), Addis Ababa
(8.6%) and Amhara (8.1%), while Somali and Tigray supported the lowest proportion of OVC during the fiscal year
(1.4% and 1.6%, respectively). In general, the percentage of needy OVC receiving care and support services has been
very low. Hence, it is imperative to expand care and support programs for OVCs44.

44 National HAPCO, Second Report: “Annual HIV/AIDS Monitoring and Evaluation Report – Ethiopia”, 2006/07
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3.2.3. Treatment
3.2.3.1 Antiretroviral Treatment (ART)
Related UNGASS Indicators
Indicator # 4: HIV Treatment: Antiretroviral Therapy

Disaggregation Value

Indicator Value: Percentage of adults and children with advanced HIV infection
receiving ART

Source/Year

All adults & 34.93%
children

Numerator: Number of adults and children with advanced HIV infection who are
currently receiving ART in accordance with the nationally approved treatment
protocol or (WHO/UNAIDS standards) at the end of the reporting period

All adults and 90,212
children

HAPCO
M&E, 2008

Denominator: Estimated number of adults and children with advanced HIV infection

All adults and 258,264
children

Single point
estimate,
2007

Indicator # 24: HIV Treatment: Survival After 12 Months on Antiretroviral
Therapy

Disaggregation Value

Indicator Value: Percentage of adults and children with HIV known to be on treatment 12 months after initiation of antiretroviral therapy

All adults & 70.36%
children

Numerator: Number of adults and children who are still alive and on ART at 12
months after initiating treatment

All adults & 2,417
children

Denominator: Total number of adults and children who initiated ART during the
12 months prior to the beginning of the reporting period, including those who
have died, those who have stopped ART, and those lost to follow-up.

All adults & 3,435
children

Source/Year
HAPCO
M&E, 2007

According to the single point estimate 258,264 PLHIV are in need of ART, including 15,716 children. At the end of
December 2007, a total of 90,212 PLHIV were receiving ART, and the number of clients ever started was 122,243. Of
the total number of people receiving ART at the end of 2007, 4,534 were children 14 years or younger45.
Coverage at the end of December 2006 was 21.93%, compared to 34.93% at the end of December 2007: a rapid
rate of scale up that was stimulated by the Millennium AIDS Campaign (see Best Practice in Section V). The national
health sector Road Map for Accelerated Access to HIV Prevention, Care and Treatment set a target of 110,600 patients
receiving ART by the end of 2007. Thus far the country has achieved 81.6% of the target.
Comparisons of ever-started figures with PLHIV currently receiving treatment and a recent cohort study by HAPCO
suggest a high rate of patients lost to follow up. The cohort study found that nearly 30% of patients who initiated ART
either die, stop treatment or are lost to follow up. PEPFAR has estimated lost to follow up at 25%46. Efforts to reduce
this figure, including an improved patient tracking system, are ongoing.
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45 HAPCO, UNICEF, WHO; PMTCT and Pediatric HIV Care Report Card, January 2008.
46 PEPFAR-Ethiopia, Annual Progress Report (Oct 1-Sept 30 2007), January 2008
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Figure 13: ART Expansion
Source: HAPCO: The Multisectoral Plan of Action for Universal Access to HIV Prevention, Treatment, Care and Support in Ethiopia 2007 – 2010

Expansion of ART sites is one of the major achievements recorded in the ART program in recent years. Initially ART
was limited to hospitals, but since June 2006 the service has expanded to include health centers. The number of
sites providing ART has grown from three in June 2005 to 272 in June 2007 (see Figure 13). The number of health
centers providing ART has increased from 77 in June 2006 to 148 in June 2007 and to 150 in December 200747. The
government is also ensuring that free ART services are provided in about 13 private hospitals and four NGO clinics.
Out of the total available health institutions, 13% (hospitals and health centers) are currently providing ART services,
and 65% of these health facilities are in the regional states48. In order to ensure universal access, there is a need for
rapid decentralization of the ART services to more health centers and private facilities with continuous support from
experienced hospitals and other facilities.
The number of PLHIV ever enrolled in chronic HIV care (pre-ART) has significantly increased from 13,773 in June 2005
to 203,733 in December 2007.
At the beginning of the ART scale up, few children had access to treatment and limited numbers of hospitals were
providing the service. Until the end of June 2006, the number of children who have ever accessed ART was only 1,524.
However, this figure has grown to 4,327 in June 2007, which is almost three times greater than the pervious year49.
The NCPI responses suggest that HIV treatment services in the workplace, or treatment referral systems through the
workplace, are undertaken in only a few organizations, mostly in private enterprises.
3.2.3.2. TB/HIV services
Related UNGASS Indicator
Indicator # 6- Co-Management of TB and HIV Treatment

Disaggregation

Value

Source

Indicator value: Percentage of estimated HIV-positive incident TB
cases that received treatment for TB and HIV

All cases

13.24%

Numerator: Number of adults with advanced HIV infection who are
currently receiving antiretroviral therapy in accordance with the
nationally approved treatment protocol (or WHO/UNAIDS standards)
and who were started on TB treatment (in accordance with national
TB Programme guidelines) within the reporting year

All cases

2658

WHO,
FMOH

Denominator: Estimated number of incident TB cases in people living
with HIV

All cases

20079

WHO
FMOH

TB/HIV collaborative work was initiated in Ethiopia in 2004 as a pilot project in six hospitals and three health centers.
Based on the lessons learned from these pilot sites, the collaborative work has been expanded to more than 330
health facilities (hospitals and health centers). Since 2006 the percentage of TB patients who received HIV counseling
47 HAPCO, December 2007
48 Federal Ministry of Health: Annual Performance Report of HSDP III for 2006/07, October 2007
49 National HAPCO, Second “Annual HIV/AIDS Monitoring and Evaluation Report – Ethiopia”, 2006/07
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and testing has increased from 10% to more than 80% in most of the health facilities. The TB/HIV patients are referred
to ART units where they get the appropriate OI treatment, prophylaxis and ART for those eligible. TB screening service
is also given for those patients seen at ART clinics and are referred to TB clinic if they are diagnosed with TB. However,
to date the referral system is not yet well established between the TB care and HIV care givers, and the M&E system is
not strong, so it really is not known what percentages of TB/HIV patients who require services are actually receiving
them. Additionally, the gap between what is supposed to be happening in terms of service delivery and what is
actually happening (as is the case with PMTCT) may be huge50.

50 HIV/AIDS in Ethiopia: An Epidemiological Synthesis
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4. Monitoring and Evaluation Environment
4.1. Overview of the M&E System
Over the years the Federal HIV/AIDS Prevention and Control Office (FHAPCO) has developed a comprehensive and
sustainable M&E system. The 2003 National Monitoring and Evaluation Framework for the Multisectoral HIV/AIDS
Response guides all partners M&E efforts in Ethiopia. This framework has been generally successful at harmonizing
the collection of data at impact and outcome level. However, lower-level indicators are not sufficiently harmonized
among the various partner-funded programmes. This situation is partly due to the fact that operational manuals
for the M&E framework were not operationalized for the entire multisectoral response. The focus has instead been
on the health sector, were there is regular facility reporting on ART, HIV counseling and testing, and PMTCT. Health
sector reporting has been further aligned by the ongoing update to the HMIS, which has seen a reduction of 19 HIV
indicators, including two on TB/HIV co-infection.
As part of this system FHAPCO, in collaboration with its major stakeholders, published its first Annual HIV/AIDS M&E
Report for 2005/06. The goal of the Annual Report was to provide the National HIV/AIDS program, its partners and
the general public with useful information on Ethiopia’s response to AIDS and other sexually transmitted infections.
The Annual Report brought together key information systems from the Ministry of Health, sector ministries, regions,
survey findings and special studies. It documented results for around 70% of the National HIV/AIDS Indicators. A
second annual report for the year 2006/07 was being finalized at the time of this writing, and the draft served as an
important source document for this report.
The M&E system has shown great improvement in 2006 and 2007. Major recent achievements include: The formation
of an M&E unit at department level within FHAPCO; improvements in human resource for M&E, including the presence
of an IT specialist, M&E officers, and data clerks at different levels, including health institutes; availability of training
and IT support to implementing institutes; and allocation of budget for M&E. The total cost of M&E is estimated to be
around 8% of the total budget.
But beyond the health system, program monitoring and evaluation in other sectors has been largely project-driven,
resulting in many indicators and little consolidation of data across projects. HAPCO’s upcoming “Manual for Project
Monitoring and Evaluation”, which was called for within the World Bank EMSAP II agreement, is meant to help address
this situation.
The M&E manual has the stated objective of outlining “the mechanisms and processes that are to be followed in
EMSAP II and Round IV of Global Fund project monitoring and evaluation in the implementation of the national
HIV/AIDS prevention and control activities”. The manual provides detailed guidance and reporting formats for 31
indicators. Eleven of these indicators are included in the national M&E framework, while the other 20 are specific to
either the EMSAP II or Global Fund project monitoring.
The manual is thus considered as a small step towards the “Third One”. An additional national M&E manual—or a
revision of the EMAP/Global Fund manual—will be required in the near future to guide reporting for the additional
national indicators not included in EMSAP, Global Fund or the HMIS. This would occur as part of a planned revision of
the national M&E framework to bring it into line with the recently revised national planning framework51. It will be
important for this revision to take into account the data needs of all major programmes, especially PEPFAR, Global
Fund, EMSAP II and UNDAF. Furthermore, an indicator review process including all major stakeholders is envisioned.

4.2. Review meetings
Federal HAPCO is now putting in place a system for quarterly review meetings that include regional HAPCOs, line
ministries and key partners. A reporting format and “integrated supportive supervisory checklist” have been developed
to gather and compile regional-level inputs.
The first-quarter, second-quarter and fourth-quarter reviews will focus on progress updates and process issues. The
results of the second- and fourth-quarter reviews will be major inputs to the semi-annual National AIDS Council
meetings that are held in February and July. The third-quarter review will be expanded to a comprehensive joint annual
review including all major stakeholders. This joint annual review is timed to support the annual planning process (the
Ethiopian fiscal year is from July 8 to July 7), and to feed into the annual review of Ethiopia’s national development
plan, known as the Plan for Accelerated and Sustained Development to End Poverty (PASDEP). In addition, HAPCO
will develop yearly M&E plans that are coordinated and synchronized with surveillance and research. The M&E plan
together with the annual review meeting will serve as a basis of the annual M&E report, as well as a major input to
annual operational planning for the AIDS response.
51 The Multisectoral Plan of Action for Universal Access to HIV Prevention, Treatment, Care and Support in Ethiopia 2007 – 2010, and the Health Sector Road Map for Accelerated Access to HIV
Prevention, Care and Treatment in Ethiopia.
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4.3. Building human capacity for M&E
M&E officers have been hired in nearly every regional HAPCO office. At Woreda level, M&E focal persons have been
identified in Woreda Health Offices in nearly all the Woredas receiving EMSAP II and Global Fund support. All of these
additional staffs are being funded either through the EMSAP II or the Global Fund grant.
A key challenge is the responsibility for reporting on a particular indicator at Kebele level. The Ministry of Health has
made clear that Health Extension Workers cannot take on the additional burden of reporting on non-health indicators.
The new M&E manual calls on Kebele AIDS Committee M&E focal points to report monthly to the Woreda HIV/AIDS
Committee.

4.4. HAPCO database and website
A key component of HAPCO’s efforts to strengthen its M&E capacity is the development of a database that will be a
central warehouse for all data related to the national AIDS response. A website is being developed with the assistance
of Tulane University to provide partners with easy access to the database.
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5. Best Practice – The Millennium AIDS Campaign
5.1. Stimulating More Rapid Scale-up
At the end of the first Health Sector Road Map for the scale up of HIV services (2004-2006), only 65% of the national
target of 100,000 PLHIV access ART had been reached. The major gaps identified at that time were related to demand
creation, status awareness and seeking treatment. Reviewers identified three focus areas that could result in improved
outcomes:
•

Targeted social mobilization;

•

Expanded capacity at entry points; and

•

Adequate capacity at HIV/AIDS care and treatment (ART) services.

Following the Government of Ethiopia’s commitment at the UN General Assembly to move towards the goal of
universal access, policy-makers and planners decided to launch a campaign to increase the uptake in counseling
and testing and ART. They seized the opportunity of a rare national event: the passing of the second millennium of
Ethiopia’s Julian calendar.
The resulting Millennium AIDS Campaign aims to create a sense of urgency, ensure involvement of all stakeholders
and trigger quantum leaps in service delivery with a theme of “speed, volume and quality”.
The nearly two-year campaign was officially launched on November 25, 2006 under the leadership of the Federal
Ministry of Health. The campaign is divided into three implementation phases. Phase I extended from November 25,
2006 to January 31, 2007. Phase II was implemented from February 2007 to August 2007. Phase III is being implemented
starting from September 2007 and extends up to September 2008.

5.2. Campaign Strategies
The primary strategy to increase access to care and treatment is mobilization and sensitization for HIV counseling and
testing. Other key strategies of the campaign are:
1. The decentralization of management of the HIV/AIDS program needs to be firmly rooted during this
campaign. Meaningful engagement by Kebeles, Woredas and the management of the facilities throughout
the nation is critical. The creation of demand and the absorption of that demand must be part of locally
developed strategies and planned solutions, including expansion where required.
2. Setting targets at all levels. To guide the decentralization process, national and regional targets will be given
for each of the phases which need to be broken down for each zone/Woreda by the regions.
3. Synchronization of planning between the Health Sector and the HAPCOs at the various levels. Joint planning
is required on essential issues like communication strategies, IEC materials, flyers, availability of services and
financial planning.
4. The implementation of a Comprehensive Communication Plan including multi-sectoral approaches and
evolving messages and (mass) media approaches to continue engaging the public throughout the campaign.
Clear milestones like the start of the new Millennium were utilized.
5. Integration of HIV/AIDS programs with Health Care Services, leading to ‘higher yield recruitment’.
6. Transparent performance monitoring. Performance tracking is done at each level and includes supply
management tracking as well. Analysis is conducted at each level to stimulate corrective actions at local
level.
Each phase places emphasis on different aspects of campaign implementation
Phase 1:
•

Speed: implementing activities ‘overnight’ like media and grass root campaigns, assigning full time counselors,
implementing group counseling, deferring training affecting campaign implementation capacity

•

Volume: targeting an accelerated increased ART uptake through ‘harvesting from existing pools of potential
ART patients’ like the existing TB patients not yet tested, and family members of patients enrolled in ART and
Pre-ART through articulated messages

•

Quality: through a period of intensified (weekly) monitoring of implementation (supportive supervision) and
progress at all levels
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Phase 2:
•

Speed: sustainable approaches need to be defined and implemented in an accelerated manner to support
maintaining the created momentum out of phase 1. This includes the acceleration towards appropriate
supply management systems to support the increased volume of people making use of the services

•

Volume: the accelerated rollout of sustainable approaches coincides with required scales to maintain the
campaign pace. Examples; the placement of 743 community counselors and the implementation of reliable
bottom up and target driven supply management systems throughout the country and up to facility level.
Scale also relates to the number of people involved in the management of the program; health facility
directors – Woreda, zonal and regional health desk officers and experts

•

Quality: the monitoring systems in all disciplines need to be turned into routine and must increasingly make
use of data – strengthening of M&E systems in order to allow for effective decentralized monitoring of the
increased client and patient load

Phase 3:
•

The emphasis is a combination of phase 1 and 2 but applicable an intensified focus in areas that have not
been the primary focus in phase 1 and 2.

5.3. Campaign Targets
The targets of each phase are based on earlier trends and the accomplishments of the preceding phase. On the
assumption of the previous achievement trends, the targets for Phase I was set with three-fold performance increment.
The previous trend of HIV counseling and testing showed an average of 40,000 people tested per month. Due to
increased and intensified social mobilization efforts exerted in the campaign, however, this number has remarkably
gone up to 350,000 per month—an eight-fold increase.
Phase

Program

Target

Achieved % of target
achieved

I

HIV Testing and Counseling (HCT)

320,000

705,619

ART

22,000 (new) 11,582

52.6%

HCT

1,864,654

982,452

52.7%

Pre-ART

97,234

55,084

56.7%

ART

40,710

31,359

77.0%

HCT

500,000
(monthly)

306,582

61.2%

ART

13,100 (new) 6,100

46.2%

HIV+ pregnant women identified through HCT

6,462

983

15.0%

Pregnant women receiving ARV-full course

4,273

320

7.5%

II

III (Sept.11 –
Nov.11,2007)

220.5%

Figure 14: Performance during the Millennium AIDS Campaign

Enrollment of more patients for ART is one of the major targets for the Millennium AIDS Campaign. About 11,581
adults and children (52.6% of the target) received ART during phase I. The experience gained from this has led to a
proper set of targets and tremendous achievement in Phase II during which 31,359 adults and children (77% of the
target) have accessed ART.
During Phase II, it was also planned to enroll 97,234 individuals for chronic (pre-ART) care. However, the achievement
for this phase was 55,084 PLHIV enrolled for pre-ART care (57% of the target).
In Phase III, PMTCT seems a critical and difficult area to achieve the target. As the achievement is very low this has to
be examined and alternative measures taken to upscale the performance of the PMTCT program. In some sites there
has been shortage of PMTCT drugs and confusion as to who is handling this task; as a result, it is necessary to ensure
the responsibility and accountability for PMTCT ARV combination therapy at each site.
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Over the last nine months of the campaign (Phase I and II) it has been planned to test 2.2 million individuals and 1.6
million people were tested for HIV which shows a 73% achievement from the target set for the two phases. Compared
to the previous years, the achievement during the campaign in testing and counseling was remarkable. Over the
previous two years not more than a million people were tested. However, in the campaign this figure has more than
tripled indicating the huge demand at the community level and the latent capacity of institutions to achieve more.
Compared to 150 persons before the campaign, 900 people got tested per working day during the campaign.
In general, the campaign has been a driving force for the successful HIV/AIDS scale up program achieved so far and it
has also created a harmonized, integrated and collaborative environment among the key players.

5.4. Key Lessons Learned in the Campaign
The extraordinary achievements from the campaign Phase I created a strategic momentum for the phase II continuation.
Immediately after the completion of the campaign phase I, FHAPCO and the Federal Ministry of Health organized a
national review meeting in Adama from February 26-28, 2007 to evaluate the lessons learned during the first phase
of the campaign. The meeting achieved consensus for continuing the campaign and exertion of extra efforts for more
results. Phase II and the first two months of Phase III were also monitored and assessed and relevant lessons drawn
from these two phases. On the whole, some of the key lessons learned during the implementation of the Millennium
AIDS Campaign include the following:
•

The potential to perform better and beyond the planned targets;

•

High demand for services at the community level;

•

The importance of strong ownership and leadership by local people;

•

The impact of targeted social mobilization versus public movement;

•

The necessity of setting a target for the Pre-ART;

•

Outreach, mobile services and group information and education can maximize the service uptake; and that

•

Motivation of staff through incentives has played an important role in increasing the number of people
tested for HIV.
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6. Conclusion
6.1. Summary of Achievements
During the past two years, the HIV/AIDS program has evolved fast due to the rapid pace of scale up of program activities.
Significant new constraints and lessons learned during implementation have prompted changes in guidelines, policy
adjustments and programmatic initiatives that promote service uptake, sustainability and quality.
Although substantial efforts are needed to provide universal access to HIV prevention, treatment, care and support
services, good achievements have been recorded especially over the last few years.
The universal access targets and the Millennium AIDS Campaign underscore the commitment of the Ethiopian
Government to move towards universal access. Underneath the universal access targets, the Plan of Action contains
objectives for each of its 16 Programme Areas and specific annual targets for each key activity.
Several programmatic achievements in recent years deserve particular note:
•

Site expansion for the delivery of HCT, PMTCT and ART services has dramatically increased over the last three
years. Between June 2004 and December 2007, HCT sites increased from 525 to 1,005; PMTCT sites from 72
to 428; and ART sites from 32 to 329.

•

The number of people tested annually for HIV has dramatically increased from 367,006 in 2005 to nearly 2.3
million in 2007. During the last fiscal year (July 2006 to June 2007) counseling and testing services achieved
60.6% of the annual national target.

•

The number of PLHIV ever started on ART has increased sharply from 8,276 in June 2005 to 24,236 in June
2006 to 97,299 in June 2007 and to 122,243 at the end of December 2007.

•

Behavioral surveys suggest that Ethiopians’ awareness about HIV and AIDS is high and that behavioral change
is increasing. According to the 2005 DHS, 90% of women and 97% of men aged 15-49 have heard of AIDS.
Comparison of the 2000 and 2005 DHSs shows that condom use has increased from 30.3% to 51.9% among
males and from 13.4% to 23.6% among females.

•

In 2007, about 100 institutions (government, NGOs, FBOs, and private sector) were surveyed for a stocktaking
of HIV/AIDS mainstreaming. Out of the surveyed institutions more than half (52.3%) reported to have
mainstreamed HIV/AIDS. Specifically, the result shows that more than four-fifths (83.3%) FBOs, two-thirds
(66.7%) NGOs, half (50%) of the public sector institutions, and one-fifth (20%) of private business institutions
have reported to have mainstreamed HIV/AIDS in their institutions.

•

About 160,000 OVCs and 35,000 PLHIVs are accessing psychosocial, educational, and nutritional services, as
well as training and funding for income generation activities.

The findings of the NCPI in 2007 showed that progress made since 2005 includes the following:
•

The establishment of the National Partnership Forum, which enabled key actors to discuss key issues and
share experiences.

•

Increased commitment of the country to move towards universal access.

•

Increased experience in strategic planning.

•

Increased ownership and involvement of stakeholders.

•

Increased experience and capacity in management of HIV interventions by sectors.

•

Increased experience and materialization of mainstreaming in public, NGO, FBO, and private sectors.

6.2. Overcoming the Key Challenges
Despite considerable achievements to date, Ethiopia’s multisectoral AIDS response faces a number of key challenges.
The key challenges faced throughout the reporting period, and recommendations to overcome them, are summarized
below:
Insufficient human resources: Although human resource constraints—especially in the health sector—have been
addressed by a number of different initiatives, such as task-shifting and retention schemes, it remains a critical
challenge at both facility and program levels.
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Weak health infrastructure, transportation and general systems: Addressing this challenge requires huge
investment to improve services and scale up towards universal access all over the country.
Quality: The high number of patients lost to follow up in 2007 emphasizes the need to improve the quality of care
in parallel with scaling up of services. Improving adherence among those on ART and instituting ARV resistance
surveillance require prioritization.
Harmonization and alignment: Harmonization and coordination are still weak. Although developments have been
made towards the coordinated and integrated efforts of all partners from national to the facility level, additional
alignment to national plans, priorities and systems, as called for in the “Three Ones”, is required.
Prioritizing scale-up towards universal access: In general all preventive and treatment services need to be expanded
and made available to a broader population in both the urban and rural areas. But to maximize the effectiveness of
available resources, prevention efforts should focus on high-risk groups, particularly in urban areas, and regions with
comparatively high prevalence, and rural hot prevalence spots. Prevention efforts should also focus on interrupting
urban-to-rural transmission and containing the rural epidemic at its current low levels through social mobilization.
Services for couple counseling, combined with education on appropriate prevention measures, mainly in urban areas,
need to be established as a high priority.
PMTCT: Service uptake of PMTCT remains exceptionally low at 6.48%. The country’s target for 2010 is 80%. In order
to have any hope of reaching that target, the following major gaps and challenges must be urgently addressed:
Low rates of skilled attendant deliveries, limited number of skilled and motivated human resources and a weak M&E
system.
Mainstreaming and leadership: The efforts made by various organizations in HIV/AIDS mainstreaming are indeed
significant, but the process is still at a nascent stage. HAPCO’s 2007 study on mainstreaming found that resource
limitations as well as inadequate commitment and support from leadership and top management are among the
critical bottlenecks in the implementation of HIV/AIDS mainstreaming in Ethiopia. An HIV/AIDS mainstreaming
stocktaking also needs to be carried out in all regional states to assess status of implementation and benchmarking
for future measurement of achievement.
Ownership and empowerment: A number of advocacy works, community dialogues and workplace interventions
have been undertaken, but the translation of these discussions into doable actions at grassroots level is still low. More
effort is needed in the future until all communities have developed and are implementing concrete action plans.
Surveillance and research: Surveillance in rural areas needs to be increased, not only to monitor the spread of the
epidemic, but also to continue to provide better estimates of the true prevalence of the epidemic in the country
whose population remains overwhelmingly rural. Such efforts also need to target urban hinterlands that potentially
have a role in the transmission of HIV to the nearby rural areas. Additionally, information on particular risk groups
is often based on studies that were undertaken in the early 1990s. There are gaps in knowledge of recent trends,
and some programming decisions have been based on out-of-date assumptions about risk groups and patterns of
transmission.
Other Challenges: In addition to the main challenges cited above, there are other challenges that are seriously
hampering the multisectoral response to the epidemic. Poverty, conflict and famine exacerbate the vulnerability
of society towards the impact of the epidemic. The gap between orphans and PLHIVs who need care and support
and those who receive services is quite wide. The two national behavioral surveillance surveys have shown some
indications of behavior change, but the high rates of unprotected sex and low comprehensive knowledge of HIV/AIDS
that more must be done to stimulate safer sexual behavior and reduce of misconceptions, stigma and discrimination.
The expansion of the epidemic to remote rural areas is a big challenge in terms of reaching those in need and in
providing care, support and treatment services. The financial gap between the total resources needed to reach
universal access and the funds already secured is enormous.
Overcoming these challenges will require the engagement of the government, civil society and every citizen, as well
as the continuation for many years to come of all-round assistance from development partners.
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Annex A:
UNGASS Indicator Data
3 - Blood Safety
Indicator Relevance 				

Indicator Relevant to Our Country - Data Entered

Type and Name of Data Measurement Tool

Program Monitoring/Review - WHO FRAME Tool

Data collection period 				

7/1/2006 - 6/30/2007

Comments 					

–

Indicator

Disaggregation

Value

Indicator Value : Percentage of donated blood units screened for HIV in a quality-assured manner

All

100.00 %

Numerator : Number of donated blood units screened for HIV in blood centres/blood screening
laboratories that have both: (1) followed documented standard operating procedures and (2)
participated in an external quality assurance scheme

All

32294

Denominator : Total number of blood units donated

All

32294

*

4 - HIV Treatment: Antiretroviral Therapy – 2006
Indicator Relevance 				

Indicator Relevant to Our Country - Data Entered

Type and Name of Data Measurement Tool

Antiretroviral Therapy Patient Registers –

Data collection period 				

7/1/2005 - 6/30/2006

Comments					

–

Indicator
Indicator Value : Percentage of adults and children with advanced HIV infection receiving
antiretroviral therapy

Numerator : Number of adults and children with advanced HIV infection who are currently
receiving antiretroviral therapy in accordance with the nationally approved treatment protocol
(or WHO/UNAIDS standards) at the end of the reporting period

Denominator : Estimated number of adults and children with advanced HIV infection
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Disaggregation

Value

All Adults &
Children

21.90 %

Males

Missing

Females

Missing

<15

Missing

+15

Missing

All Adults &
Children

53720

Males

25020

Females

28700

+15

51286

<15

2434

All Adults &
Children

244835

Males

Missing

Females

Missing

<15

Missing

+15

Missing

*
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4 - HIV Treatment: Antiretroviral Therapy – 2007
Indicator Relevance 				

Indicator Relevant to Our Country - Data Entered

Type and Name of Data Measurement Tool

Antiretroviral Therapy Patient Registers –

Data collection period 				

7/1/2006 - 6/30/2007

Comments

Please note that age and sex details were not available for 363 ART
patients. This explains why the disaggregated figures do not reach
to total number of patients currently receiving ART.

Indicator

Disaggregation Value

Indicator Value : Percentage of adults and children with advanced HIV infection
receiving
antiretroviral therapy

*

All Adults & 34.21 %
Children
Males 28.18 %
Females 34.32 %
<15 28.18 %
+15 34.32 %

Numerator : Number of adults and children with advanced HIV infection who are
currently
receiving antiretroviral therapy in accordance with the nationally approved treatment
protocol (or WHO/UNAIDS standards) at the end of the reporting period

All Adults & 88349
Children
Males 35723
Females 43990
+15 83258
<15 4428

Denominator : Estimated number of adults and children with advanced HIV infection

All Adults & 244835
Children
Males Missing
Females Missing
+15 242568
<15 15716

5 - Prevention of Mother-to-Child Transmission – 2006
Indicator Relevance 				

Indicator Relevant to Our Country - Data Entered

Type and Name of Data Measurement Tool

Other Program Monitoring Tools Estimation models

Data collection period 				

1/1/2006 - 12/31/2006

Comments 					

–

Indicator

Disaggregation Value

Indicator Value : Percentage of HIV-infected pregnant women who received
antiretrovirals to reduce the risk of mother-to-child transmission

All 3.24 %

Numerator : Number of HIV-infected pregnant women who received antiretrovirals
during the last 12 months to reduce mother-to-child transmission

All 2330

Denominator : Estimated number of HIV-infected pregnant women in the last 12
months

All 71851

*
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5 - Prevention of Mother-to-Child Transmission – 2007
Indicator Relevance 				

Indicator Relevant to Our Country - Data Entered

Type and Name of Data Measurement Tool

Other Program Monitoring Tools Estimation models

Data collection period 				

1/1/2007 - 12/31/2007

Comments 					

–

Indicator

Disaggregation Value

Indicator Value : Percentage of HIV-infected pregnant women who received
antiretrovirals to reduce the risk of mother-to-child transmission

All 7.03 %

Numerator : Number of HIV-infected pregnant women who received antiretrovirals
during the last 12 months to reduce mother-to-child transmission

All 5304

Denominator : Estimated number of HIV-infected pregnant women in the last 12
months

All 75420

*

6 - Co-Management of Tuberculosis and HIV Treatment
Indicator Relevance 				

Indicator Relevant to Our Country - Data Entered

Type and Name of Data Measurement Tool

Antiretroviral Therapy Patient Registers –

Data collection period 				

7/1/2005 - 6/30/2006

Comments 					

–

Indicator
Indicator Value : Percentage of estimated HIV-positive incident TB cases that received
treatment for TB and HIV

Disaggregation Value
All Cases 13.24 %
Males Missing
Females Missing

Numerator : Number of adults with advanced HIV infection who are currently
receiving
antiretroviral therapy in accordance with the nationally approved treatment protocol
(or
WHO/UNAIDS standards) and who were started on TB treatment (in accordance with
national TB programme guidelines) within the reporting year

All Cases 2658

Denominator : Estimated number of incident TB cases in people living with HIV

All Cases 20079

Males Missing
Females Missing

Males Missing
Females Missing
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7 - HIV Testing in the General Population
Indicator Relevance 				

Indicator Relevant to Our Country - Data Entered

Type and Name of Data Measurement Tool
						

Population Based Survey - Demographic and Health Survey 		
(DHS)

Data collection period 				

4/27/2005 - 8/30/2005

Comments 					

-

Sample Size of Survey Respondents 		

14,645

Indicator

Disaggregation Value

Indicator Value : Percentage of women and men aged 15-49 who received an HIV test
in the last 12 months and who know their results

*

All 15-49 2.08 %
Males 2.30 %
Females 2.30 %
15-19 2.00 %
20-24 3.80 %
25-49 1.50 %

Numerator : Number of respondents aged 15-49 who have been tested for HIV during
the last 12 months and who know their results

All 15-49 Missing
Males 126
Females 155
15-19 Missing
20-24 Missing
25-49 Missing

Denominator : Number of all respondents aged 15-49

All 15-49 Missing
Males 5464
Females 6751
15-19 Missing
20-24 Missing
25-49 Missing

8 - HIV Testing in Most-at-Risk Populations - Sex Workers
Indicator Relevance				

Indicator Relevant to Our Country - Data Entered

Type and Name of Data Measurement Tool
						

Behavioral Surveillance Survey - Family Health International
(FHI) Methodology

Data collection period 				

4/1/2005 - 8/30/2005

Comments 					

–

Sample Size of Survey Respondents 		

1,398

Indicator
Indicator Value : Percentage of most-at-risk populations who received an HIV test in
the last 12 months and who know their results

Disaggregation Value

*

All Sex Workers 25.50 %
Males Missing
Females 25.50 %
<25 26.10 %
25+ 23.80 %

...continued
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continued...
Numerator : Number of most-at-risk population respondents who have been tested
for HIV during the last 12 months and who know the results

All Sex Workers 356
Males Missing
Females 356
<25 270
25+ 86

Denominator : Number of most-at-risk population included in the sample

All Sex Workers 1396
Males Missing
Females 1396
<25 1035
25+ 361

8 - HIV Testing in Most-at-Risk Populations - Men Who have Sex with Men
Indicator Relevance 				

Indicator Relevant to Our Country - No Data Available

Type and Name of Data Measurement Tool

–

Data collection period				

–

Comments 					

–

8 - HIV Testing in Most-at-Risk Populations - Injecting Drug Users
Indicator Relevance 				

Indicator Relevant to Our Country - No Data Available

Type and Name of Data Measurement Tool

–

Data collection period				

–

Comments 					

–

9 - Most-at-risk Populations: Prevention Programmes - Sex Workers
Indicator Relevance				

Indicator Relevant to Our Country - No Data Available

Type and Name of Data Measurement Tool

–

Data collection period				

–

Comments 					

–

9 - Most-at-risk Populations: Prevention Programmes - Men Who have Sex with Men
Indicator Relevance 				

Indicator Relevant to Our Country - No Data Available

Type and Name of Data Measurement Tool

–

Data collection period				

–

Comments 					

–

9 - Most-at-risk Populations: Prevention Programmes - Injecting Drug Users
Indicator Relevance				

Indicator Relevant to Our Country - No Data Available

Type and Name of Data Measurement Tool

–

Data collection period				

–

Comments					

–
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10 - Support for Children Affected by HIV and AIDS
Indicator Relevance				

Indicator Relevant to Our Country - Data Entered

Type and Name of Data Measurement Tool
Other Population Based Survey (please specify, no acronyms):
		 Welfare Monitoring Survey
Data collection period 				

3/30/2004 - 5/31/2004

Comments 					

–

Sample Size of Households Surveyed 		

36,303

Indicator

Disaggregation Value

Indicator Value : Percentage of orphaned and vulnerable children aged 0-17 whose
households received free basic external support in caring for the child

All 3.50 %

Numerator : Number of orphaned and vulnerable children aged 0-17 who live in
households that received at least one of the four types of support for each child
(answered yes to at least one of questions 1, 2, 3 and 4) <br>1. Has this household
received medical support, including medical care and/or medical care supplies, within
the last 12 months? <br>2. Has this household received school-related assistance,
including school fees, within the last 12 months? (This question is to be asked only
of children aged 5-17.) <br>3. Has this household received emotional/psychological
support, including counselling from a trained counsellor and/or emotional/spiritual
support or companionship within the last three months? <br>4. Has this household
received other social support, including socioeconomic support (e.g. clothing, extra
food, financial support, shelter) and/or instrumental support (e.g. help with household
work, training for caregivers, and childcare, legal services) within the last three
months?

All 145272

Denominator : Total number of orphaned and vulnerable children aged 0-17

All 4166467

*

11 - Life Skills-based HIV Education in Schools
Indicator Relevance 				

Indicator Relevant to Our Country - Data Entered

Type and Name of Data Measurement Tool
						

Other (please specify, no acronyms): Annual Report (MOE,
2005/2006)

Data collection period 				

7/30/2005 - 6/30/2006

Comments

As indicated in the 2007 Guidelines, and in the absence of school
survey, programme review data has been used. The limitation of the
available data is that it does not cover some of the most populated
regions (13,325 or 65.8 % of the schools did not report) and it is not
disaggregated by primary and secondary levels.

Number of Schools in Country 			

20,240

Indicator

Disaggregation Value

Indicator Value : Percentage of schools that provided life skills-based HIV education in
the last academic year

All Schools 70.00 %

Numerator : Number of schools that provided life skills-based HIV education in the last
academic year

All Schools 301

Denominator : Number of schools surveyed

All Schools 430

*

Primary Missing
Secondary Missing
Secondary Missing
Primary Missing
Primary Missing
Secondary Missing
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12 - Orphans: School Attendance
Indicator Relevance 				

Indicator Relevant to Our Country - Data Entered

Type and Name of Data Measurement Tool
Other Population Based Survey (please specify, no acronyms):
		Welfare Monitoring Survey
Data collection period 				

4/30/2004 - 8/31/2004

Comments 					

–

Sample Size of Survey Respondents 		

174,500

Indicator
Indicator Value : Part A - Current school attendance rate of orphans aged 10-14

Disaggregation Value

*

All 63.30 %
Males Missing
Females Missing

Numerator : Number of children who have lost both parents and who attend school

All 109507
Males Missing
Females Missing

Denominator : Number of children who have lost both parents

All 172994
Males Missing
Females Missing

Indicator
Indicator Value : Part B - Current school attendance rate of children aged 10-14 both of
whose parents are alive and who live with at least one parent

Disaggregation Value
All Missing
Males Missing
Females Missing

Numerator : Number of children both of whose parents are alive, who are living with
at least one parent and who attend school

All Missing
Males Missing
Females Missing

Denominator : Number of children both of whose parents are alive who are living with
at least one parent

All Missing
Males Missing
Females Missing
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13 - Young People: Knowledge about HIV Prevention
Indicator Relevance 				

Indicator Relevant to Our Country - Data Entered

Type and Name of Data Measurement Tool

Population Based Survey - Demographic and Health Survey

Data collection period 				

4/27/2005 - 8/30/2005

Comments 					

–

Sample Size of Survey Respondents 		

14,500

Indicator
Indicator Value : Correct answer to all questions

Disaggregation Value

*

All 15-24 24.20 %
Males 33.30 %
Females 20.50 %
15-19 25.00 %
20-24 25.50 %

Numerator : Number of respondents age 15-24 who gave correct answer to all
questions

All 15-24 Missing
Males 798
Females 1163
15-19 Missing
20-24 Missing

Denominator : Number of all respondents aged 15-24

All 15-24 Missing
Males 2399
Females 5813
15-19 68.90 %
20-24 Missing

Indicator
Indicator Value: Correct answer to question 5, can a person get HIV by sharing food
with someone who is infected? (or country specific question)

Disaggregation Value

*

All 15-24 Missing
Males 81.00 %
Females 68.90 %
15-19 Missing
20-24 Missing

Numerator : Number of respondents age 15-24 who gave correct answer to question 5

All 15-24 Missing
Males Missing
Females Missing
15-19 Missing
20-24 Missing

Denominator : Number of all respondents aged 15-24

All 15-24 Missing
Males Missing
Females Missing
15-19 Missing
20-24 Missing

...continued
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Indicator
Indicator Value: Correct answer to question 3, can a healthy-looking person have HIV?

Disaggregation Value

*

All 15-24 Missing
Males 70.10 %
Females 55.50 %
15-19 Missing
20-24 Missing

Numerator : Number of respondents age 15-24 who gave correct answer to question 3

All 15-24 Missing
Males Missing
Females Missing
15-19 Missing
20-24 Missing

Denominator : Number of all respondents aged 15-24

All 15-24 Missing
Males Missing
Females Missing
15-19 Missing
20-24 Missing

Indicator
Indicator Value : Correct answer to question 4, can a person get HIV from mosquito
bites? (or country specific question)

Disaggregation

Value

*

All 15-24 Missing
Males

60.40 %

Females

53.10 %

15-19 Missing
20-24 Missing
Numerator : Number of respondents age 15-24 who gave correct answer to question 4

All 15-24 Missing
Males Missing
Females Missing
15-19 Missing
20-24 Missing

Denominator : Number of all respondents aged 15-24

All 15-24 Missing
Males Missing
Females Missing
15-19 Missing
20-24 Missing

Indicator
Indicator Value: Correct answer to question 2, can a person reduce the risk of getting
HIV by using a condom every time they have sex?

Disaggregation Value

*

All 15-24 Missing
Males Missing
Females Missing
15-19 Missing
20-24 Missing

Numerator : Number of respondents age 15-24 who gave correct answer to question 2

All 15-24 Missing
Males Missing
Females Missing
15-19 Missing
20-24 Missing

...continued
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continued...
Denominator : Number of all respondents aged 15-24

All 15-24 Missing
Males Missing
Females Missing
15-19 Missing
20-24 Missing

Indicator

Disaggregation Value

Indicator Value : Correct answer to question 1, can the risk of HIV transmission be
reduced by having sex with only one uninfected partner who has no other partners?

*

All 15-24 Missing
Males Missing
Females Missing
15-19 Missing
20-24 Missing

Numerator : Number of respondents age 15-24 who gave correct answer to question 1

All 15-24 Missing
Males Missing
Females Missing
15-19 Missing
20-24 Missing

Denominator : Number of all respondents aged 15-24

All 15-24 Missing
Males Missing
Females Missing
15-19 Missing
20-24 Missing

14 - Most-at-risk Populations: Knowledge about HIV Prevention - Sex Work
Indicator relevance 				

Indicator Relevant to Our Country - Data Entered

Type and Name of Data Measurement Tool

Behavioral Surveillance Survey - Family Health International
(FHI) Methodology

Data collection period 				

4/30/2005 - 8/30/2005

Comments 					

-

Sample Size of Survey Respondents

1,396

Indicator
Indicator Value: Correct answer to question 4, can a person get HIV from mosquito
bites? (or country specific question)

Disaggregation Value

*

All Sex Workers 46.10 %
Males Missing
Females 46.10 %
<25 47.40 %
25+ 42.04 %

Numerator : Number of respondents who gave correct answer to question 4

All Sex Workers 606
Males Missing
Females 606
<25 474
25+ 132

...continued
53

Report on Progress towards Implementation of the UN Declaration of Commitment on HIV/AIDS

Denominator : Number of respondents who gave answers, including “don’t know”, to
question 4

All Sex Workers 1314
Males Missing
Females 1314
<25 1000
25+ 314

Indicator
Indicator Value: Correct answer to question 3, can a healthy-looking person have HIV?

Disaggregation Value

*

All Sex Workers 86.70 %
Males Missing
Females 86.70 %
<25 89.00 %
25+ 79.30 %

Numerator : Number of respondents who gave correct answer to question 3

All Sex Workers 1139
Males Missing
Females 1139
<25 890
25+ 249

Denominator : Number of respondents who gave answers, including “don’t know”, to
question 3

All Sex Workers 1314
Males Missing
Females 1314
<25 1000
25+ 314

Indicator
Indicator Value : Correct answer to all five questions

Disaggregation Value

*

All Sex Workers 35.77 %
Males Missing
Females 35.77 %
<25 35.70 %
25+ 35.99 %

Numerator : Number of respondents who gave the correct answers to all questions

All Sex Workers 470
Males Missing
Females 470
<25 357
25+ 113

Denominator : Number of respondents who gave answers, including “don’t know”, to
all questions

All Sex Workers 1314
Males Missing
Females 1314
<25 1000
25+ 314

continued...
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Indicator
Indicator Value : Correct answer to question 5, an a person get HIV by sharing food
with someone who is infected? (or country specific question)

Disaggregation Value

*

All Sex Workers 86.40 %
Males Missing
Females 86.40 %
<25 88.50 %
25+ 79.62 %

Numerator : Number of respondents who gave correct answer to question 5

All Sex Workers 1135
Males Missing
Females 1135
<25 885
25+ 250

Denominator : Number of respondents who gave answers, including “don’t know”, to
question 5

All Sex Workers 1314
Males Missing
Females 1314
<25 1000
25+ 314

Indicator
Indicator Value : Correct answer to question 1, can the risk of HIV transmission be
reduced by having sex with only one uninfected partner who has no other partners?

Disaggregation Value

*

All Sex Workers 84.60 %
Males Missing
Females 84.60 %
<25 85.90 %
25+ 80.25 %

Numerator : Number of respondents who gave correct answer to question 1

All Sex Workers 1111
Males Missing
Females 1111
<25 859
25+ 252

Denominator : Number of respondents who gave answers, including “don’t know”, to
question 1

All Sex Workers 1314
Males Missing
Females 1314
<25 1000
25+ 314

Indicator
Indicator Value : Correct answer to question 2, can a person reduce the risk of getting
HIV by using a condom every time they have sex?

Disaggregation Value

*

All Sex Workers 92.50 %
Males Missing
Females 92.50 %
<25 94.40 %
25+ 86.62 %

continued...
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...continued
Numerator : Number of respondents who gave correct answer to question 2

All Sex Workers 1216
Males Missing
Females 1216
<25 944
25+ 272

Denominator : Number of respondents who gave answers, including “don’t know”, to
question 2

All Sex Workers 1314
Males Missing
Females 1314
<25 1000
25+ 314

14 - Most-at-risk Populations: Knowledge about HIV Prevention - Men Who have Sex with Men
Indicator relevance 				

Indicator Relevant to Our Country - No Data Available

Type and Name of Data Measurement Tool

-

Data collection period				

-

Comments 					

-

14 - Most-at-risk Populations: Knowledge about HIV Prevention - Injecting Drug Users
Indicator relevance 				

Indicator Relevant to Our Country - No Data Available

Type and Name of Data Measurement Tool

-

Data collection period				

-

Comments 					

-

15 - Sex before the Age of 15
Indicator relevance 				

Indicator Relevant to Our Country - Data Entered

Type and Name of Data Measurement Tool
						

Population Based Survey - Demographic and Health 		
Survey (DHS)

Data collection period 				

4/27/2005 - 8/30/2005

Comments 					

-

Sample Size of Survey Respondents

14,500

Indicator
Indicator Value : Percentage of young women and men aged 15-24 who have had
sexual intercourse before the age of 15

Disaggregation Value

*

All 15-24 Missing
Males 1.70 %
Females 15.80 %
15-19 Missing
20-24 Missing

Numerator : Number of respondents (aged 15-24 years) who report the age at which
they first had sexual intercourse as under 15 years

All 15-24 Missing
Males 41
Females 918
15-19 Missing
20-24 Missing

continued...
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...continued
Denominator : Number of all respondents aged 15-24 years

All 15-24 Missing
Males 2399
Females 5813
15-19 Missing
20-24 Missing

16 - Higher-risk Sex
Indicator relevance 					

Indicator Relevant to Our Country - Data Entered

Type and Name of Data Measurement Tool 		
							

Population Based Survey - Demographic and Health
Survey (DHS)

Data collection period 					

4/27/2005 - 8/30/2005

Comments 						

-

Indicator
Indicator Value : Percentage of women and men aged 15-49 who have had sexual
intercourse with more than one partner in the last 12 months

Disaggregation Value

*

All 15-49 Missing
Males 2.40 %
Females 0.10 %
15-19 Missing
20-24 Missing
25-49 Missing

Numerator : Number of respondents/population aged 15-49 who have had sexual
intercourse with more than one partner in the last 12 months

All 15-49 Missing
Males 131
Females 14
15-19 Missing
20-24 Missing
25-49 Missing

Denominator : Number of all respondents aged 15-49

All 15-49 Missing
Males 5464
Females 14070
15-19 Missing
20-24 Missing
25-49 Missing
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17 - Condom Use during Higher-risk Sex
Indicator relevance 				

Indicator Relevant to Our Country - Data Entered

Type and Name of Data Measurement Tool
						

Population Based Survey - Demographic and Health Survey 		
(DHS)

Data collection period 				

4/27/2005 - 8/30/2005

Comments

For females, the denominator was too small (less than 25) to report
a value.

Sample Size of Survey Respondents 		

14,500

Indicator
Indicator Value : Percentage of women and men aged 15-49 who have had more than
one sexual partner in the past 12 months reporting the use of a condom during their
last sexual intercourse

Disaggregation Value
All 15-49 Missing
Males 8.50 %
Females Missing
15-19 Missing
20-24 Missing
25-49 Missing

Numerator : Number of respondents/population (aged 1549) who reported having
had more than one sexual partner in the last 12 months who also reported that a
condom was used the last time they had sex

All 15-49 Missing
Males 11
Females Missing
15-19 Missing
20-24 Missing
25-49 Missing

Denominator : Number of respondents/population (1549) who reported having had
more than one sexual partner in the last 12 months

All 15-49 Missing
Males 129
Females 11
15-19 Missing
20-24 Missing
25-49 Missing
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18 - Sex Workers: Condom Use
Indicator relevance 				

Indicator Relevant to Our Country - Data Entered

Type and Name of Data Measurement Tool

Behavioral Surveillance Survey - Family Health International

						

(FHI) Methodology

Data collection period 				

4/30/2005 - 8/30/2005

Comments

–

Sample Size of Survey Respondents 		

1,396

Indicator

Disaggregation Value

Indicator Value : Percentage of female and male sex workers reporting the use of a
condom with their most recent client

*

All Sex Workers 86.60 %
Males Missing
Females 83.60 %
<25 84.30 %
25+ 81.50 %

Numerator : Number of respondents who reported that a condom was used with their
last client in the last 12 months

All Sex Workers 81.50 %
Males Missing
Females 81.50 %
<25 872
25+ 242

Denominator : Number of respondents who reported having commercial sex in the
last 12 months

All Sex Workers 1332
Males Missing
Females 1332
<25 1035
25+ 297

19 - Men Who Have Sex with Men: Condom Use
Indicator relevance 				

Indicator Relevant to Our Country - No Data Available

Type and Name of Data Measurement Tool

-

Data collection period				

-

Comments 					

-

20 - Injecting Drug Users: Condom Use
Indicator relevance 				

Indicator Relevant to Our Country - No Data Available

Type and Name of Data Measurement Tool

-

Data collection period				

-

Comments 					

-
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21 - Injecting Drug Users: Safe Injecting Practices
Indicator relevance 				

Indicator Relevant to Our Country - No Data Available

Type and Name of Data Measurement Tool

-

Data collection period				

-

Comments 					

-

22 - Reduction in HIV Prevalence
Indicator relevance 				

Indicator Relevant to Our Country - Data Entered

Type and Name of Data Measurement Tool

HIV Sentinel Surveillance –

Data collection period 				

7/30/2005 - 6/30/2006

Comments

After consultation with UNAIDS HQ, the prevalence value of the
unadjusted ANC surveillance data (15-24-year-old pregnant
women) has been used. This is because ANC data is collected
more frequently and over a longer period, making it easier to track
trends.

Indicator

Disaggregation Value

Indicator Value : Percentage of young women and men aged 15-24 who are HIVinfected

All 15-24 5.60 %
15-19 Missing
20-24 Missing

Numerator : Number of antenatal clinic attendees (aged 15-24) tested whose HIV test
results are positive

All 15-24 773
15-19 Missing
20-24 Missing

Denominator : Number of antenatal clinic attendees (aged 15-24) tested for their HIV
infection status

All 15-24 13761
15-19 Missing
20-24 Missing

23 - Most-at-risk Populations: Reducation in HIV Prevalence - Sex Workers
Indicator relevance 				

Indicator Relevant to Our Country - No Data Available

Type and Name of Data Measurement Tool

-

Data collection period				

-

Comments 					

-

23 - Most-at-risk Populations: Reducation in HIV Prevalence - Men Who have Sex with Men
Indicator relevance 				

Indicator Relevant to Our Country - No Data Available

Type and Name of Data Measurement Tool

-

Data collection period				

-

Comments 					

-

23 - Most-at-risk Populations: Reducation in HIV Prevalence - Injecting Drug Users
Indicator relevance 				

Indicator Relevant to Our Country - No Data Available

Type and Name of Data Measurement Tool

-

Data collection period				

-

Comments 					

-
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24 - HIV Treatment: Survival after 12 Months on Antiretroviral Therapy
Indicator relevance 				

Indicator Relevant to Our Country - Data Entered

Type and Name of Data Measurement Tool

Other Tool (please specify): Cohort or Group analysis

Data collection period 				

9/30/2006 - 8/31/2007

Comments 					

-

Indicator
Indicator Value : Percentage of adults and children with HIV known to be on treatment
12 months after initiation of antiretroviral therapy

Disaggregation Value

*

All 70.36 %
Males Missing
Females Missing
<15 Missing
15+ Missing

Numerator : Number of adults and children who are still alive and on ART at 12
months after initiating treatment

All 2417
Males Missing
Females Missing
<15 Missing
15+ Missing

Denominator : Total number of adults and children who initiated ART during the
twelve months prior to the beginning of the reporting period, including those who
have died, those who have stopped ART, and those lost to follow-up.

All 3435
Males Missing
Females Missing
<15 Missing
15+ Missing
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Annex B:
World Health Organization Regional Office for Africa Monitoring Health Sector Progress towards
Universal Access for HIV Prevention, Care, and Treatment
Reporting Form for 2007
100 STRENGTHENING AND EXPANDING HEALTH SYSTEMS
NO QUESTIONS
CODING
101 How many of the following administrative units are
there in your Country:
REGIONS/PROVINCES/STATES
01 Regions/Provinces/States?
DISTRICTS/LGs
02 Districts or Local Governments (LGs)
102 How many health facilities (HFs) are there in the
country?
103 Out of total number of health facilities (above
figure), how many provide the HIV Testing and
Counseling (HTC), Prevention of Mother To Child
Transmission (PMTCT), and HIV Care and Treatment
services?
DISAGGREGATE BY FACILITY TYPE: HOSPITALS, HEALTH
CENTRES, CLINICS, DISPENSARIES, OR OTHERS
01 Total health facilities providing the service
02 Hospitals
03 Health Centres (HCs)
04 Clinics (including private)
05 Dispensary/Health Post (HPs)
06 Other health facilities (OHFs)
104 Out of the total number of health facilities that
provide ART (QUESTION 104/01/C), how many
provide CD4 monitoring in line with national
guidelines, on site or through referral?
105 What is the total number of professional full time
staff, part time staff, and total staff working in
the national AIDS/HIV/STI Program (Ministry of
Health)?
01 Full time?
02 Part time?
03 Total

NUMBER OF HFs (Public and private)

TOTAL
HOSPITALS
HCs
CLINICS
DISPENSARY
OHFs

(01) ON SITE
(02) REFERRAL

12,674

(A)
HTC
SERVICES
1005
131
641
233
……
…….

(B)
PMTCT
SERVICES
428
102
306
……
……
……

(C )
ART
SERVICES
329
119
207
3
……
……

(A)
HOSPITAL

(B)
HEALTH
CENTRE
0
150

(C )
OTHERS

83
35

FULL TIME STAFF
PART TIME STAFF
TOTAL

106 Of the total professional staff working in the National
AIDS/HIV/STI Program, how many are working full
time51 or part time in the following program areas:
01 Program management, including planning?
PROGRAM MANAGEMENT
02 Monitoring and evaluation?
M&E
03 Surveillance, estimation & projections?
SURVEILLANCE, ESTIMATES
04 Care and Treatment for adults?
ADULT CARE & ART
05 Care and Treatment for children?
CHILDREN CARE & ART
06 PMTCT?
PMTCT
07 HIV Testing & Counseling (HTC)?
HCT
08 Procurement and Supply Management (PSM)?
PSM
09 HIV/TUB collaboration?
HIV/TUB COLLABORATION
10 STI prevention & control
STI CONTROL
11 HIV-related Health Promotion?
HEALTH PROMOTION
OTHERS
12 Other than above?
62

11
630

4
0

179
1
180
(A)
FULL TIME
Not known
Not known
Not known
Not known
Not known
Not known
Not known
Not known
Not known
Not known
Not known
Not known

(B)
PART TIME
Not known
Not known
Not known
Not known
Not known
Not known
Not known
Not known
Not known
Not known
Not known
Not known
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...continued
100 STRENGTHENING AND EXPANDING HEALTH SYSTEMS
NO QUESTIONS
107 Does the country have a National HIV/AIDS
strategic plan for the health sector response? If yes,
which year were it first developed and which year
was it revised?
If yes, please forward to AFRO an electronic copy
of this guideline

CODING
YES
NO
NOT KNOWN
(01) YEAR DEVELOPED
(02) YEAR REVIEWED

1
2 → Skip to 108
9 → Skip to 108
1997
2005

108 Out of the total number of health facilities
(01) NUMBER ON SITE
(Question 102), how many provide CD4 monitoring (02) NUMBER THROUGH REFERRAL
in line with national guidelines, on site or through
referral?
109 Does your country have HIV medicines and supplies YES
procurement and distribution plan?
NO
NOT KNOWN

87
185

1
2 → Skip to 112
9 → Skip to 112

110 Is this plan short term (1 year or less), medium term < ONE YEAR OR LESS
2 – 3 YEARS
(2-3 years) or long term (> 3 years)?
MORE THAN 3 YEARS
SELECT ONE ANSWER ONLY
111 Is this plan part of the national essential drugs
procurement and distribution system or it is a
parallel system?
SELECT ONE ANSWER ONLY

1
2
3

PART OF ESSENTIAL DRUGS
PARALLEL SYSTEM
OTHER SYSTEM
(SPECIFY)

1
2
3

112 During the past 12 months, how many facilities, out NUMBER OF FACILITIES
of the total providing ART services, have reported
(01) NATIONAL CAPITAL
to have experienced stock outs of ARVs that lasted (02) OUTSIDE THE CAPITAL
one or more months?
113 What is the total amount of funds (government
and donor support used by the health sector
in response to the fight against HIV during the
following years:
01 IN 2007?
02 IN 2006?
03 IN 2005?
04 IN 2004?
05 IN2003?
Information to be provided by MOH/PPD from NHA
200 HIV TESTING AND COUNSELING (HTC)
NO QUESTIONS
201 Does your country have national coverage targets
for HIV testing and counseling services?

2007
2006
2005
2004
2003

0
0
0

(A)
GOVERNMENT FUNDS
(US$ equivalent)

(B)
DONOR SUPPORT
(in US$)

Not known
Not known
Not known
Not known
Not known

Not known
Not known
Not known
Not known
Not known

CODING
YES
NO

(01) PERCENT FACILITIES
202 What percentage of public facilities (in Question
102) is planned to provide HTC by the year 2010?
(02) PERCENT ADULTS
What percentage of sexually active adults (15-49
FOR 100% WRITE “99.9” IN BOXES
years) is expected to know their HIV status by 2010?
203 Does your country have a National Policy/Guideline YES
on HIV Testing and Counseling?
NO
If yes, please forward to AFRO an electronic copy
of this policy.

1
2 → Skip to
203
99.9
4 1 .5

1
2 → Skip to
206

continued...

63

Report on Progress towards Implementation of the UN Declaration of Commitment on HIV/AIDS

200 HIV TESTING AND COUNSELING (HTC)
NO QUESTIONS
204 Does this national policy/guideline address the
following components:
01 Provider initiated testing and counseling?
02 Voluntary testing and counseling?
03 Mandatory HIV testing and counseling?
04 Children and youth testing and counseling?

CODING
YES
PITC
VCT
MANDATORY
CHILDREN & YOUTH

NO

1
1
1
1

NOT
KNOWN
9
9
9
9

2
2
2
2

205 Which year was this policy/guideline developed
and which year was it last revised?

(01) YEAR DEVELOPED
(02) YEAR REVISED
If not revised, write “0000” in year revised boxes

1996
2007

206 What is the total number of service delivery points
where HIV testing and counseling is provided?
Give a breakdown of these facilities by type: ordinary
health facility or voluntary counseling and testing
facility.

TOTAL HTC SITES
ORDINARY HEALTH FACILITY
VCT SITE

1005
1005
0

207 How many facilities were targeted to be providing
HTC services by the end of the current reporting
period, according to national plans?

TOTAL TARGETED HCT SITES
(AT THE END OF THE REPORTING PERIOD)

2020

208 Out of the total number of HTC sites, how many
provide provider-initiated testing and counseling
(PITC) only, VCT only, or both types of services?
01 PROVIDER-INITIATED TESTING ONLY
02 VOLUNTARY TESTING ONLY
03 BOTH .

PROVIDER-INITIATED TESTING ONLY 0
VOLUNTARY TESTING ONLY 0
BOTH SERVICES (ABOVE) 1005

209 Out of the total number of HCT sites, how many
have capacity to provide virological testing (e.g.
PCR) for infant diagnosis in site and how many
provide such services through dried blood spots
(DBS)?

(01) FACILITIES WITH PCR IN SITE

210 During the reporting period, how many people
were offered to HIV testing and counseling, how
many were tested, and how many received their
test result in your country?

(01) NUMBER OFFERED HTC
(02) NUMBER TESTED
(03) NUMBER RECEIVED RESULTS

211 Out of the total number of people tested and
counseled during this reporting period, how many
tested positive? Give the following breakdown:
IF NO SUCH BREAKDOWN IS AVAILABLE, WRITE TOTAL
TESTED AND % POSITIVE IN DOUBLE LINED BOXES
01
02
03
04
05
06

<15 YEARS
15-19 YEARS
20-24 YEARS
25 + YEARS
UNKNOWN
TOTAL

212 Out of the total number of people tested and
counseled during the reporting period, how many
have received this service through the following
means?

0*

(02) FACILITIES USING DBS
28
*
Nationally there are 4 PCR facilities which provide infant diagnosis on
referral basis

(A)
MALE
(i)
NUMBER
TESTED

(ii)
% +VE

1,262,770

4.7

NA
2,291,598
2,291,598

(B)
FEMALE
(i)
(ii)
NUMBER % +VE
TESTED

(i)
NUMBER
TESTED

(ii)
% +VE

1,028,828

2,291,598

5.9%

(01) NUMBER THRU PITC
(02) NUMBER THRU VCT
(03) NUMBER OTHER MEANS

7.4%

(C )
TOTAL

Not known
Not known
Not known

continued...
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200 HIV TESTING AND COUNSELING (HTC)
NO QUESTIONS
CODING
213 Out of the total number of people tested and
(01) NUMBER IN ANC
counseled for HIV through PITC method, how many (02) NUMBER IN STIs SERVICES
received this service during the following services: (03) NUMBER IN TB SERVICES
(03) NUMBER IN OTHER SERVICES
214 Did you do any survey or study to know the HIV
prevalence among most-at-risk populations
(MARPs), such as sex workers, injecting drug users
(IDUs), or men having sex with men (MSM)?

215 CHECK QUESTION 116/01:
SEX WORKERS TESTED?
YES
216 What was the total number of sex workers tested
for HIV infection and what percent tested positive?
Disaggregate by sex and age group.
Year of the study?
Who conducted the study (source)?

217 CHECK QUESTION 116/02:
IDUs TESTED? YES
218 What was the total number of IDUs tested for HIV
and what percent tested positive? Which year was
study conducted? And by who?

(01) SEX WORKERS
(02) IDUs
(03) MSM

148,245
Not known
20,723
Not known

YES

NO

1
1
1

2
2
2

DON’T
KNOW
3
3
3

SEX WORKERS NOT TESTED ───────────────►SKIP TO 217
NUMBER SWs TESTED
(A)
MALE
(I)
NUMBER

(II)
% +VE

(B)
FEMALE
(I)
NUMBER

(II)
% +VE

IDUs NOT TESTED ────────────────────►SKIP TO 219
NUMBER IDUs
(A)
MALE
(I)
NUMBER

(II)
% +VE

(B)
FEMALE
(I)
NUMBER

(II)
% +VE

(01) <25 YEARS
(02) 25 + YEARS
(03) YEAR OF STUDY
(04) SOURCE
219 CHECK QUESTION 116/03: MSMs TESTED?
YES

MSMs NOT TESTED ───────────────────► SKIP TO 300

220 What was the total number of MSMs studied or
surveyed and what percent tested positive? Which
year was study conducted? And by who?

NUMBER OF MSMs TESTED
(A)
MALE
(I)
NUMBER

(II)
% +VE

(B)
FEMALE
(I)
NUMBER

(II)
% +VE

(01) <25 YEARS
(02) 25 + YEARS
(03) YEAR OF STUDY
(04) SOURCE

continued...
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...continued
300 CONTROL OF SEXUALLY TRANSMITTED INFECTIONS (STIs)		
NO QUESTIONS
YES
301 Does your country have National Guidelines for
NO
health workers on syndromic management of
Sexually Transmitted Diseases
If yes, please forward to AFRO an electronic copy
of this guideline.
302 Which year was this national guideline for
syndromic management of STIs developed and
which year was it last revised?
01 Year developed?
02 Year last revised?

1
2 → SKIP TO 303

YEAR DEVELOPED
YEAR REVISED

303 Is syndromic management of STIs part of the
curriculum of the following national training
institutions:
01 Medical schools?
02 Training institutes for clinical officers?
03 Training institution for nurses
04 Other (specify)
304 Does your country have special health facilities
where Sex Workers can receive STI services?

CODING

2001
2006

MEDICAL SCHOOLS
CLINICAL OFFICERS
NURSES
OTHERS
YES
NO

YES

NO

DON’T
KNOW

1
1
1
1

2
2
2
2

9
9
9
9

1
2 → SKIP TO 307

305 How many such facilities were functional at the end NUMBER OF FACILITIES FOR SWs
of the reporting period?
306 How many such facilities were planned to be
functional at the end of the reporting period?

NUMBER OF PLANNED FACILITIES FOR SWs

307 Does your country provide routine syphilis
screening test to pregnant women during their
antenatal visits?

YES
NO

(A)
308 How many pregnant women came for their 1st
antenatal visits during the past 12 months? How
NUMBER 1ST ANC VISITS
many of those received syphilis screening test? And
how many tested positive for syphilis?
526,492
(01) YEAR:
(02) SOURCE:

1
2 → SKIP TO 400
(B)
(C )
NUMBER SYPHILIS
NUMBER
TESTS
POSITIVE
Not known
Not known

...continued
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400 PREVENTION OF MOTHER TO CHILD TRANSMISSON (PMTCT)
NO QUESTIONS
401 Does you country have a national target on PMTCT Yes
scale up by 2010?

CODING

402 What percentage of public health facilities are
planned to provide PMTCT services according to
national standards, by 2010?

(A)
HOSPITALS
2010 TARGET

403 What percentage of pregnant women are planned
to have access to PMTCT services according to
national standards, by 2010?

100%

(B)
HEALTH
CENTRES
100%

(C )
ALL
100%

2010 TARGET

404 Does your country have a national policy/guideline YES
NO
on prevention of mother-to-child transmission
(PMTCT) of HIV?
If yes, please forward to AFRO an electronic copy
of this policy/guideline
405 Which year was this policy/guideline developed
and which year was it last revised?

YEAR DEVELOPED
YEAR REVISED

406 Does the current PMTCT policy or guideline in your
country support single dose NVP (sdNVP) only,
AZT/3TC with single dose NVP, or other scheme?

sdNVP ONLY
AZT/3TC/sdNVP ONLY
BOTH
OTHER
(SPECIFY)

79.9%

1
2

→ SKIP TO 406

2001
2007
1
2
3
5

FROM PROGRAM AND FACILITY RECORDS, PROVIDE THE FOLLOWING PMTCT INFORMATION DURING THE REPORTING
PERIOD:
TOTAL ANC FACILITIES (all Hosp + HCs +health Stations 7,934
407 What is the total number of health facilities
+ health Posts )
providing antenatal care services?
408 How many ANC facilities provide HTC and antiretroviral (ARVs) services52, for PMTCT purposes?

ANCs PROVIDING HTC/ARVs

428

409 How many pregnant women received HIV testing
and counseling during antenatal visits?

NUMBER ANC CLIENTS TESTED

157,919

410 Among pregnant women tested for HIV INFECTION, NUMBER HIV+ ANC CLIENTS
how many tested positive for HIV infection?

7,317

411 How many HIV positive women received ARVs to
reduce mother-to-child transmission during?

NUMBER HIV+ CLIENTS ON ARVs

4,888

412 What was the estimated number of HIV-infected
pregnant women53 in the preceding 12 months?

ESTIMATED HIV+ PREG. WOMEN

75,420

413 What is the number of infants born to HIV positive
pregnant women?

NUMBER HIV+ INFANTS

14,148

414 What is the number of infants born to HIV positive
pregnant women who received NVP or ZDV/NVP?

NUMBER HIV+ INFANTS ON ARVs

3,031

415 How many infants born to HIV-infected pregnant
women who received an HIV test within 12 months
of age?
DISAGGREGATE BY EARLY VIROLOGICAL TESTS
WITHIN 2 MONTHS OR TESTS AFTER 2 MONTHS TO 12
MONTHS.

(01) TOTAL TESTED UPTO 12 MONTHS
(02) NUMBER EARLY VIROLOGICAL
(03) NUMBER TESTED 2-12 MONTHS

1,840
0
1,840
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continued...
400 PREVENTION OF MOTHER TO CHILD TRANSMISSON (PMTCT)
NO QUESTIONS
CODING
NUMBER ON EXCLUSIVE FEEDING
416 Number of infants born to HIV+ mothers who
received exclusive breastfeeding, replacement
NUMBER ON REPLACEMENT
feeding, or mixed feeding/other
NUMBER ON MIXED/OTHER
417 What is the number of infants born to HIV positive
pregnant women who received cotrimoxazole
(CTX) prophylaxis within two months of birth?

NUMBER ON CTX

500 PREVENTION IN HEALTH CARE SETTINGS
NO QUESTIONS
CODING
501 What is the total number of units of blood donated, (01) TOTAL UNITS DONATED
and the number of units screened for HIV infection (02) TOTAL UNITS HIV SCREENED
according to national standards, during the
reporting?

Not known
Not known
Not known
Not known

32,294
32,294

502 Was a nationally representative health facility
survey done in the country?

YES
NO

503 Which year was this survey done?

YEAR

2005

504 What was the total health facilities surveyed?

NUMBER OF FACILITIES

362

505 What was the number of facilities where all new
therapeutic and immunization injections are given
with new disposable or single use equipment?

NUMBER OF FACILITIES

Not
known

506 What was the number of health facilities with Post
Exposure Prophylaxis (PEP) kits or medications
available to those who are at risk of HIV infections
through occupational and/or non-occupational
exposure to HIV?

NUMBER OF FACILITIES

32

507 Does your country have a national policy/guideline YES
NO
on PEP? And which year was this policy/guideline
developed or revised?

52 ARV services include prophylaxis or ART
53 This number can be derived from modeling or through ANC surveillance and other data to develop a proxy estimate
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600 HIV/AIDS TREATMENT AND CARE
NO QUESTIONS
601 Does you country have a national target on care
and treatment scale up by 2010?

CODING
Yes
(A)
HOSPITALS

602 What percentage of public health facilities are
planned to provide care54 and treatment55 services
according to national standards, by 2010?
PERCENT HFs (Care)
PERCENT HFs
(Treatment)
603 What percentage of eligible HIV+ patients are
planned to have access to care and treatment
services according to national standards, by 2010?

100
100

(B)
HEALTH
CENTERS
100
40

(C )
TOTAL
100
42

PERCENT PLWAs (Care)
PERCENT PLWAs (Treatment)

604 Does your country have a national policy/guideline YES
for HIV care and treatment (ART)? If yes, which
NO
year was first developed and which year was last
NOT KNOWN
revised?
If yes, please forward to AFRO an electronic copy
of this policy/guideline

8 5. 2
9 9. 9
1
2 → Skip to 606
9 → Skip to 606

605 Which year was this national ART policy/guideline
developed and which year was it last revised?

01) YEAR DEVELOPED
(02) YEAR REVISED
IF NOT REVISED, WRITE “0000” IN YEAR REVISED BOXES

606 Was the Integrated Management of Adult and
Adolescent Illnesses (IMAI) ever introduced in your
country?

YES
NO
NOT KNOWN

2005
2006

1
2 → Skip to 609
9 → Skip to 609

INTRODUCTORY
607 With regard to IMAI implementation, is your
country in introductory56, expansion57, or scale-up58 EXPANSION
phase?
SCALE UP
NOT KNOWN
608 How many of the following health cadres are
trained in IMAI so far?
01 Doctors
02 Nurses
03 Nurse assistants/auxiliary
04 Clinical officers
05 Counselors
06 Expert patients/ART aide
07 Others
609 Does your country have other ART training
programs?
610 How many of the following health cadres are
trained in ART through other programs?
01 Doctors
02 Nurses
03 Nurse assistants/auxiliary
04 Clinical officers
05 Counselors
06 Expert patients/ART aide
07 Others

1
2
3
9

DOCTORS
NURSES
NURSE ASSISTANTS/AUX
CLINICAL OFFICERS
COUNSELORS
EXPERT PATIENTS/ART AIDE
OTHERS
YES
NO
NOT KNOWN

DOCTORS
NURSES
NURSE ASSISTANTS/AUX
CLINICAL OFFICERS
COUNSELORS
EXPERT PATIENTS/ART AIDE
OTHERS (Pharmacists & others)

64
1117
275
206
390
1
2 → Skip to 611
9 → Skip to 611

2928
2921
349
5
2580
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600 HIV/AIDS TREATMENT AND CARE
NO QUESTIONS
611 How many facilities providing HIV care and
treatment services were there in the country at the
end of the reporting period?

CODING
NUMBER OF ART SITES

272

612 Out of the total number of ART sites operating at
the end of the reporting period (above figure),
how many are located at the national capital city,
regional/provincial/state capital city, district/local
government area and below?

(1) NATIONAL CAPITAL
(2) REGIONAL/PROVINCIAL CAPITAL
(3) DISTRICT/LGA & BELOW

50
24
198

613 What is the total estimated number of children and
adults with advanced HIV infection and in need of
ART?

NUMBER IN

(A)
CHILDREN

(B)
ADULTS

(C )
TOTAL

15,716

242,548

258,264

NEED ART
614 What is the total number of HIV positive clients ever (01) TOTAL
registered for HIV care and treatment (pre-ART and (02) LESS THAN 5 YEARS
ART) at the end of the reporting period??
(03) 5 – 14 YEARS
GIVE A BREAKDOWN BY AGE
(04) 15 AND ABOVE YEARS
615 How many HIV positive clients have been registered
for care during the reporting period? And how
many of those received/receiving:
01 Cotrimoxazole prophylaxis (CTX)
02 TB screening (TB DX) during last visit
03 INH preventive treatment (IPT)
616 What is the total number of HIV infected people
that ever started ART according to national
protocol, and number alive and on ART at the end
of the reporting period?
617 Out of the total number alive and on ART by the
end of the reporting period, give the following
breakdown?
01 Number currently alive & on art?
04 Patients less than 15 years?
05 Patients 15 years and above?
06 Patients on 1st line ARVs?
07 Patients on 2nd line ARVs?
618 How many children and adults are still alive and
on ART 6 months, 12 months, and 24 months after
initiating treatment during the reporting period?
GIVE BREAKDOWN BY AGE, SEX, OR 1ST LINE OR 2ND
LINE REGIMEN

619 How many patients started 1ST line ARVs during the
past 12 months?
DISAGGREGATE THESE FIGURES BY age and sex

HIV+ ON CARE
CTX
TB DX
IPT

203,733
5,410
7,135
191,188

(A)
CHILDREN

(B)
ADULTS

(C )
TOTAL

Not known
Not known
Not known
Not known

Not known
Not known
Not known
Not known

Not known
Not known
Not known
2,381

NUMBER EVER ON ART
NUMBER ALIVE AND ON ART

117,970
88,349

(A)
MALE

(B)
FEMALE

(C )
TOTAL

ALIVE & ON ART
< 15 YEARS
15+ YEARS
1ST LINE
2ND LINE

39,501
2,343
36,858
39,086
415

48,485
2,085
46,400
47,915
570

87,986
4,428
83,258
87,001
985

(01) < 15 YEARS
(02) 15+ YEARS
(03)MALE
(04) FEMALE
(05) 1ST LINE
(06) 2ND LINE

(A)
6 MONTHS
Not known
Not known
Not known
Not known
Not known
Not known

(B)
12 MONTHS
Not known
Not known
Not known
Not known
Not known
Not known

(C )
24 MONTHS
Not known
Not known
Not known
Not known
Not known
Not known

(01) NUMBER STARTED 1ST LINE
(A) < 15 YEARS
(B) 15 YEARS AND ABOVE
(C ) MALE
(D) FEMALE

56,198
2,950
53,248
Not known
Not known
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continued...
600 HIV/AIDS TREATMENT AND CARE
NO QUESTIONS
620 Of patients who started 1st line ARVS during the
past 12 months, how many are alive and still on 1st
line ARV?
DISAGGREGATE THESE FIGURES BY age and sex

CODING
(01) NUMBER STILL ON 1ST LINE
(A) < 15 YEARS
(B) 15 YEARS AND ABOVE
(C ) MALE
(D) FEMALE

Not known
Not known
Not known
Not known
Not known

621 Of patients who started 1st line ARVS during the
past 12 months, how many are alive but switched
to 2nd line ARVs?
DISAGGREGATE THESE FIGURES BY age and sex

(01) NUMBER SWITCHED TO 2ND LINE
(A) < 15 YEARS
(B) 15 YEARS AND ABOVE
(C ) MALE
(D) FEMALE

Not known
Not known
Not known
Not known
Not known

622 Does your country have a functioning HIV/TB
collaboration working group/committee59?

YES
NO
NOT KNOWN

1
2
9

623 Is there a national guideline on co-management of
HIV and TB?
If yes, please forward to AFRO an electronic copy
of this guideline

YES
NO
NOT KNOWN

1
2
9

624 Which year was this guideline first developed and
which year was it last revised?

(01) YEAR DEVELOPED
(02) YEAR REVISED

625 What is the total number of patients currently
enrolled to receive TB DOTS in the country?

NUMBER ON TB DOTS
(01) MALE
(02) FEMALE

626 How many patients currently on TB DOTS have had
an HIV screening test during the reporting period?
And how many of those tested positive for HIV
infection during the same period?

(01) NUMBER TB PATIENTS SCREENED
(02) NUMBER TB PATIENTS HIV+

627 Among HIV positive TB patients, how many are put
on cotrimoxazole preventive therapy (CPT) during
the reporting period?
628 How many adult patients currently on ART have
started TB treatment in accordance with national TB
program guidelines during the reporting period?
GIVE YEAR AND SOURCE OF THIS INFORMATION

NUMBER ON CPT

2005
2007
129,743
Not known
Not known
20,723
6,342

4,529

(01) NUMBER ON ART & TB DOTS
2,658
(A) MALE
Not known
(B) FEMALE
Not known
(02) YEAR
2006/7
(03) SOURCE: TBL and TB/HIV routine report, TLCT/FMOH

54 Pre-anti retroviral therapy (pre-ART)
55 Anti retroviral therapy (ART)
56 Introductory phase is when less than 10% of districts have at least one clinical team trained in IMAI
57 Expansion is when 10-50% of districts have at least one clinical team trained in IMAI
58 IMAI scale up phase is when 50% or more of the districts have at least one clinical team trained in IMAI
59 A functioning working group/committee is one that meets regularly with records of minutes of their meetings
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700 STRATEGIC INFORMATION
NO
QUESTIONS
701 Does your country have a sentinel HIV surveillance
system?

CODING
YES
NO
NOT KNOWN

1
2
5

702 Is there a national protocol for conducting the HIV
sentinel surveillance system?

YES
NO
NOT KNOWN

1
2
5

703 Which sentinel group does this system monitor?
SELECT ALL THAT APPLY

ANC
CSWs
IDUs
OTHERS
(SPECIFY)

A
B
C
D

704 How many HIV sentinel surveillance sites are there
currently in your country?
DISAGGREGATE BY URBAN AND RURAL

TOTAL HIV SENTINEL SITES
(01) URBAN SITES
(02) RURAL SITES

705 Is there a focal person for HIV surveillance system
within the national HIV/AIDS program at the Ministry of Health?

YES
NO
NOT KNOWN

706 Was a round of HIV sentinel surveillance in pregnant women attending antenatal clinic, commercial
sex workers, intravenous drug users or other high
risk groups conducted in past five years?
If yes, please forward to AFRO an electronic copy
of each round’s report

YEAR
(01) 2007
(02) 2006
(03) 2005
(04) 2004
(05) 2003

108
39
69
1
2
5

(A)
ANC
YES NO
1
2
1
2
1
2
1
2
1
2

(B)
CSWs
YES NO
1
2
1
2
1
2
1
2
1
2

(C )
IDUs
YES NO
1
2
1
2
1
2
1
2
1
2

(D)
OTHERS
YES
NO
1
2
1
2
1
2
1
2
1
2

707 Does your country have a national HIV Drug Resistance (HIVDR) program?

YES
NO
NOT KNOWN

1
2
5

708 Is there a national plan on HIVDR system?
If yes, please forward to AFRO an electronic copy
of the HIVDR plan

YES
NO
NOT KNOWN

1
2
5

709 Is there a national task force or committee to coordinate the HIVDR system in your country?

YES
NO
NOT KNOWN

1
2
5

710 Is there a national focal person HIVDR system in
your country?

YES
NO
NOT KNOWN

1
2
5

711 Was an HIV Drug Resistance Threshold Survey ever
conducted in your country? and what

YES
NO
NOT KNOWN

1
2
5

712 Which year was this survey last conducted?

YEAR HIVDR TS CONDUCTED

713 What was the result of the last HIV threshold survey?

LESS THAN 5%
BETWEEN 5%-15%
ABOVE 15%
NOT KNOWN

2007
1
2
3
5
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continued...
700 STRATEGIC INFORMATION
NO
QUESTIONS
YES
714 Is there a national framework for monitoring and
NO
evaluating the health sector response towards
Universal Access for prevention, care and treatment NOT KNOWN
by 2010?
If yes, please forward to AFRO an electronic copy
of this framework
715 Is there a functional60 M&E unit within the Ministry
of Health to monitor the health sector response
towards the UA?

CODING
1
2
5

YES
NO
NOT KNOWN

1
2
5

60 Functional means a unit with staff, office, and logistical support
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Annex C:
PMTCT AND PEDIATRIC HIV CARE REPORT CARD
(Reporting period: January to December 2007)
STATISTICS
Category

Value

Reporting Period Data Source

Comments

Facility coverage
1. Total number of health facilities in the
country in 2007

12’674

Jan - Dec 2007

FMOH/PPD
H/H related
indicators 1998
EC

Includes all health institution
including pharmacies, drug
shops and rural drug venders

2. Total number of facilities nationally
providing ANC services in 2007

7’934

Jan - Dec 2007

FMOH/PPD
H/H related
indicators 1998
EC

Includes hospitals, health
centers and health posts only

3. Total number of facilities nationally
providing ANC which also provide HIV
testing and counseling for pregnant
women in 2007

889

Jan - Dec 2007

FHAPCO

4. Total number of facilities nationally
providing ANC which also provide the
basic minimum package of PMTCT
services, according to national guidelines,
in 2007

428

Jan - Dec 2007

FHAPCO

5. Total number of facilities nationally
providing adult ART in 2007

272

Jan - Dec 2007

FHAPCO

6. Total number of facilities nationally
providing both PMTCT and ART in 2007

241

Jan - Dec 2007

FHAPCO

7. Total number of facilities nationally
providing pediatric ART in 2007

143

Jan - Dec 2007

FHAPCO

4

Jan - Dec 2007

EHNRI

8. Total number of facilities able to provide
virological testing services (e.g. PCR) on
site or accessing such testing through
Dried Blood Spots (DBS) sample collection
methods in 2007
9. Total number of facilities able to conduct
CD4 testing on site in 2007

28

Laboratories planted in health
institutions compound but
not within the hospital system
Health institutions accessing
these laboratories through DBS

87

Jan - Dec 2007

EHNRI

10. Total number of new ANC attendees in
2007

454,407

Jan - Dec 2007

FHAPCO

11. Total number of pregnant women
counseled on PMTCT in 2007

241’945

Jan - Dec 2007

FHAPCO

12. Total number of pregnant women tested
for HIV in 2007 (including those with
already confirmed HIV infected status)

157’919

Jan - Dec 2007

FHAPCO

N/A

Jan - Dec 2007

FHAPCO

All pregnant women

13. Total number of male partners of
pregnant women attending PMTCT
services that were tested for HIV

932 report from Addis Ababa
City Health Bureau only

...continued
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...continued
HIV-infected pregnant women
14. Total number of pregnant women who
tested HIV positive in 2007 (including
those with already confirmed HIV
infected status)

7’317

Jan - Dec 2007

FHAPCO

Include only those pregnant
women who attend ANC visits

15. Total number of HIV-infected pregnant
women who received antiretrovirals
to reduce the risk of mother-to-childtransmission in 2007

4’888

Jan - Dec 2007

FHAPCO

Includes 694 pregnant women
on ART

16. Total number of HIV-infected pregnant
women assessed for ART eligibility (CD4
cell count or clinical staging) in 2007

2’656

Jan - Dec 2007

FHAPCO

No format to capture this data,
assuming those on ART are
assessed

17. Total number of HIV-infected pregnant
women receiving ART for their own
health at the end of 2007

694

Jan - Dec 2007

FHAPCO

18. Total number of HIV-infected pregnant
women receiving at least one counseling
session on infant feeding during ANC in
2007

7336

Jan - Dec 2007

FHAPCO

19. Total number of HIV-infected women
receiving counseling on infant feeding at
first post natal visit in 2007

N/A

Jan - Dec 2007

FHAPCO

As part of ANC package all
pregnant women are provided
counseling in post natal visit.
However, format does not
specifically capture the data for
HIV positive women alone

20. Total number of HIV-infected women
provided with a modern method of
contraception at first postpartum visit in
2007

N/A

Jan - Dec 2007

FHAPCO

No data available that captures
this specific indicator

21. Total number of infants born to HIVinfected women receiving any ARVs for
PMTCT in 2007

3’031

Jan - Dec 2007

FHAPCO

22. Total number of infants born to
HIV-infected women started on
Cotrimoxazole prophylaxis within two
months of birth in 2007

N/A

Jan - Dec 2007

23. Total number of infants born to HIVinfected women receiving a virological
test for HIV diagnosis within two months
of birth in 2007

N/A

Jan - Dec 2007

EHNRI

Data not aggregated by age

24. Total number of infants born to HIVinfected women tested for HIV (antibody
or virological test) by 12 months in 2007

1’840

Jan - Dec 2007

EHNRI

Data include children under
the age of 18 months with
virological test

25. Total number of HIV-infected children
receiving ART at the end of 2007

4’534

Dec 2007

RHAPCO

Children 0 – 14 yrs

26. Total number of HIV-infected children
(0-14 years) receiving cotrimoxazole
prophylaxis in 2007

5’717

Jan - Dec 2007

HAPCO

Infants on Chronic HIV care

Infants born to HIV infected pregnant women

No aggregated data available

HIV-infected children
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PROGRAM COMPONENTS

1. Was there a national PMTCT scale up plan in 2007? Yes 
No
a. If yes, did the plan include clearly defined population-based targets of women to be reached at different
time points?
Yes 
No
b. If yes, what were the targets for 2007 with regard to number of women to be reached? 15’011 (based on
the road map 2007- 10 target of ARV prophylaxis)
2. Was there a national pediatric HIV care and treatment scale up plan in 2007?

Yes 

No

a. If yes, did the plan have clearly defined population-based targets of children to be reached at different
time points?
Yes 
No
b. If yes, what were the targets for 2007 with regard to number of children to be reached? 5’435 (based on
the road map 07 – 10)
3. Were there national PMTCT indicators in 2007? Yes 
PMTCT reporting format of FHAPCO attached

No

(please attach copy of PMTCT indicators) 2007

4. Were there national paediatric HIV care and treatment indicators in 2007? Yes 
of paediatric HIV indicators)

No

(Please attach copy

5. What was the MOST commonly used PMTCT ARV regimen in 2007 in line with the national guidelines?
 Single dose NVP
Short-course AZT and single dose NVP
Short course AZT + single dose NVP + 3TC
Other: ___________________________
*If possible, please report on the actual or estimated percent distribution of the various PMTCT ARV regimens
provided.
6. Was provider initiated routine offer of HIV testing (“opt-out”) being provided in PMTCT settings in 2007?
Check ONE:

Yes, in all sites
Yes, in some sites
No, not yet implemented
7. Was DBS technology available within the country for use in PMTCT and Pediatric HIV Care programs in 2007?
Yes 
No
8. Was there a national policy on routine offer of testing children in/at the following settings in 2007? Check as
appropriate:
Inpatient settings
Nutritional intervention settings at facility and community level

Adult ART centers

TB clinics
Immunization settings

Stand alone VCT sites
Other, please specify __________________________
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9. What are the major gaps and challenges in implementation of PMTCT in the country?
Check up to 3 MAXIMUM: (following are obtained from the National PMTCT technical working groups)
Limited health facility coverage

Low utilization of ANC services

Low rates of skilled attendant deliveries

Limited number of skilled and motivated human resources
Weak M&E system
Drug shortages
Inadequate programme coordination
Limited community and male partner involvement
Limited funding
Other, please specify
10. What are the major gaps and challenges in implementation of Pediatric HIV Care and Treatment in the country?
Check up to 3 MAXIMUM: ( following are obtained from the National PMTCT technical working groups)
Limited availability/high cost of pediatric formulations
Limited number of trained clinicians in pediatric HIV care

Limited number of sites with the capacity to provide pediatric HIV care
Lack of pediatric HIV guidelines

Limited capacity for early diagnosis (virological testing)

Lack of central coordination mechanism
Other, please specify
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