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Introduction: Mother-to-child HIV transmission (MTCT), or vertical transmission of HIV, 
is one mode of HIV transmission from mother to baby during pregnancy, delivery and after 
childbirth. The continuation of new pediatric HIV infection due to the improper prevention of 
MTCT is a challenge in developing countries; however, the program is not evaluated yet in 
Ethiopia. Therefore, this study was aimed to assess the process of PMTCT service imple
mentation status.
Objective: This evaluation study evaluated the implementation of process levels and 
identified problems of PMTCT service at Gondar city administration governmental health 
facilities.
Methods: A case study evaluation design with a mixed method was conducted from March 
to May 2020. A systematic random sampling technique was used to select participants. Data 
were collected using an interviewer-administered questionnaire and document review, obser
vation, and key informant interviews. Collected data were entered using EPI data version 7 
and analyzed using SPSS version 25.
Results: The study found that, generally, the PMTCT program implementation was comply
ing with the Ethiopian national guidelines by 78.32%. All facilities had most of the minimum 
required resources recommended by the guidelines by 75%. The services required to be 
provided by the facilities were highly accommodated by 90.18%, acceptable by 77.2%, with 
78% compliance. Trained human resources and continuous supply of material are the main 
gaps.
Conclusion: The overall level of program implementation was judged to be good. However, 
there is a need for improvements such as ensuring the privacy of counselling rooms, 
availability of human, test kits, guidelines, beds, waiting areas, drugs, and refresher training 
for provider. Also, counsellors should record properly the services provided to clients in their 
cards, such as counselling sessions.
Keywords: process evaluation, PMTCT, HIV, health facilities

Background
Mother-to-child HIV transmission (MTCT), or vertical transmission of HIV, is one 
mode of HIV transmission from mother to baby during pregnancy, delivery, and after 
childbirth.1 About 95% of new infections in infants and young children come about 
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through MTCT. It is estimated that the rate of HIV trans
mission from mother to child without any treatment inter
vention is 20–45%, and in terms of chances of transmission 
possibility over time is: 5–10% is in-utero, 10–20% is 
intrapartum, and 5–20% is through breastfeeding.1,2

Globally, an estimated 2.3 million children are living 
with HIV; of this, over 2.1 million children are living in 
sub-Saharan Africa with HIV, 120,000 AIDS-related 
deaths, and 160,000 new infections among children in 
2016.3 Of all health crises in the African region, HIV/ 
AIDS has attracted the most political support and 
resources. In 2016, 24% of pregnant women living with 
HIV did not have access to antiretroviral prophylaxis 
(ARVs) to prevent transmission to their infants.4 

Globally, 120,000 children died due to AIDS-related ill
nesses in 2016; this equates to 328 deaths every day,4 and 
millions of more children indirectly affected by families 
and communities.5

Ethiopia has significantly expanded the HIV/AIDS 
interventions program packages during the last two dec
ades by decentralizing the free charge of Highly Active 
Antiretroviral Treatment (HAART) in public facilities, 
private clinics, and hospitals on the whole. However, the 
burden of HIV/AIDS is still high and requires an enor
mous effort in the country.6 An estimated 25.7 million 
people are living with HIV, and around 1.1 million people 
were newly infected with HIV in 2018. Among these, only 
64% of them have access to ARV.7

Overall, in the context of developing nations, the con
tinuing HIV pandemic constitutes an immense enhance
ment risk to pregnant women, their infants, and their 
families as a whole. Even though PMTCT is part and 
parcel of HIV/AIDS services programs, developing and 
implementing a program complete with strategies for ante 
retroviral prophylaxis, safer childbirth, and safer infant 
feeding practices is a complex process.8 Significant and 
substantial reductions in new pediatric infections can be 
achieved as a result of high coverage with effective inter
ventions for the prevention of mother-to-child transmis
sion of HIV.9 Not enough evaluation has been conducted 
though; globally, more than 2.1 million children whose age 
is between 0 years and 15 years have been acquiring and 
living with HIV infection.10 Among all infected children, 
more than 90% of them are acquiring HIV infection 
through Mother to child transmission (MTCT); so far, an 
individual holds 14% of the total HIV/AIDS positive peo
ple. Approximately 330,000 children are newly infected 
with HIV every single year; most of the infections have 

occurred in sub-Saharan African countries, including 
Ethiopia in the top lists.11 Developing countries including 
sub-Saharan countries had scored a remarkable achieve
ment in the fight off against vertical HIV transmission, 
even if the prior problem of their people is still now 
persistent.12

Different studies have revealed that paediatrics who 
have HIV infection in their blood via their mother will 
have more exposure to morbidity and mortality than HIV- 
free children.13 HIV/AIDS pandemic is the third most fatal 
disease for Ethiopians, according to CDC investigation.14 

Other follow-up forms of several studies were conducted 
in Gondar, Jimma and Dire Dawa at PMTCT service areas 
revealed that 10–15% of infants found to be HIV infected, 
who are borne from known HIV+ mothers.15 Services for 
PMTCT have been applied in Ethiopia since 2001.16 It has 
seen a significant gain in PMTCT since the start of the 
program.17

Studies showed that the accessibility of tracer items for 
PMTCT services was low (41%), no health facility having 
all tracer items for PMTCT service found, and a 50% and 
62% availability of guidelines for PMTCT and staff 
trained in the facilities, respectively.18 Prevention of 
mother-to-child transmission of HIV is our golden oppor
tunity to reduce and eliminate the passing of HIV from the 
mother to her child because 90% of the total HIV infection 
in Africa are caused by MTCT.19 Different kinds of the 
literature showed that the infrastructures of any health 
institution’s staffing of facilities and capabilities of its 
staff, adequate and ventilated rooms for privacy, the policy 
environment in which care is delivered, and the availabil
ity of resources of the institution should be fulfilled and be 
monitored closely.20–23 To overcome these problems, sev
eral strategic plans should be investigated in the form of 
evaluation.24

To run a PMTCT service with high quality, the service 
needs an adequate space with auditory and visual privacy, 
labour and delivery unit, running water, and electricity 
supply.25 Many studies illustrated that adequate and safe 
space with the consideration of good auditory and visual 
privacy were not fulfilled, and these made the service poor 
in turn.24–26 To the minimum, any PMTCT service should 
fulfil test kits like rapid test kits recommended by the 
Ethiopian government health policy/guideline; drugs like 
never pine and cotrimoxazole are also among them.27 

Essential supplies include clean gloves, sharps box, soap 
or another disinfectant, disposable needles, and household 
bleach among the top.28 HIV counselling and testing are 
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parts of PMTCT packages because they have a great rela
tionship with professionals’ knowledge and attitude. 
Developed nations applied it and reduced the MTCT, but 
in developing nations, including Ethiopia, counselling and 
testing are still under question.23,29–31 The literature stated 
that there is inappropriate infant feeding in sub-Saharan 
countries and they put a strong and continuous nutritional 
counselling both to the mother and their children during 
ANC and PNC is one soft option.32,33

Studies indicated that MTCT could be enhanced due to 
lengthwise rupture of membranes, episiotomies, invasive 
procedures of obstetrics care, and good care of maintain
ing mother’s safety is the first thing by the time these 
problems have occurred; even suctioning of the baby’s 
nose and airway might be good enough.34 This evaluation 
will make us detect whether the third prong of PMTCT 
program integration with other health services like ANC, 
PNC, L&D is implemented as written in the national 
PMTCT guideline, and if not so, it identifies where the 
gap has occurred, and we learn experience from it and 
improve the service to maintain the high-quality expecta
tion of mother and their infants including male partners. 
This evaluation study will be the first of its kind in the 
evaluation area and will come up with several implemen
tation issues from the different perspectives of health-care 
providers, users, the program itself, with a detailed con
textual factor.

Evaluation Methods and Materials
Evaluation Area
This evaluation study was conducted in Gondar city 
Administration governmental health facilities where the 
PMTCT is implemented. Gondar city is among one of 
the 13 zonal towns of the Amhara regional state in north
west Ethiopia, and it is composed of 6 sub-cities, 25 
kebeles (the smallest administration unit in Ethiopia), and 
11 semi-urban kebeles. According to the City 
Administration population registration, Gondar currently 
has a population of about 700,000; however, the city 
health sector annual plan of Ethiopian Fiscal year (EFY) 
of 2012 has a total population of over 344,046 (Census 10 
years ago); of these, 172,679 are females, and most of 
them are living in the Urban Kebele parts of it (266,640). 
The structure of the population is composed of, under 
1 year of age: 10,700, under five: 46,586, reproductive- 
age females from 15 to 49 years: 81,126, and pregnant 
women consisting of 11,595. Gondar is situated, 

respectively, 185km and 738km from Bahir Dar, the regio
nal state city, and Addis Ababa, the capital of the country, 
in a northwest direction. The city currently has eight and 
fourteen functional governmental health centres and health 
posts, respectively. All the health centres have begun to 
implement PMTCT of HIV service. Gondar poly centre is 
the first groundbreaker other than the remaining health 
centres next to the University of Gondar specialized hos
pital. Saint Gabriel, Mintiwab, and Bilajig are among the 
newly emerged health facilities in the implementation of 
PMTCT. In addition to these health facilities, the city has 
one Comprehensive Specialized hospital and more than 20 
private health facilities. The city is bordered by Amba 
Giorgi’s woreda to the north, by Chilga and Dambia wor
edas to the west, by Gondar zuria woredato the east. The 
city has private hospitals, clinics, pharmacies, drug ven
dors, different community voluntary health workers or 
providers. Based on the city administration of health office 
reports, the health coverage is estimated at more than 95%.

Evaluation Design, Study Period, and 
Approach
A single case study design by applying both the quantita
tive and qualitative data collection was collected concur
rently from March to May 2020. The formative evaluation 
approach was used to adjust and to increase the program’s 
intervention in a better way than ever.35

Populations
Target Population
The target population of the study was all mothers and 
their infants, all PMTCT program managers, and all health 
professionals providing PMTCT service in Gondar city 
administration health facilities, Gondar, Amhara Regional 
State, Ethiopia.

Source Population
The source population of this study included all mothers 
following PMTCT service, program managers, and health- 
care providers at PMTCT service who are working in the 
given health facilities.

Study Population
The study population of this study consists of mothers 
attending at PMTCT service, program managers, and 
health-care providers working at PMTCT service in 
Gondar city health facilities during data collection time, 
respectively.
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Sample Size
Survey
The sample size for the client is calculated using the single 
population proportion formula (n = [(Zα/2)2 × P (1-P)]/ 
D2) with the assumption of a 95% level of confidence, 5% 
margin of error, 87% rate of process evaluation result to 
PMTCT detected in Jimma, east-west Ethiopia,36 and 
a 15% non-response rate which yielded 201. Participants 
were selected using the systematic random sampling tech
nique, and every patient was interviewed based on her 
order of arrival.

Document Review
For client card review, the sample size was calculated by 
using the single population proportion formula of 81% 
rate, which is found at Jimma, document review result. 
In computing sample size to achieve adequate precision, 
the sampling error/precision of the study was taken as 5% 
and 95% confidence intervals. Then the calculated sample 
size is 273 with 15% non-response rate consideration.

Key Informant Interview
Evaluation studies need multiple sources of data to explore 
the nature of the program. Therefore, to address the “why” 
the program is successful or not, evaluation questions; 
a key informant interview with PMTCT of HIV service 
leaders or managers and key stakeholders was conducted. 
The overall sample size was determined by the concept as 
per data saturation.

The Sample Size for Observation
Both provision of essential components PMTCT practice 
and provider–patient interaction were conducted with con
secutive patients. It has four parts: pretest counselling, 
HIV negative pretest counselling, infant feeding options 
counselling, and related procedural activities. The sample 
size for observation of patient providers’ interaction was 
determined based on the saturation of information.

Sampling Procedure for Clients and 
Observation
There are nine health facilities in Gondar city that PMTCT 
is currently operating. The sample size is allocated pro
portionally for each health facility by the total population 
they are serving in the PMTCT service. To access clients, 
a systematic sampling technique was applied.

The client and provider interaction was observed 
through a non-participatory observation approach for 

information gathering regarding how the client was coun
selled, examined, and provided PMTCT services to assess 
the compliance of health-care providers regarding the 
PMTCT national standards. To prevent the Hawthorne 
effect, the first and the last three observations were dis
carded, respectively. Study participants for key informant 
interviews were selected purposively where information 
reaches people to get detailed and depth information. 
PMTCT program leaders or managers and other key sta
keholders were interviewed to get their assumptions 
regarding the service.

Inclusion and Exclusion Criteria
Inclusion criteria: Health-care providers who are working 
at Gondar city governmental health facilities, PMTCT 
service, and all pregnant and breastfeeding women who 
are attending for PMTCT consultation during the data 
collection included.

Exclusion criteria: Group counselling and follow-up 
counselling sessions were excluded from the observation 
due to differences in tools supposed to be used. Whereas 
because of tool similarity, generic outpatient tools and job 
aids developed by CDC/WHO are supposed to be used for 
group counselling; which is the providers-initiated HIV 
counselling and testing (PIHCT) tool is supposed to be 
used for individual counselling.

Data Collection Tool and Procedure
An exit interview, questionnaire-guided interview, open- 
ended questions, checklist, review of documents, and tape 
recording were used to collect data. The questions on the 
explanatory variables were prepared using the standard 
conceptual model. The questionnaire was first prepared 
in English and translated to Amharic, the local language, 
and then retranslated to English to ensure the consistency 
of the tool. Specifically, training included the orientation to 
evaluation objective, materials, conversational style, 
observation techniques, simulation of data collection, 
how to handle any possible problems that were expected 
to arise during data collection time, and how to maintain 
confidentiality and privacy. After the translation of tools to 
the local language, pretesting was conducted at Debark 
district hospital in North Gondar Zone; the tools were 
refined based on the findings from the pretest study.

Semi-structured questionnaires were applied to deter
mine mothers’ accommodation and acceptability of 
PMTCT service. The questionnaire was divided into 
three parts. The first one was socio-demographic related 
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with five variables, the second part was accommodation 
related with six variables, and the last one was the accept
ability of the program with four variables.

Structured observations were conducted. The observa
tion has four parts, namely, pretest counselling, posttest 
counselling, infant feeding options counselling, and related 
procedural activities. Each four-part has seven, nine, 
twelve, and thirteen checklists.

A document was reviewed by using twenty related 
clinical variables to assess data recording quality and 
clarity of information.

Data Collectors
Three health-care providers, two Midwives, and one BSc 
Nurse, and three health graduate students in Midwifery 
and Nursing collected the data. Two supervisors have 
taken the responsibility of supervision to make consistent 
and to minimize the data collection error. The qualitative 
part of the data was gathered by the principal evaluator. 
All data collectors and supervisors took intensive and 
standardized training for two consecutive days.

Data Collection Fieldwork
There are nine PMTCT service health facilities in Gondar 
city, and for each, a data collector was assigned. Data were 
collected from each facility through resource inventory tool, 
interviewer-administered questionnaire, direct observation, 
key informant of program personnel. For all health facilities, 
the data collectors assessed every aspect of records, docu
ments, and resources for the availability of drugs, equip
ment, treatment of complications. Resource inventory was 
conducted using the resource inventory checklist. It incor
porated direct observation of resources. A survey was con
ducted through a structured questionnaire. The data 
collectors asked all eligible mothers attending PMTCT ser
vices. Direct observation: the observation was conducted 
until saturation was reached. Initially, the observer took 
consent from Program managers and stakeholders. The 
first and the last three observations were dropped to mini
mize observer bias.

Data Management/Processing and 
Analysis
For quantitative data: to ensure the quality of data care was 
undertaken in the process of data collection and analysis. 
During data collection, questionnaires were checked for 
their completeness daily by the data collectors and 

supervisors. Incorrectly filled or missed questionnaires 
were sent back to the respective data collectors for correc
tion, and the supervisor submitted the filled questionnaire 
to the evaluator after checking its consistency and com
pleteness. The evaluator also rechecked the completed 
questionnaires to maintain the quality of data. The data 
collected on a paper-based system were prepared and 
entered into the computer to facilitate and prepare it for 
statistical analysis. The collected data will be cleaned 
manually before it goes to a computer for its completeness, 
validity, and consistency as planned before. Incomplete 
and invalid data were reassessed or recollected again to 
obtain their real effects on the study variable.

Evaluation score was developed together with stake
holders during the evaluability assessment based on major 
things that were supposed to be available for the program 
to be successfully implemented. The weight of each indi
cator was given based on the relevant matrix developed, 
and due to commitments made, a consensus was reached 
to make cut-off points higher based on relevant stake
holders’ decisions, and the decision of judgment criteria 
are >90% = Very good, 75%–90% = Good, 65%–70% = 
Fair, <65% = Critical. The data were entered using Epi 
data and exported to SPSS version 25 and open code 
software for data analysis. Descriptive statistics were 
used to describe the data.

For qualitative data: qualitative data were collected by 
the principal evaluator for controlling data quality and for 
observation drop the first and last three observations for 
minimizing Hawthorne effect (observer bias) and obser
ving one health-care provider in the morning and 
afternoon.

Evaluation Dissemination Plan
Once the data collection and analysis were complete, 
a report was prepared using a standardized structure; to 
meet ethical considerations, anonymity was maintained, 
and opinions of study subjects were respected. 
A preliminary discussion of evaluation results was con
ducted with stakeholders. A draft report was shared and 
discussed initially with stakeholders of the PMTCT pro
gram at Gondar city administration health facilities and 
Gondar city health office and expert for their comments. 
Incorporation of all relevant comments was done, and after 
the approval of the thesis, hardcopies of the evaluation 
report were disseminated to the University of Gondar and 
stakeholders. Evaluation’s findings are intended to provide 
timely, useful, and relevant information to managers, 
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funders, government officials, and other stakeholders that 
lead to improvement programs, funding decisions, 
accountability, and learning. As such, the results of the 
evaluation must be communicated accurately and appro
priately to enable the audience to make use of the informa
tion. The final findings of this evaluation results were 
disseminated to all the concerned stakeholders in different 
forms to the zonal and Gondar city health offices, CDC; 
findings will be send through email, hard copy forms, and 
also to the PMTCT clinic of each health facility it will 
deliver in hard copy form, meeting, email, and workshops 
form (if possible).

Results
Availability of Resources
The result part depicts the findings of resource inventory, 
patient record/chart review, client’s acceptability rate, 
observation of patient–provider interaction, and expert 
key-informant interview. This section also portrays the 
analysis of the judgment matrix in availability, compli
ance, and accommodation, and acceptability dimensions. 
Finally, it concludes with the judgment of both programs 
based on dimensions.

Trained Human Resources
All health facilities of Gondar city administration have 
twenty-nine physicians and ninety-nine midwives of the 
total 342. However, physicians were usually consulted in 
complicated cases. Even though there are not enough 
trained human resources, no nurses were assigned for 
PMTCT. But the guideline recommends that ART-trained 
nurses can provide counselling services in human-resource 
-limited settings. Guidelines require a minimum of 6 
health-care providers trained in comprehensive PMTCT; 
however, across all nine health facilities, there were only 
33 trained health providers. All providers received training 
on all topics except infant feeding counselling and infec
tion prevention. The training duration ranged from 7 to 12 
days. However, for the ANC/PMTCT section, there have 
been only a few health-care providers’ allocations across 
all health facilities since the introduction of PMTCT.

Most of the PMTCT service coordinators said that

we are attempting to make our best effort to provide 
services for the clients, but it is difficult to provide the 
services by allocating only a few providers. It is obvious 
that the workload has been increasing, since the introduc
tion of the PMTCT services, there is not much support or 

additional incentive which we get for providing additional 
services such as counselling and HIV testing 

and the other said that

to be honest, I do not think we have enough staff in terms of 
the number of patients we host. Existing health professionals 
are not adequately trained, and most of whom are diplomas. 

Of course, the medical professionals we have may be 
adequate regarding other health centres, but if we see 
them through training and educational levels or rankings, 
it is hard to say enough. 

Concerning supportive supervision, different stakeholders: 
PMTCT coordinators, heads of health facilities said that 
even if it is not well organized, there is supervision by 
different concerning bodies of such Gondar town health 
offices, central Gondar zone health offices, Amhara regional 
health offices, and by other non-governmental stakeholders, 
they have meetings to give feedback for each other 

These are among the main gaps and barriers to why the 
program achieves such low results in the availability 
dimension.

Guidelines on PMTCT, PIHCT, Infant 
Feeding, and Family Planning
PMTCT and PIHCT guidelines were available in the 
health facilities, whereas the remaining two guidelines 
for infant feeding and family planning were observed to 
be missing. However, the available guidelines were not 
posted on a bulletin board so that they could be accessible 
and visible to all health providers. Different respondents 
had answered their feeling at the interview about whether 
providers use guidelines appropriately (Table 1).

One interviewee, regarding with said that

no pretending is needed to answer this question because not all 
health professionals use the national guideline very often. This 
does not mean that they don’t work correctly. I think if anyone 
I consult as an expert uses the guidelines when it comes to 
service since it’s not only could enhance the confidence of the 
health professionals but also for patients’ satisfaction. 

Provision of Counselling Sessions and 
Rooms
PMTCT counselling rooms in the dimension of auditory 
privacy, visual privacy, and separateness, across all health 
facilities only, visual privacy is fulfilled. Though all facil
ities have one PMTCT counselling room, it did not comply 
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Table 1 Availability of Various Supplies and Equipments at Gondar City Governmental Health Facilities, Gondar, Northwest Ethiopia, 
June 2020

Supplies and Equipment’s Expected Available in the Last 6 Months Observed in Evaluation

Weight measurement 9 (100%) 9 (100%) 9 (100%)

Height measurement 9 (100%) 9 (100%) 9 (100%)

Blood pressure 9 (100%) 9 (100%) 9 (100%)

Fundal height measurement 9 (100%) 3 (33.3%) 3 (33.3%)

Iron 9 (100%) 9 (100%) 9 (100%)

Folic acid 9 (100%) 9 (100%) 9 (100%)

Multivitamins 9 (100%) 9 (100%) 9 (100%)

Vitamin A 9 (100%) 9 (100%) 9 (100%)

Mebendazole 9 (100%) 9 (100%) 9 (100%)

Malaria prophylaxis 9 (100%) 9 (100%) 9 (100%)

Tetanus toxoid 9 (100%) 9 (56.6%) 9 (56.6%)

Immunizations 9 (100%) 9 (100%) 9 (100%)

Drugs to treat syphilis 9 (100%) 9 (100%) 9 (100%)

Protective clothing 9 (100%) 9 (100%) 9 (100%)

Sterilizing equipment 9 (100%) 9 (100%) 9 (100%)

Cord ligatures 9 (100%) 9 (100%) 9 (100%)

Delivery packs/kits 9 (100%) 8 (88.9%) 8 (88.9%)

Gloves 9 (100%) 9 (100%) 9 (100%)

Running water 9 (100%) 4 (44.4%) 4 (44.4%)

Hand washing items 9 (100%) 7 (77.8%) 7 (77.8%)

Disinfectant 9 (100%) 9 (100%) 9 (100%)

Antiseptic 9 (100%) 9 (100%) 9 (100%)

Disposable needles/syringe 9 (100%) 9 (100%) 9 (100%)

Sterile gauze 9 (100%) 8 (88.9%) 8 (88.9%)

Sharp’s box 9 (100%) 9 (100%) 9 (100%)

Disposable needles/syringe 9 (100%) 9 (100%) 9 (100%)

Delivery kits 9 (100%) 9 (100%) 9 (100%)

RPR tests 9 (100%) 8 (88.9%) 8 (88.9%)

VDRL tests 9 (100%) 8 (88.9%) 8 (88.9%)

ARV prophylaxis 9 (100%) 9 (100%) 9 (100%)

HIV rapid test kits 9 (100%) 9 (100%) 9 (100%)

Lancets for rapid testing 9 (100%) 9 (100%) 9 (100%)

Infant formula 9 (100%) 1 (0.111%) 1 (0.111%)

(Continued)
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Table 1 (Continued). 

Supplies and Equipment’s Expected Available in the Last 6 Months Observed in Evaluation

Job aids and IEC materials

PMTCT brochures 9 (100%) 5 (56.6%) 5 (56.6%)

PMTCT leaflets 9 (100%) 4 (44.4%) 4 (44.4%)

PMTCT guideline 9 (100%) 9 (100%) 9 (100%)

Monthly summary reporting format 9 (100%) 8 (88.9%) 8 (88.9%)

PMTCT stickers 9 (100%) 8 (88.9%) 8 (88.9%)

Pediatrics follow up register form 9 (100%) 9 (100%) 9 (100%)

Labor and delivery register form 9 (100%) 9 (100%) 9 (100%)

Laboratory log book 9 (100%) 4 (44.4%) 4 (44.4%)

Referral linkage 9 (100%) 7 (77.8%) 7 (77.8%)

Laboratory referral slips 9 (100%) 2 (22.2%) 2 (22.2%)

Family planning materials

Condom 9 (100%) 9 (100%) 9 (100%)

Depo 9 (100%) 9 (100%) 9 (100%)

Implant 9 (100%) 9 (100%) 9 (100%)

IUCD 9 (100%) 4 (44.4%) 4 (44.4%)

Delivery couches Delivery sets Oxytocin

Delivery couches 9 (100%) 9 (100%) 9 (100%)

Delivery sets 9 (100%) 9 (100%) 9 (100%)

Oxytocin 9 (100%) 9 (100%) 9 (100%)

Laboratory supplies

HIV screening test Kit 9 (100%) 9 (100%) 9 (100%)

HIV confirmatory test kit 9 (100%) 7 (77.8%) 7 (77.8%)

HIV tie breaker test Kit 9 (100%) 4 (44.4%) 4 (44.4%)

Nunc tube 9 (100%) 4 (44.4%) 4 (44.4%)

Test tubes 9 (100%) 9 (100%) 9 (100%)

Paster pippet tip 9 (100%) 7 (77.8%) 7 (77.8%)

Other supplies

Cotrimoxazole prophylaxis 9 (100%) 9 (100%) 9 (100%)

ORS 9 (100%) 9 (100%) 9 (100%)

Nevirapine tablet 9 (100%) 9 (100%) 9 (100%)

Nevirapine syrup 9 (100%) 9 (100%) 9 (100%)

DTG 9 (100%) 9 (100%) 9 (100%)
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with the guideline. The length and width of most rooms 
are approximately three by two meters. Both rooms were 
packed out with materials and equipment. In addition to 
this, most facilities used different services of ANC, PNC, 
examination, and treatment rooms at the same place, 
except the University of Gondar specialized hospital.

The rooms were situated inappropriately and had no 
adequate light entrance. Only five rooms had a window but 
were blocked by a cupboard of patient cards. Each health 
facility’s observations which were done on the pretest, 
posttest, infant feeding options, and delivery sessions 
showed that none of all sessions did score a full range 
counselling according to this evaluation observational 
checklists.

Of the total, only two clients received a full range 
(100%) of counselling pretest counselling, posttest infant 
feeding, and delivery sessions revealed that all procedures 
were complying with the guidelines. Some important parts 
that scored more than 80% that the counsellors did explain 
are: discussing the benefits of testing, providing the test 
result, explaining that HIV can pass to the baby during 
delivery, and explaining that HIV can pass to the baby in 
the womb to the HIV-clients that HIV can pass to the baby 
in the womb; these are the highest score sessions which 
comply with the guideline in some way.

However, other remaining crucial parts are left without 
discussion by the counsellors, which included encouraging 
and supporting mothers, using visual aid during counsel
ling to explain the danger of mixed feeding and early 
weaning, and using infant feeding tools scored the lowest 
percentage range from 49.3% to 61.6% (Table 2).

Provision of ARV Prophylaxis for HIV 
Positive Pregnant Women and Their 
Infants
PMTCT and exposed infant treatment outcome monitoring 
logbook and HIV exposed infant logbook were reviewed. 
The review was done on 270 (among the total 273 sample 
size) HIV-positive pregnant women who were under 
PMTCT/ART services at least for the past six months 
during the study period. Among 270 clients, 243 (90%) 
were screened for CD4 count/percentage. More than 95% 
of clients were referred to ART services from PMTCT as 
they had the PMTCT code; other 27 clients either came for 
delivery at the facilities or delivered at home and came to 
the facilities later for either their treatment or infants’ 
treatment.

Availability of Safe Delivery Practice for 
HIV Positive Pregnant Women
Safe obstetrical practice for HIV+ pregnant women 
include having skilled health-care providers, following 
the standard precautions, avoiding the artificial rupture of 
the membrane to shorten labour, routine episiotomy, use of 
vacuum extraction and forceps if possible, and limitation 
of vaginal examinations during labour, treatment of acute 
chorioamnionitis, early infant eye and cord care. As writ
ten down on the table, only early infant eye and cord care 
complied with the guideline; the remaining did not react 
appropriately. In particular, safe handling and disposal of 
the placenta and solid materials and proper processing of 
used instruments scored <60%, which is the worst 
(Table 3).

Test Kits, Laboratory Materials, OI and 
ARV Drugs
Resource inventory taken during the evaluation period in 
the last six months period showed that the test kits, labora
tory materials, opportunistic infection (OI), and ARV 
drugs were observed to be available. However, most inter
viewed PMTCT coordinators and heads of each health 
facility said that all those above-listed resources were not 
available always “often there will be no test kits for around 
two weeks or more”. Laboratory materials such as 
reagents for syphilis testing were said not to be available 
for six months. Stock out of test kits and reagents were 
also said to be the reason not to provide some HIV and 
syphilis tests as it was seen in clients’ cards. There was no 
reported stock out of ARV drugs, but there was a shortage 
of OI drugs such as anti-fungal (cotrimoxazole syrup and 
tablets) for at least 2 weeks each month.

Availability of Materials and Supplies
Recent job aids and IEC materials were observed to be 
available in sufficient amounts across all health facilities. 
Infection prevention supplies such as protective clothing, 
sterilizing equipment, sterile gauze, PMTCT leaflets, stick
ers, reporting formats, gloves, disposable syringes and 
needles, sharp box, and autoclave were available and no 
stock out reported in the last six months; however, half of 
the facilities were having no running water, laboratory 
referral slips, and PMTCT brochures in the examination 
room. All family planning equipments were available, and 
no stock out was reported.
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Table 2 Observation of Counseling Sessions at Gondar City Health Administration Health Governmental Facilities, Gondar, 
Northwest Ethiopia, June 2020

Yes, of Each Item (n=73) Frequency %

Pretest counseling

Discuss the benefits of testing 68 93.2

Explain testing procedures 49 67.1

Discuss discordance and partner HIV testing 48 65.8

Discuss risk reduction 56 76.7

Explain about PMTCT service 55 75.3

Discuss support service 56 76.7

Informed consent obtained 57 78.1

HIV negative post-test counseling

Provide the test result 59 80.8

Explain the importance of remaining negative and safer sex 55 75.3

Explain possible advantages of informing the partner of her status 49 67.1

Explain that HIV can pass to the baby in the womb 49 67.1

Explain that HIV can pass to the baby during delivery 50 68.5

Explain that HIV can pass in the milk 56 76.7

Discuss ANC, safe delivery and post-natal 56 76.7

Discuss exclusive breastfeeding 51 69.9

Discuss infant follow up and care 46 63

Infant feeding options counseling

Explain that HIV can pass to the baby in the womb 63 86.3

Explain that HIV can pass to the baby during delivery 65 89

Indicate the risk of HIV infection during pregnancy and delivery 55 75.3

Explain that HIV can pass in the milk 58 79.5

Explain to the mother that breast milk is shown to give the best chance of survival even for babies born to HIV+ mothers 55 75.3

Encourage the mother to breastfeed exclusively for the first 6 months 61 83.6

Explain the risks of replacement feeding 60 82.2

Inform mothers that currently replacement feeding is not recommended for feeding infants born to HIV positive mother 55 75.3

Explain the danger of mixed feeding and early weaning 41 61.6

Use infant feed tool 39 53.4

Use visual aid during counseling 36 49.3

Encourage and support mother’s choice 37 50.7

Total 72.84
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ANC and PMTCT equipments like fetoscopy, weighing 
scale, BP apparatus, height scale, and fundal height mea
surement were observed at ANC and PMTCT clinic. The 
resource inventory part showed that all ANC supplies like 
vitamin A, drugs to treat syphilis, malaria prophylaxis, and 
multivitamins, and iron, folic acid were available, and no 
stock out was reported during the last six months. But for 
immunization, mebendazole, and Tetanus toxoid, there was 
stock out for at least one week each month. Labour and 
delivery materials such as a delivery couch, delivery set/ 
packs/kits, protective clothing, sterilizing equipment, anti
septics, cord ligatures, disinfectants, handwashing soaps, 
registration books, and reporting formats were observed to 
be available. However, most of the equipments are not 
available always due to different challenges.

Availability of Auditory and Visual Privacy 
of ANC/PMTCT Counselling Room
Observations were conducted that revealed that in PMTCT 
counselling rooms in the dimension of auditory privacy, 
visual privacy, and separateness, across all health facilities 
only, visual privacy is fulfilled, but they have windows and 
rooms. Though all facilities have one PMTCT counselling 
room, it did not comply with the guideline. The length and 

width of most rooms are approximately three by two meters. 
Both rooms were packed out with materials and equipment. 
In addition to this, most facilities used different services of 
ANC, PNC, examination, and treatment rooms at the same 
place, except the University of Gondar specialized hospital. 
The rooms were situated inappropriately and had no ade
quate light entrance. Only five rooms had a window but 
were blocked by a cupboard of patient cards.

Reporting and Recording Systems
Document review assessments were taking place from 
daily to annual reporting and recording systems of the 
facilities revealed that the weekly report is the lowest 
and the annual reporting way is the highest, which records 
69.6% and 93.4%, respectively, which is judged very well 
even though there is a need for more constant fashion 
reporting and recording systems (Figure 1 and Table 4).

Accommodation of PMTCT Structure 
and Services
Socio-Demographic Characteristics
A total of 201 clients were interviewed. The age of respondents 
ranges from 15 to 49 years, with a mean age of 29 years (SD = 
6.694). The majority, 175 (87.1%), of them were Orthodox 

Table 3 Observation of Procedural Sessions at Gondar City Health Administration Governmental Health Facilities, Gondar, 
Northwest Ethiopia, June 2020

Yes, for Each Item (n=73) Frequency %

Is the skilled attendant attending the pregnant woman during delivery? 57 78.1

Are testing and counseling provided during labor if not provided before? 60 82.2

Safe delivery practices and avoiding invasive procedures when possible 59 80.8

Avoid prolonged labor and premature rupture of membranes? 57 78.1

Avoid routine episiotomy? 56 76.7

Avoid the use of vacuum extraction and forceps if possible? 57 78.1

Minimize vaginal examination during labor? 52 71.2

Treatment of acute chorioamnionitis? 50 68.5

Early infant eye and cord care 73 100

Safe delivery practices designed to protect health providers, mothers, family members, and babies

Use of standard precautions at every delivery? 52 71.2

Covering umbilical cord with gauze before cutting? 47 64.4

Safe handling and disposal of the placenta and solid materials? 39 53.4

Proper processing of used instruments? 43 58.9
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Christian. One hundred and eighty-seven (93%) of them were 
Amhara in Ethnicity. Out of the total, 38 (18.9%) cannot read 
and write. The majority, 160 (79.6%), of the respondents were 
married. Housewives held the first rank, 56 (27.9%), and 
students are the least proportion, only 6 (3.0%) (Table 5).

Most of the clients, with an average of 146 (72.9%), 
were satisfied under the existing structure (Table 6).

Majority, 136 (69.1%) of the 200 respondents, said that 
they received their HIV test and other laboratory results 
within one hour; however, waiting to receive the test result 
takes up to 8 hours (Figure 2).

Accommodation of Mothers on the 
PMTCT Service
The degree of association among mothers’ accommodation 
the PMTCT service and independent variables were assessed 
by using the binary logistic model, and those variables scored 
less than 0.2 P-value were passed to the next multivariable 
logistic regression and clients whose age is between 15 and 19 
are more interested by 1.32 (1.28–3.47) than clients whose age 
is >30 by the accommodation of the service. These variables 
were age, ethnicity, education, and occupation status (Table 7).

Counselling Time Session of Health-Care 
Providers and Clients
Here, 30 of the 201 clients responded that they did not receive 
any pretest counselling from the providers and 25 of 171 said 

that there are things that did not make them comfortable. 
Among those uncomfortable situations are: too short a time 
for counselling, language barriers (providers use the English 
language during their conversation), not being allowed to talk 
to them, and not being trained to hold the majority part 
(Figure 3).

Services That Need Improvement
Open-ended question forms were prepared for the clients to 
enable them to speak out what the health facility should need 
an improvement to make them happy and to enhance their 
accommodation satisfaction. They listed out various areas, 
including the waiting area, punctuality of the operation hours 
(Table 8).

Acceptability of PMTCT Services
Acceptances of Pregnant Women Towards PMTCT 
Services Provision
Clients were interviewed on their general attitude on the 
provision of the PMTCT services. Responding to whether 
they will come back for the PMTCT services at the same 
clinic, the majority, 141 (70.13%) out of 201 respondents, 
said yes. Providers were friendly to clients, and hence, 180 
(89.6%) of 2001 said that they could recommend the 
services to friends. Clients have also assessed their prefer
ences on HIV pretest counselling during their ANC fol
low-up time, and 158 (78.6) of 201 respondents preferred 
the service for the sake of their children’s health by 

Figure 1 Observation of document review of reporting and recording systems at Gondar City Health Administration Health facilities, Gondar, northwest Ethiopia, 
June 2020.
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preventing opportunistic infection, starting medication, 
knowing their health status, and so forth (Table 9).

HIV Positive Pregnant Women Who 
Delivered Within the Health Facility
Data showed that women attending their ANC follow-up 
and delivered within the same health facility are very low 

Table 5 Socio-Demographic Characteristics of Clients at 
Gondar City Administration Governmental Health Facilities, 
Gondar, Northwest Ethiopia, June 2020

Variables Categories Frequency

No %

Age 15–19 8 4%

20–24 43 21.4%

25–29 62 30.8%

>30 88 43.8%

Religion Orthodox 175 41.2%

Muslim 26 87.1%

Ethnicity Amhara 187 93%

Kimant 11 5.5%

Tigrie 3 1.5%

Educational 

status

Unable to write and 

read

38 18.9%

Able to write and 

read

15 7.5%

Elementary 49 24.4%

Secondary 60 29.9%

Diploma and higher 39 19.4%

Occupational 

status

Unemployed 20 10%

Governmental 

employee

48 23.9%

Merchant 38 18.9%

Housewife 56 27.9%

Daily labor 39 19.4%

Table 4 Observation of Document Review at Gondar City 
Health Administration Governmental Health Facilities, Gondar, 
Northwest Ethiopia, June 2020

Variables Yes, Frequency Percent

Referral information 180 65.9%

Symptom checklist 

filled

202 74%

General appearance 

filled

231 84.6%

Symptom findings 

recorded

252 92.3%

WHO clinical review 

filled

250 91.6%

OI prevention 257 94.1%

Cotrimoxazole for 3 

months

257 94.1%

INH for 3 moths 255 93.4%

Client adherence for 
ARV drugs

251 91.9%

Next visiting date 
recorded

231 84.6%

OI treatment 241 88.3%

Entities to be completed on the form

Fully 
completed

Partially 
completed

Not 
completed

Referring and referred 

facility Name

81% 18.7% 0.4%

Child’s and parents or 

Caretaker’s Full Name 

and Address

70.7% 28.2% 1.1%

Reason for eligibility to 

ART

80.2% 18.7% 1.1%

Date started ART and 

current regimen dose

83.9% 14.7% 1.5%

Reason for change of 

ART

83.9% 15.4% 0.7%

Level of ART 

adherence and current 
medication

85.3% 13.2 1.5%

Past ARV use of 

Mother for PMTCT

85.3% 12.8% 1.8%

Lab. Data and findings 83.2 11.4 5.5

(Continued)

Table 4 (Continued). 

Variables Yes, Frequency Percent

Referring clinicians 

Name and Address

86.1% 8.4% 5.5%
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except University of Gondar comprehensive and specia
lized hospital (100%) and Gondar poly health centre 
(75%). The reviewed PMTCT and exposed infant 

treatment outcome monitoring logbook has revealed that 
from 93 HIV pregnant women who were referred to ART 
from PMTCT for the past six months, only 23 delivered 
within the health centres, and they got all necessary facil
ities. The data did not include the University of Gondar 
comprehensive and specialized hospital, which performed 
much more than the others. The overall judgment matrix 
has shown the program’s process is good (78.32%) 
(Table 10).

Discussion
PMTCT service of this study was assessed based on avail
ability, compliance, acceptability, and accommodation 
dimensions. Resource inventory, record review, patient 
acceptability rate, and observation of treatment and coun
selling sessions were examined to determine the clinical 
implementation of PMTCT service.

Generally, the provision of PMTCT services based on 
the four dimensions complied with the Ethiopian national 
guidelines by 78.32%. However, this discussion was based 
on specific areas of availability of resources, compliance, 
and accommodation of services, and acceptability of the 
service provision against the Ethiopian national guidelines 
for PMTCT. Out of the nine health facilities, University of 
Gondar hospital, Tseda, and Maraki health facilities have 
adequate room than the remaining. Overall, most had two 
crowded rooms with inadequate light and ventilation with 
no adequate privacy of visual and auditory. The health of 
PMTCT service must have adequate light and ventilation 
to prevent TB infection. Some other facilities did not have 
a separate room for counselling and examination. 
According to Ethiopia PMTCT and ART guidelines, 
every ART-providing health facility should have private 
counselling and examination room.37 This finding is in line 
with a study conducted in Addis Ababa, and possible 
reasons might be political and economic factors.25

Sufficient resources were available at all health facilities, 
with the University of Gondar hospital the highest and 
Bilajig health centre with low resources for the provision of 
PMTCT program, judged a good 75%. Training of health 
providers usually covers PMTCT, HCT, safer obstetric, 
infant feeding options, family planning counselling, ART, 
laboratory automation, DTG optimization, and infection pre
vention. This is different from what is expected by the 
Ethiopian national guidelines in human capacity develop
ment in the category of clinicians (midwives, nurses, medical 
doctors, and health officers), whereby they are required to be 
capacitated into 14 areas.37,38 The national PMTCT 

32%

68%

Time to Result

within one hour more than one hour

Figure 2 Time spent by clients to get results at Gondar City Administration health 
facilities, Gondar, northwest Ethiopia, June, 2020.

Table 6 Client Response About the Accommodation of PMTCT 
Services at Gondar City Administration Health Facilities, Gondar, 
Northwest Ethiopia, June 2020

Variables Categories Frequency

No %

Adequacy of working hours Satisfied 169 84%

Neutral 16 8%

Dissatisfied 16 8%

Time to spent waiting, to see the 

provider

Satisfied 143 71.1%

Neutral 39 19.9%

Dissatisfied 18 9%

The convenience of waiting rooms Satisfied 156 77.6%

Neutral 29 14.4%

Dissatisfied 16 8%

Convenience of counseling rooms Satisfied 174 86.6%

Neutral 18 9%

Dissatisfied 9 4.5%

Appropriateness of the appointment 

systems

Yes 183 90.1%

No 18 9%

Clients’ perception with total time 
spent to get the service

Too much 
long

107 53.2%

Just right 
(reasonable)

56 27.9%

Too short 38 18.9%
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Guidelines recommend a minimum of 6 health-care provi
ders trained in comprehensive PMTCT, a requirement which 
was highly fulfilled by the facility; however, on average, 
there were only four full-time health providers who are 
trained in PMTCT. All facilities have more or less 
a minimum of 5 midwives, but all midwives did not take 
the training. This study has the same findings as a qualitative 
study conducted in Lesotho and Sub-Saharan Africa review. 
Possible reasons might be poor economy and political com
mitment as well as the educational level of residents.39,40 On 
the other hand, a study conducted by WHO showed facilities 
that have increased and addressed human resource scarcity, 
including the use of deploying trained health-care profes
sionals, community health workers, health extension work
ers, and by establishing community networking systems and 
make good communication with other stakeholders have 
a chance of great achievements.39 Because facilities did not 
commit on the above-listed strategies, the study found low 
scores. The University of Gondar has more trained providers 

but compared with the population, what they are serving is 
not greater than other facilities. WHO recognizes the need to 
strengthen health systems, including human resources capa
city and monitoring capabilities, to maximize the quality and 
long-term benefits of therapy, but all health facilities have 
a shortage of trained health-care providers and no physician 
or other specialized field health provider across all the eight 
health centres.41

Availability of PMTCT, PIHCT, infant feeding, family 
planning, VCT, and IMCI (adapted to (HIV)) guidelines is 
predetermined in the national guidelines as one of the 
minimum requirements in the initiation and sustaining 
integrated PMTCT service delivery at the health facility 
level. The guidelines emphasized that to ensure full imple
mentation of comprehensive PMTCT, the guidelines must 
be available in all health-care facilities providing PMTCT 
services and to those planning to provide them. All health 
facilities had a shortage of guidelines for IMCI, infant 
feeding and family planning, test kits, reagents, 

Table 7 Bivariable and Multivariable Logistic Regression Analysis for the Accommodation of Mothers on PMTCT Services in Gondar 
City Health Facilities, Northwest Ethiopia, June 2020 (n = 201)

Variables Categories Accommodation Status COR (95%, CI) AOR (95%, CI)

Good Poor
n (%) n (%)

Age 15–19 1 (14.29) 6 (85.7) 0.188 (0.022–1.61) 1.32 (1.28–3.47)*
20–24 21 (51.2) 20 (49.8) 1.18 (0.56–2.05) 1.16 (0.499–2.73)

25–29 37 (63.8) 21 (36.2) 1.99 (1.02–3.59) 1.66 (0.76–3.6)
>30 39 (46.9) 44 (53.1) 1 1

Ethnicity Amhara 95 (96.93) 81 (89.0) 1 1
Kimant 3 (3.06) 7 (7.7) 0.28 (0.85–0.929) 0.57 (1.123–2.73)*

Tigrie 0 (0) 3 (3.3) 1.88(1.33–4.50) 2.33 (0.11–12.3)

Educational status Unable to read and write 14 (14.2) 20 (22.0) 1 1
Able to read and write 11 (11.2) 4 (4.4) 3.92 (1.036–14.32) 2.33 (0.11–12.3)
Elementary 29 (29.6) 17 (18.7) 57 (1.123–2.73)*

Secondary 29 (29.6) 26 (28.5) 2.37 (0.985–6.044) 1.97 (0.77–5.08)

Diploma and higher 15 (15.3) 24 (26.3) 0.983 (0.349–2.28) 1.21 (0.36–4.061)

Marital status Single 10 (10.2) 17 (18.68) 1 1
Married 83 (84.7) 69 (75.8) 3.045 (1.88–4.75) 3.01 (2.801–5.6)*

Divorced 5 (5.1) 3 (3.3) 2.83 (0.55–14.47) 1.97 (0.77–5.08)

Widowed 0 (0) 2 (2.2) 2.75 (0.46–12.43) 2.11 (0.44–8.42)

Occupational status Unemployed 5 (5.1) 8 (8.8) 1 1
Government employee 20 (20.4) 26 (28.6) 1.23 (0.349–4.34) 3.23 (1.3–6.9)*

Merchant 16 (16.3) 20 (22.0) 1.28 (0.35–4.68) 1.3 (0.87–11.9)

Housewife 38 (38.8) 17 (18.7) 3.57 (1.02–12.54) 4.3 (2.1–7.11)*
Daily labor 18 (18.4) 15 (16.5) 1.92 (0.518–7.12) 2.92 (0.918–9.12)

Student 1 (1.02) 5 (5.5) 0.32 (0.28–3.6) 1.99 (0.33–2.11)

Note: *Significant statistically at P-value <0.05.
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opportunistic infection drugs, iron, and folic acid, whereby 
its absence in the facilities affected general service provi
sion; however, all have PMTCT and HMIS guidelines.42 

Provisions of pretest, posttest, and infant feeding options 
were complying with the guidelines by 76.12%, 71.68%, 
and 71.8%, respectively, with a total complied of 83.4%. 
However, there were missed opportunities in recordings of 
the rest of provided services; for instance, it was found 
that more than 90% of ANC clients were recorded to be 

receiving post-testing for HIV against a client exit inter
view that showed that 78.6% of clients reported they had 
received pretest counselling. This is different from the 
national guidelines recommendations, which guide to 
record all services provided to support one of the princi
ples of the PMTCT program. This study is almost similar 
to the same conducted in the Jimma zone.43 

Recommended provision of percentage of available test 
kits, laboratory materials, OI, ARV Percentage of HIV+ 
pregnant women at ANC and delivery unit received 
recommended ARV prophylaxis was found to be 79.5% 
and 100%, respectively, with a complying achievement of 
89.18%.

Client satisfaction was assessed as an accommodation 
dimension. The overall average satisfaction rate of the 
respondent was estimated at 90.18%. However, clients 
satisfied by those seven variables were lower than 
a study conducted in Adama and Kenya.44,45 Possible 
factors might be study setting and period, the number of 
factors and sample size. The guidelines require accommo
dation of services such as adequacy of working hours, the 
convenience of the waiting room, waiting time spent, and 
spacing for confidential counselling, and appointment sys
tem to be a key concern.46 This study found higher per
centage than a study conducted in Jimma and Addis 
Ababa.46,47 But the study also found that among accom
modation variables, time spent to see the provider, and 

Table 9 Client Response About the Acceptability of PMTCT 
Services at Gondar City Administration Health Facilities, Gondar, 
Northwest Ethiopia June 2020

Variables Categories Frequency

No %

Did you come back to this facility Yes 185 92%

No 16 8%

Why will you come back to the 

facility

Having 

followed up

111 60%

Facility is good 43 23.2%

Facility is 

nearest

31 16.8%

Was the provider approach friendly Yes 180 89.6%

No 21 10.4%

Preferences on pretest counseling 

about HIV

Yes 158 78.6%

No 43 21.4%

Counselling duration in minute

1.00%

22.39%

41.29%

35.32%

< 5 minutes 5 to 15 minutes 16 to 30 minutes > 30 minutes

Figure 3 Time spent by clients for pretest counselling at Gondar City administra
tion health facilities, Gondar, northwest Ethiopia, June 2020.

Table 8 Areas Where Improvement is Required for PMTCT 
Program According to Clients at Gondar City Administration 
Health Facilities, Northwest Ethiopia, June 2020

Variables Number Percent

There is a problem in the card room 50 24.9

Providers should be punctual and warmly 

welcome

30 14.9

Reduce waiting time

Everything is good 14 7

Separated and given priority for PMTCT 54 26.9

Latrine problem 10 5

Should increase examination time 12 6

Should increase examination time 6 3

Waiting area problem 10 5

Others 15 7.5

Note: Others included bed problems, delivery is unsafe, no education about health, 
no reception.

https://doi.org/10.2147/HIV.S340103                                                                                                                                                                                                                                   

DovePress                                                                                                                                     

HIV/AIDS - Research and Palliative Care 2021:13 1142

Terefe et al                                                                                                                                                           Dovepress

Powered by TCPDF (www.tcpdf.org)Powered by TCPDF (www.tcpdf.org)

https://www.dovepress.com
https://www.dovepress.com


Table 10 Judgment Matrix and Analysis for PMTCT Program Evaluation at Gondar City Administration Health Facilities, Gondar 
Northwest Ethiopia, June 2020

Dimension with Indicators E* O* W* S* A* JP* Evaluation 
Rate

Compliance 390

The proportion of Health-care provider’s adherence with guideline 100 70 25 17.5 70 Fair >90 Very 

good 

75–90 Good 
65–74 Fair 

<65 Critical

The proportion of referral forms filled correctly according to guidelines in 
PMTCT of HIV site

100 81 25 20.25 81 Good

Percentage of PMTCT of HIV care/ART follow-up card filled correctly according 

to guideline

100 83 25 20.75 83 Good

The proportion of HIV/AIDS clients monitored CD4 count or % at least six- 

month interval during treatment

90 78 25 19.5 78 Good

The average score of the compliance dimension 100 78 78

Availability 888

Percentage of trained health providers providing PMTCT service 100 60 13 7.8 65 Fair >90 Very 

good 
75–90 Good 

65–74 Fair 

<65 Critical

Several national guidelines on PMTCT, PIHCT, infant feeding, and family planning 180 100 12 6.7 56 Critical

Percentage of provided pre-test, post-test, and infant feeding options counseling 
according to the guidelines

90 80 11 9.8 89 Good

Percentage of HIV+ pregnant women at ANC and delivery unit received 
recommended ARV prophylaxis

90 90 11 11 100 Very 
good

Several safe delivery practice sessions according to the guidelines 90 70 10 7.8 78 Good

Percentage available test kits, laboratory materials, OI, and ARV in 6 months 88 70 12 9.54 79.5 Good

Several IEC, IP, FP, and ANC materials and supplies, labor and delivery materials 

and registration books and reporting formats

180 110 12 7.34 61.2 Critical

Several counseling rooms with visual and audio privacy 90 45 10 5 50 Critical

Percentage of working days during last 6 months 80 74.2 9 8.34 92.7 Very 
good

The average score of the availability dimension 100 73.32 75

Accommodation 450

Percentage of ANC clients who perceived that appropriate hours of operation 

are set

90 84.1 21.5 20.09 93.4 Very 

good

>90 Very 

good 

75–90 Good 
65–74 Fair 

<65 Critical

Percentage of clients satisfied with the convenience of waiting rooms 90 77.6 19 16.4 86.3 Good

Percentage of ANC clients who perceived that waiting time is appropriate 90 71.1 18 14.22 79 Good

Percentage of ANC clients who perceived that counseling rooms are 
appropriate

90 86.6 20 19.44 97.2 Very 
good

Percentage of ANC clients who perceived that convenience appointment 
system is set

90 90 21.5 21.5 100 Very 
good

The average score of accommodation dimension 100 91.65 91.18

(Continued)
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convenience and waiting rooms/area are lower than the 
other parts and what the guideline-recommended, 71.1% 
and 77.6%, respectively. These, in turn, might have 
a relationship with the level of client satisfaction. Only 
69.1% of 2001 clients received their results within an hour 
duration; this much less accommodated the above study 
conducted in Jimma,46 89.6, where the remaining clients 
were obligated to wait to get their results up to 8 hours. 
This is much prolonging compared with other studies and 
guidelines. Among the interviewees, one said,

Once a time we had assessed because many patients have 
withdrawal of their treatment follow up, they said to us 
despite the quality of your treatment, of patient acceptance 
and others are good and appreciable the place where the 
health centre is found, no priority is given to aged and 
needed clients, we forced to go to another facility without 
wanting to go and come. And if the city administration and 
office of the city health try to simplify the road of the 
clinic, the department of health centres is likely to be 
better suited than the others in the future 

Compliance also was one of the dimensions of this 
study, and it aggregated by four different indicators, 
showed that 78% compiled with the guideline. Here, 
most of the providers do not have clear written policies, 
protocols, confidentiality training, and did not use the 
guidelines as recommended by the national guidelines; 
that is why these dimension components scored low 
achievement.

One PMTCT coordinator said that

no pretending is needed to answer this question because 
not all health professionals use the national guideline very 
often. This does not mean that they don’t work correctly. 

I think if anyone I consult as an expert uses the guidelines 
when it comes to service since it’s not only could enhance 
the confidence of the health professionals but also for 
patients’ satisfaction. I can say without a doubt that our 
clients are getting good treatment services in this health 
facility. You can go and see them in service. The reason 
they don’t use national guidelines, instructions and proto
cols are that we don’t have current guidelines in all sec
tions. Secondly, because they think of using it as a waste 
of time and effort. Now there is some improvement. 

This study was lower in HIV test coverage and linkage to 
care than a study conducted in Tanzania and South Africa. 
Possible factors might be health providers’ commitment 
and health-care systems of a country.48,49

Ultimately, we have to recognize that acceptability and 
use of maternity services are very low in Ethiopia.50 This 
is a limitation of this clients exit survey because only 
clients who came to the health facilities were interviewed 
for their satisfaction over accommodation and their accept
ability to the program, which seems to be higher. 
However, here the opposite was found compared to the 
other dimensions in the aggregated indicator value.

Acceptability may be perceived as a prerequisite of 
utilization, which means it can be in a continuum of provi
sion, acceptability, and utilization. From these findings, the 
high or the low level of acceptability in clients who attended 
the services provided at the health facilities does not mean 
necessarily that the community’s level of acceptability is 
high. Several of the organizational, political, cultural, educa
tion stock-out, and cost issues identified may be the reason.

This is a similar question as I mentioned to you earlier, but 
we are you sure we are increasing client’s expectations. 

Table 10 (Continued). 

Dimension with Indicators E* O* W* S* A* JP* Evaluation 
Rate

Acceptability 310

Percentage of pregnant women who request HIV test by self-referral 20 15 23 17.25 75 Good >90 Very 

good 

75–90 Good 
65–74 Fair 

<65 Critical

Percentage of pregnant women with a positive attitude on PMTCT services 
provision

100 92 25 23 92 Very 
good

Several counselors with a positive attitude on client’s adherence to advice 100 70 27 17.5 64.8 Critical

Percentage of HIV positive pregnant women who delivered in the health facility 90 43.88 25 12.18 48.72 Critical

An average score of acceptability dimension 100 69.93 70.13

Abbreviations: *E, Expected; O, Observed; W, weight; S, Score ((observed X weight)/Expected); A, Achievement in percentage ((S/W) * 100); JP, Judgement Parameter.
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Because all treatments preferences are based on their 
interest, and we are advising them all the time they need 
including by telephone. 

Conclusion
Overall, the experience of all health facilities provided 
PMTCT service with a good result in complying with the 
national guidelines in terms of compliance, resource avail
ability, accommodation of services, and acceptability. 
Providers did not use guidelines consistently, facilities 
did not have written policies and protocols, and the avail
ability is good regardless few guidelines and job aids 
which were not available. Accommodation of services 
for the PMTCT program was also very good; this was 
highly contributed by the client’s satisfaction on the ade
quacy of working hours, convenience of the counselling 
room, spacing for confidential counselling, and appoint
ment system. Acceptability, on the other hand, is fair in 
achievement.

Recommendations
It is better if health facilities consult the regional and 
Gondar city health office and development partners to 
request training on infant feeding counselling which was 
the only training that was found not to be provided to the 
counsellors as required by the guidelines. Health facilities 
should fulfil all the necessary resources for their better 
achievement. It will be better if facilities have separate 
rooms for testing and counselling. Attention and super
vision should be given on the completeness of recording 
and reporting formats. Providers should be punctual, listen 
to clients, allow responses to them out, and talk in client’s 
local languages, and use guidelines. Supervisions should 
come back with feedback after the visit. Regional and city 
administration should ensure a continuous flow of 
resources, especially test kits, reagents to health facilities.

Strength and Limitation of the 
Evaluation
Since the study came with a strong design with a multi-source 
of data, it could go in-depth about the process of PMTCT 
service. The possible limitations might be that since this is 
a single case study design, it is not possible to generalize to 
other PMTCT sites. Counsellors may act differently when they 
are observed. Again, because this was a facility-based survey 
conducted only for clients who were attending the services, 
this may not provide the full range of opinions of pregnant 

women and acceptability of services to the whole community 
because many mothers are pregnant but did not attend the 
PMTCT service. However, the evaluator made exhaustive 
efforts to find the best available data because inevitably, 
some of the information needed might be incomplete or con
flicting. To minimize the possible limitations of the evaluation, 
the evaluator dropped out the first and last three observation 
results; for documentary inventory, fully readable documents 
were assessed. Insufficient similar evaluation studies in devel
oping countries created difficulty in contrasting the result on 
evaluation dimensions.
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