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Purpose: Health System Responsiveness is the key objective of the health system used to 
fulfil patients’ universal legitimate expectations. However, the health system’s responsive
ness to HIV/AIDS was not assessed in Ethiopia. Therefore, this study aimed at assessing the 
health system responsiveness of HIV/AIDS treatment and care services and associated 
factors in the public health facilities of Shewarobit town, Ethiopia.
Patients and Methods: An institution-based cross-sectional study was employed from 15 
February to 15 April 2020 in the public health facilities of Shewarobit town. The data were 
collected among 416 randomly selected Anti-Retroviral Therapy (ART) users using an 
interviewer-administered questionnaire. Responsiveness was measured using 27 Likert 
scale questions across seven responsiveness domains. A binary logistic regression model 
was fitted. A p-value of less than 0.05 and AOR with a 95% confidence interval (CI) was 
used to declare the associated factors in the final multivariable logistic regression analysis.
Results: The overall health system responsiveness was 55.3% (95% CI: 50.6–59.8). High 
performance of responsiveness was found on confidentiality, respect, and communication 
domains, whereas poor responsiveness was achieved in prompt attention and choice domains. 
Participants aged 50+ years (AOR:2.48, 95% CI, 1.12–5.54), perceived good health (AOR: 3.10, 
95% CI: 1.75–5.48), patients’ satisfaction with care (AOR: 2.98, 95% CI: 1.35–6.54) and history 
of visiting traditional healers (AOR: 2.50, 95% CI:1.51–4.17) were factors associated with health 
system responsiveness of HIV/AIDS treatment and care services in the study area.
Conclusions: Unacceptable responsive performance was found in choice and prompt 
attention domains. Participants’ age, perceived health status, history of visiting traditional 
healers, and patient satisfaction were factors that affect responsiveness in the study area. 
Thus, providing training, frequent supportive supervision, improving community awareness, 
and incorporating traditional healers in the modern health system would enhance the health 
system responsiveness in Ethiopia.
Keywords: responsiveness, HIV/AIDS, health systems, Ethiopia

Background
A health system consists of organizations, people, and activities whose primary 
purpose is to promote, restore, or maintain health.1,2 Health care provision involves 
many interrelated processes and interactions between care providers and clients that 
influence healthcare provision’s patient-centeredness.3 World Health Organization 
(WHO) has identified three main goals for the health system: improving the health 
of the population, improving the health system’s responsiveness to the population it 
serves, and financial protection from catastrophic health expenditure.2
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Health system responsiveness (HSR) was introduced in 
the world health report in 2000 and nowadays it is a well- 
recognized key objective of national health systems.1,2 

HSR is a promising measure of the quality of a health 
system and focuses on a health care system’s ability to 
satisfy patients as per the service standards and ethical 
principles in terms of nonfinancial and non-clinical aspects 
of health care.4–6 This encompasses autonomy, attention, 
dignity, choice, confidentiality, communication, amenities, 
and access to social supports domains, which measure how 
the healthcare has to be client-centered and to what extent 
the clients’ legitimate expectations are being met.4,7,8

In Ethiopia, about 722,248 people were living with 
HIV by the year 2018.9 Most of the deaths are related to 
poor treatment adherence leading to opportunistic 
infections,10,11 which can be significantly reduced by 
maintaining patients’ universal expectations.3,12–14 The 
recent universal scale-up of HIV/AIDS treatment and 
care services (HATCS) has saved many lives.11,15 

Medical conditions like HIV/AIDS require lifelong care; 
the quality of care should meet clients’ expectations to 
encourage treatment adherence and achieve better health 
outcomes.16,17

The WHO survey highlighted that prompt attention, 
dignity, and communication had the highest importance- 
rates across 35 to 41 countries, whereas the summary of 
the responsiveness-score highlighted a large variability 
worldwide.2,18–21 It is higher in developed counties such 
as European countries; however, HSR in Africa remains 
low.7,22–25 In Ethiopia, lower HSR performance was 
observed in the choice, attention, and autonomy domains 
of HATCS.26

Studies showed that healthcare facilities lack adequate 
financing, trained and motivated health workforce, and 
essential logistics. Besides, poor quality of care, socio- 
demographic and cultural factors (stigma and discrimina
tion), the inability of the health systems to create better 
care climates, patients’ experience of visiting traditional 
healers, the type of health facility in which the service is 
provided, the direct and indirect cost of treatment and 
comorbidity status and other factors contribute for the 
poor responsiveness performance in Ethiopia.21,22,27–32 

The recent evidence has shown that the higher the HSR, 
the greater the chances of treatment successes, meeting the 
clients’ expectations, and contentment with the 
services.10,25

However, empirical data are limited in Ethiopia. 
Therefore, this study aimed at assessing the performance 

of HSR on HATS and associated factors among patients 
who were on ART in Shewarobit town public health facil
ities. Further, it is believed that the evidence generated 
from this study would give a strong suggestion to the 
concerned bodies and trigger the policymakers in 
the field to design evidence-based strategies to tackle the 
burden of the problem.

Patients and Methods
Study Design and Settings
An institution-based cross-sectional study was employed 
from 15 February to 15 April 2020 in the public health 
facilities of Shewarobit town, Ethiopia. Shewarobit town 
is under Kewet district, north Shewa zone with 9 kebeles 
(the smallest administrative units). The town is located at 
225kms in the north of Addis Ababa, the capital of 
Ethiopia. Based on the 2007 national census report, 
about 17,575 (14.85%) of the district’s population was 
residing in the Shewarobit town.33 The town had one 
governmental, and one private hospital, one health center, 
6 private medium clinics, and 10 pharmacies. The primary 
hospital and health center have been providing HIV/AIDS 
care, treatment, and support services for 1646 seropositive 
patients (1436 at the health center and 210 at the hospital). 
Of these, 1589 (96.5%) individuals were over 18 years of 
age.34

Population and Sampling Procedures
All people living with HIV in Shewarobit town were the 
source population, whereas individuals who were attend
ing the hospital and health center were the study popula
tion. Patients aged older than 18 years who were on 
treatment for at least six months in Shewarobit primary 
hospital and health center were included in the study, 
whereas patients who were critically ill and unable to 
communicate were excluded from the study.

The sample size was determined using single popula
tion proportion formula (n= (z α/2)2 *p(1-p)/d2) consider
ing a 95% confidence interval, 50% proportion (p), 5% 
margin of error (d), and 10% nonresponse rate, yielding a 
final sample size of 424.

The sample was proportionally allocated to the primary 
hospital and health center, based on the past three-month 
average client flow reports (using the ART registries). The 
first participant was selected by simple random sampling 
and then using systematic random sampling at every 4th 
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interval, 369 clients from Shewarobit health center, and 55 
clients from Shewarobit primary hospital were selected.

Variables and Measurements
Health system responsiveness of HIV/AIDS treatment 
services was the dependent variable of the study. It was 
measured using the seven responsiveness domains with a 
total of 27 items of questions: prompt attention (4 items), 
respect (4 items), communication (3 items), autonomy (4 
items), confidentiality (3 items), choice (3 items), and 
quality of basic amenities (6 items).35 Each question 
was rated with four and five-point Likert scale options 
(responses code 1–4, and 1–5) depending on the type of 
questions presented from never to always, from very bad 
to very good, or from strongly disagree to strongly 
agree.26,35 The outcome variable’s overall value was 
dichotomized as acceptable and unacceptable based on 
the threshold, which was determined using the demarca
tion threshold formula: (total highest score – total lowest 
score)/2) + total lowest score.36,37 Accordingly, those 
who scored 78 and above were considered the HSR as 
“acceptable” otherwise “unacceptable”. Likewise, each 
domain was also determined by the demarcation thresh
old formula as to the main outcome variable.36,37

Perceived quality of care was measured by 12 ques
tions of the clients’ response about the quality of care and 
rated from strongly disagree to strongly agree,38 and 
dichotomized as low or high.36,37 Consequently, those 
who scored below 66.5 were considered “low” otherwise 
considered “high”.

Patient health questions; the assessment of depression 
using nine questions ranged from “Not at all to almost 
every day” and dichotomized as low or high. Accordingly, 
those who got below 22.5 were considered “low” and 
otherwise considered “high”.

Client satisfaction was measured by six satisfaction- 
related questions rated from very dissatisfied to very satis
fied, strongly disagree to strongly agree and none of the 
time to all of the time,39 and categorized as poor or good. 
Distance to reach the health facility is the amount of kms 
taken to reach the health facility on foot and was deter
mined as greater and equal to 5 km or less than 5 kms. 
Type of health facility; The type of health facilities for this 
study were hospital and health center. Visiting a traditional 
practitioner; It is the clients’ exposure status to traditional 
healers before coming to public health facilities and mea
sured as “Yes” or “No”.

Data Collection Tools and Procedures
An interviewer-administered structured questionnaire was 
developed from the WHO multi-country studies.26,35 The 
questionnaire consists of the socio-demographic character
istics, clinical, perceived health, service accessibility, per
ceived quality of care, satisfaction, patient health questions 
(PHQ-9), and HSR related questions. For perceived ser
vice quality, the SERVQUAL tool was used,38 patient 
satisfaction assessment,39 PHQ 9 was used to assess 
whether the patients have depression or not.40 Moreover, 
chart reviews were employed for viral load, HIV clinical 
stage, and other chronic diseases.

The data collection tools were prepared in English, 
then translated to Amharic (local language) and back to 
English to ensure consistency. The overall internal relia
bility of the tools was checked using Cronbach’s alpha 
reliability test. Hence, the Cronbach’s alpha values for 
HSR, PHQ-9, satisfaction with care and perceived quality 
of care were 0.97, 0.96, 0.97, and 0.99, respectively, which 
showed high reliability.3 The questionnaire was pre-tested 
on 24 clients (5% of the sample size) attending HATCS at 
Ataye health center (the nearby health center) to check the 
completeness, clarity, and consistency. Three diploma 
nurses for data collection and one BSc holder health offi
cer for supervision, who were not working in the study 
areas, were recruited. A one-day training was given to data 
collectors and the supervisor on the objectives of the study, 
data collection tools, procedures, and handling of partici
pant’s concerns without introducing biases.

Data Processing and Analysis
The data were entered and cleaned using Epi-data version 
4.6 and analyzed using SPSS Version 20. Descriptive 
statistics and binary logistic regression analysis were 
done. In the bivariable analysis, a p-value of less than 
0.2 was used to select the candidate variables for the 
multivariable analysis. In the final model, a p-value of 
less than 0.05 and adjusted odds ratio (AOR) with a 95% 
confidence interval (CI) were used to declare the factors 
significantly associated with the health system’s perfor
mance. The Hosmer and Lemeshow test result of model 
fitness was 0.35.

Ethical Considerations
Ethical clearance was obtained from the Institutional 
Review Board (IRB) of the University of Gondar, 
College of Medicine and Health Sciences, Institute of 
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Public Health (Ref. No: IPH/8768/2012). Permission was 
obtained from Shewarobit primary hospital, district health 
office, and health center before data collection. Informed 
written consent was obtained from each study participant. 
The purpose and benefits of the study were explained to 
the respondents. Confidentiality was maintained by avoid
ing personal identifiers and keeping the participants’ priv
acy during the interview. The study was done according to 
the Helsinki declaration.

Results
Socio-Demographic Characteristics of 
Participants
A total of 416 clients were invited and participated in the 
study, with a response rate of 98.1%. The majority 
(88.0%) were from the health center, more than half 
(52.2% were females, and 34.6% were in the age group 
of 30–39 years. Regarding marital status, 60.1% were not 
married; 66.4% were Christian followers religiously; 
34.9% were merchants (Table 1).

Clinical Characteristics of the Participants
Regarding their health status, the majority (97.6%) of the 
respondents’ viral load was below 1000 copies/cm3 and 
(98.3%) were in the first HIV clinical-stage, 7.7% have 
had other chronic diseases in addition to HIV/AIDS, and 
almost three fourth (73.1%) have had perceived good 
health. Moreover, 92.1% and 55.5% of the participants 
had high PHQ-9 and good satisfaction with care, respec
tively (Table 2).

Health Services Accessibility-Related 
Characteristics
Nearly eight three percent of the participants were 
travelling less than 5kms on foot to get the care, and 
87.98% were treated at HC. Moreover, 70.43% had 
no history of visiting traditional healers for care 
(Table 3).

Health System Responsiveness of HATCS
The magnitude of HSR performance was 55.3% (95% CI, 
50.6%-59.8%). Across the domains the responsiveness 
score was respect (83.1%), communication (82.5%), con
fidentiality (91.1%), amenity (72.4%), autonomy (58.4%), 
prompt attention (24.3%), and choice (26.9%) (Table 4).

Factors Associated with the HSR of 
HATCS
In the final multivariable logistic regression analysis, age, 
satisfaction, perceived health status and visiting traditional 
healers were significantly associated with HSR.

Accordingly, HSR among participants whose age was 
50+ was 2.48 times higher than those in the age group 18 to 
29 years (AOR: 2.48, 95% CI, 1.12–5.54). Responsiveness 
among participants who had good perceived health status 
was more than three times higher compared to their counter
parts (AOR: 3.10, 95% CI: 1.75–5.48). Participants having 
a history of visiting traditional healers before joining the 
public health facility were 2.5 times more likely to receive 

Table 1 Socio-Demographic Characteristics of the Participants 
in Shewarobit Town Public Health Facilities, North Shewa Zone, 
Ethiopia, 2020 (n=416)

Response Category Frequency (n) Percent (%)

Age in years

18–29 52 12.5
30-39 144 34.6

40–49 124 29.8

≥50 96 23.1

Sex
Male 199 47.8

Female 217 52.2

Marital status

Currently not married* 250 60.1

Married 166 39.9

Educational status

Unable to read and write 103 24.8
Write & read-only 108 25.9

Primary education (1–8) 150 36.1

Secondary (9–12) 45 10.8
Diploma and above 10 2.4

Religion
Christian** 276 66.4

Muslim 140 33.6

Occupation

Merchant 145 34.8

Housewife 84 20.2
Daily laborer 114 27.4

Others*** 73 17.6

Monthly income (ETB)

≤650 180 43.3

>650 236 56.7

Notes: Currently not married*=never married, divorced, and widowed. 
Christian**= orthodox, protestant, and catholic. Others***=governmental 
employee, private employee, farmer, student, and prostitute.
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acceptable health system responsiveness than those who 
had no history of visiting traditional healers (AOR: 2.50, 
95% CI:1.51–4.17). Moreover, HSR among participants 
who had good satisfaction with care was nearly three 
times higher than those who had poor satisfaction (AOR: 
2.98, 95% CI:1.35–6.54) (Table 5).

Discussion
This study investigated the HSR HIV/AIDS treatment and 
care service users in Shewarobit town public health facil
ities. The WHO multi-country studies questionnaire was 
used to measure HSR. The overall HSR of HATCS in 
Shewarobit public health facilities was 55.3%. Moreover, 
age, satisfaction with services, perceived health status and 
visiting traditional healers were variables significantly 
associated with HSR.

The finding lower than that of a study conducted in 
Wolayta zone, Ethiopia (68.3%).26 This could be a differ
ence in the study period; the previous study was carried 
out three years ago when non-governmental organizations 
actively engaged, there was also a high provision of train
ing and professional benefit packages that increased health 
workers’ motivation, nevertheless, in the current time, 
most of the partners leave without handing over to the 
government. Similarly, this finding was lower than the 
finding of studies in Brazil (80%) and European countries 
(81%).41 It may be attributed to socio-cultural and eco
nomic disparities such as skilled manpower, health care 

Table 2 Clinical Characteristics of the Participants in Shewarobit 
Town Public Health Facilities, North Shewa Zone, Ethiopia, 2020 
(n=416)

Variables Frequency Percent (%)

Viral load

<1000 copies/cm3 406 97.6
≥1000 copies/cm3 10 2.4

Chronic disease
No 384 92.3

Yes 32 7.7

HIV clinical stage

I 409 98.3
II and above 7 1.7

PHQ-9
Low 33 7.9

High 383 92.1

Patient satisfaction

Poor 185 44.5

Good 231 55.5

Perceived quality of care

Poor 112 26.9
Good 304 73.1

Perceived health status
Poor 104 25.0

Good 312 75.0

Table 3 Health Service-Related Characteristics of Participants in 
Shewarobit Town Public Health Facilities, North Shewa Zone, 
Ethiopia,2020 (n=416)

Variables Frequency (n) Percentage (%)

Distance to HF on foot
< 5 kms 346 83.2

≥ 5 kms 70 16.8

Type of health facility

Health center 366 88.0

Hospital 50 12.0

Visited traditional healer

No 293 70.4
Yes 123 29.6

Table 4 Performance of HSR Domains for HATCS in Shewarobit 
Town Public Health Facilities, North Shewa Zone, Ethiopia, 2020 
(n = 416)

Domains Frequency (n) Percentage (%)

Prompt attention

Poor 315 75.7
Good 101 24.3

Respect
Poor 69 16.6

Good 347 83.4

Communication

Poor 73 17.6
Good 343 82.4

Autonomy
Poor 173 41.6

Good 243 58.4

Confidentiality

Poor 37 8.9

Good 379 91.1

Choice

Poor 304 73.1
Good 112 26.9

Amenity
Poor 115 27.6

Good 301 72.4
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availability and accessibility, access to transport, and dif
ferences in the clients’ perception.

The performance of responsiveness of HATCS differed 
in each domain. The finding is supported by a study con
ducted in Brazil where the adequate responsiveness of 
choice (24.4%) and prompt attention (22%).42 Our study 
revealed that there were high unacceptable responsiveness 
performance in prompt attention (75.72%) and choice 
(73.08%) domains while high acceptable responsiveness 
performed in confidentiality (91.11%), respect (83.41%), 

and communication (82.45%). This result was in line with 
that of a study conducted in the Wolayta zone in which 
confidentiality (92.4%) and respect (94.9%) were high 
scored domains,26 This highest achievement might be the 
attention given to compassion, respect, caring in Ethiopia 
which is one of the transformational agendas of health 
sector transformational plan of the country,43 Iran,19,44 and 
Tanzania by which confidentiality (86.7%) and respect 
(81.4%) were the highest acceptably responsive domains.45 

In Europe, respect, and communication were the highest 
performed domains in overall services,21 and Cameron.24

In this study, the likely hood of HSR among partici
pants aged 50 years and above was 2.48 times higher 
compared to those aged 18 up to 29 years. This is con
sistent with a study in South Africa.46 The study showed 
that HSR was increased by more than three times among 
participants who perceived good health than those who 
perceived poor health status. This study was consistent 
with studies in southern Ethiopia,26 South Africa,46 and 
Europe.21 This means that the likelihood of commitment to 
therapy and compliance with the program often increases 
as good health perception increases.47

Compared to those who had poor satisfaction with 
care, those patients who had good satisfaction with the 
services offered had 2.98 times higher HSR. This result 
was supported by a study in southern Ethiopia26 and 
Vietnam.48 Furthermore, WHO evidence showed that all 
responsiveness domains, except confidentiality, were posi
tively and significantly linked to recorded satisfaction with 
the health care system.5 This represents the presence of the 
high patient and professional interactions that meets the 
needs of patients, which should be an absolute priority for 
patients with HIV/AIDS.49

In this study, the odds of HSR among participants with 
a history of visiting traditional healers before joining the 
public health facility was 2.5 times higher compared to 
their counterparts. This is the fact that traditional healers 
give no treatment for HIV/AIDS. Therefore, the patients’ 
confirmation of care given by traditional healers is cer
tainly unmatched with care from public health facilities 
that improve HSR.

Strength and Limitations
For the result to be considered representative of HATCS in 
the study area, relatively large sample size was used. The 
study used primary and secondary data sources to improve 
the credibility of the results. As for the limitation, the 
performance of responsiveness was assessed based on the 

Table 5 Bivariable and Multivariable Linear Regression Analysis 
of Potential Factors Associated with HSR of HATCS in 
Shewarobit Town Public Health Facilities, North Shewa Zone, 
Ethiopia, 2020 (n = 416)

Variables COR (95% CI) AOR (95% CI)

Age in years
18–29 1 1

30-39 1.61 (0.87–2.96) 1.69 (0.79–3.57)

40–49 1.59 (0.85–2.98) 1.82 (0.84–3.98)
50+ 2.00 (1.04–3.87) 2.48 (1.12–5.54) **

Marital status

Married 1 1

Not married 0.72 (0.49–1.05) 1.23 (0.78–1.94)

Occupation

Merchant 1 1
Housewife 0.75 (0.44–1.27) 0.77 (0.39–1.49)

Daily laborer 0.50 (0.28–0.91) 0.97 (0.54–1.74)

Others 0.62 (0.35–1.08) 1.11 (0.60–2.04)

Perceived health status

Poor 1 1
Good 3.89 (2.46–6.14) 3.10 (1.75–5.48) ***

Visited traditional 
healers

No 1 1

Yes 3.38 (2.21–5.17) 2.50 (1.51–4.17) ***

PHQ-9

Low 1 1
High 4.89 (2.07–11.55) 1.80 (0.64–5.09)

Distance to health 
facility on foot

< 5kms 1 1

≥ 5 kms 0.63 (0.38–1.06) 0.69 (0.38–1.25)

Satisfaction with care

Poor 1 1
Good 6.20 (3.95–9.72) 2.98 (1.35–6.54) **

Notes: **p<0.05, ***p<0.01. 
Abbreviations: PHQ9, patient health questions 9, kms, kilometers.
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client’s experience and perceptions, most of the health 
facility-related factors were not assessed, if the research 
was performed with a mixed approach, it could be better.

Conclusions
HIV/AIDS treatment and care’s overall responsiveness 
performance was 55.3%. Although some domains such 
as confidentiality, respect, and communication domains 
were in high acceptable performance, the choice and 
prompt attention domains were in high unacceptable 
response performance.

The age of participants’, perceived health status, the 
history of patients visiting traditional healers before enter
ing public health facilities, and patients’ satisfaction with 
the services were factors significantly correlated with HSR 
in public health facilities in Shewarobit city administra
tion. Thus, providing training, proactive supervision, com
munity awareness, and including traditional healers in the 
modern health system and increasing the responsiveness of 
choice and prompt attention domains, would enhance the 
health system’s responsiveness in the study area.
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