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Abstract

Chronic Kidney Disease has poses a prominent public health challenge worldwide, with growing
occurrence and related illness and death. In Ethiopia, the problem of CKD is intensified by
inadequate healthcare facilities, resource restraints, and a great occurrence of danger causes
such as hypertension, diabetes, and infectious diseases. This study aims to review the Ethiopian
government's response to the influence of CKD, focusing on policy frameworks, healthcare
delivery systems, prevention approaches, and treatment availability. This study has applied a
qualitative research approach, collecting data from key informant interviews, document
analysis, and observation. This implies that the analysis of policies and programs was focused
on understanding the insights, practices, and limitations related to the government's CKD
response, rather than quantifying specific outcomes. The study focuses on two hospitals in Addis
Ababa: Zewditu Memorial and St. Paul's Millennium Medical College Hospital, the research
assesses the success of recent interferences and identifies gaps in controlling CKD. The findings
highlight the need for improved healthcare strategies, enhanced public awareness, and improved
capability for early finding and management of CKD. The study concludes with
recommendations for a more integrated and sustainable approach to modifying the influence of
CKD in Ethiopia, stressing the significance of multi-sectorial cooperation and resource

utilization to meet this increasing health problems.
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CHAPTER ONE
INTRODUCTION

1. Background of the Study

Chronic kidney disease (CKD) is a long-term condition characterized by structural or functional
abnormalities of the kidneys that persist for over three months, often marked by a reduced
glomerular filtration rate (GFR <60 mL/min/1.73 m?) or elevated albuminuria (Frontiers in
Medicine, 2025; Kidney Foundation, 2024). In CKD, gradual fibrosis takes place in the kidney
tissue, resulting in scarring and loss of normal kidney architecture, which ultimately impairs the
organ’s ability to clear waste products from the blood (Jin et al., 2024). Clinical assessments may
detect kidney damage long before significant loss of function; these early abnormalities may be
nonspecific and subtle but often precede a measurable decline in kidney performance

(Nursing2025, 2025).

CKD can arise from many causes. Chronic infections, such as recurrent glomerulonephritis, may
leave lasting structural damage in renal tissue, while poorly controlled hypertension and diabetes
also contribute significantly to its onset (Jha etal., 2024). Long-term use of certain medications
can further harm kidney function. As the disease progresses toward its final, or end stage,
patients often require dialysis or kidney transplantation to sustain life (Frontiers in Medicine,
2025). According to recent studies in Ethiopia, chronic kidney disease (CKD) prevalence among
patients with chronic illnesses ranges from about 16.7% to 31.5%, highlighting a significant
health challenge (Adem et al., 2024; Tesfahun et al., 2025). CKD imposes a substantial social
and economic burden on patients and their families due to loss of work capacity, inability to

attend school, reduced quality of life, and high out-of-pocket healthcare costs, which often lead



to impoverishment (Memirie et al., 2025; Poon et al., 2021). The disease affects people of all
ages and socioeconomic backgrounds, but in Ethiopia, access to treatment is especially limited
for poorer populations, increasing their risk of CKD-related morbidity and mortality (Memirie et
al., 2025; Poon et al., 2021). Risk factors for CKD in Ethiopia include older age, hypertension,
diabetes, overweight, urban residence, and family history of kidney disease, with hypertension
and diabetes being particularly significant contributors (Adem et al., 2024; Tesfahun et al., 2025;

Poon et al., 2021). Kidney disease in Ethiopian patients is often a "silent illness," with most
individuals unaware of their condition during early stages, as symptoms like fatigue, swelling,

and changes in urination typically appear late (Doctrepat, 2024; Tesfahun et al., 2025).

Through time, the global disease profile shows some change and chronic diseases have become
the world's leading cause of morbidity and mortality, which controlled 60 percent of all deaths in
recent times (Yirsaw, 2012). Among the prevalent chronic diseases, Chronic Kidney Disease is
the one slowly more recognized as a global public health issue. Chronic kidney disease (CKD)
also referred to as chronic renal failure (CRF) or end-stage renal disease (ESRD) was first
observed in the 1990s. The most concerning aspect of CKD in sub-Saharan Africa is that it
disproportionately affects young, economically productive adults, with very high mortality due

to limited access to early screening and renal replacement therapy (Habtu et al., 2024).

In most cases patients with high blood pressure and/or diabetes are at risk for kidney problems
(“Emerging Public Health Problems”, 2012). According to the 2015 GBD report, globally 1.2
million people died of kidney failure in 2015, a rise of 32 percent since 2005 (Wang et al., 2016).
Additionally, it is believed that around 1.7 million people die from Acute Kidney Injury (AKI)

each year (Mehta et al., 2015). CKD was ranked 17th leading cause of death in 1990, and ranked



12th leading cause of death in 2017 according to GBD 2017 report. The global all age CKD
mortality rate increased by 41-5% from 1990 to 2017 (Zeena, 2020). If current patterns of CKD

continue, it will rise to Sth position by the year 2040 (Foreman, 2018).

There is a significant difference in the burden of kidney disease across countries, due to
differences in dictation and care. Although the exact burden of CKD has yet to be thoroughly
elucidated in developing countries such as sub-Saharan Africa, it is estimated that incidence rates
could be up to four times higher than those found in developed countries (Mogueo et al., 2017).
By 2030, it is estimated that more than 70 percent of patients with end-stage renal disease live in
low-income countries such as those in sub-Saharan Africa (Ethiopian Public Health Association,
2012). The most alarming aspect of CKD in sub-Saharan Africa is that it disproportionately
affects young, economically productive adults, and mortality rates remain very high due to
delayed diagnosis and lack of access to renal replacement therapy. (Habtu et al., 2024; Fiseha &

colleagues, 2023).

The prevalence of chronic kidney disease is ranged from 2% to 14% in sub-Saharan Africa
(Abdelhafeez et al, 2018).Chronic kidney disease is a growing problem in developing countries,
such as Ethiopia. The incidence of chronic renal failure (CRF) in Ethiopia is growing like many
other chronic diseases due to increased risk factors such as high blood pressure and diabetes
mellitus (Fiseha et al., 2014). While CKD is becoming a severe problem in Ethiopia, data on its
prevalence and determinant factors are very limited (Bekele et al., 2015). But there are some
studies and observations based on health facilities that indicate the causes of CKD, and some
studies, both in hospital and in the community, consider the main risk factors for CKD,

especially hypertension and diabetes (WHO, 2003).



Recently many Ethiopians die from kidney disease, leading to increased demand for dialysis and
transplantation in Addis Ababa. People use various media and social media to seek help, despite
the government's limited efforts to provide healthcare to reduce the epidemic. Therefore, this
research aimed to assess the Ethiopian government’s response against the impact of chronic

kidney disease in two kidney disease treatment centers in Addis Ababa, Ethiopia.

2. Statement of the problem

Chronic kidney disease is now a major public health issue worldwide. Because of its increased
prevalence among the world population and its effect on morbidity and mortality in patients
affected. In recent years, it has taken on the status of public health concern. Of the approximately
1 million people worldwide diagnosed with some form for renal replacement therapy (RRT) with
serious chronic kidney disease, 90 percent received treatment in developed countries.
Nevertheless, in most developing countries, only 5 to 10 percent of patients needing renal

replacement therapy provided the service (Fiseha et al., 2014).

Kidney disease affects the quality of life of patients needing dialysis: for both themselves and
their families. It is associated with changes in their everyday habits and lifestyle. At the same
time, they are greatly affected by their physical health, their working status, their personal
relationships and their social and economic status (Gerogianni et al., 2014). Globally, a
substantial body of research has explored the psychological, social, and economic impact of
chronic kidney disease (CKD). For example, a meta-analysis found a high pooled prevalence of
clinical depression among CKD patients, highlighting serious psychosocial burden. (Nguyen et
al., 2023) Psychosocial interventions, such as psychotherapy, have been shown to significantly

reduce depressive symptoms in CKD patients. (Smith & Lee, 2024) Additionally, economic



modeling studies project that CKD will impose rising healthcare costs on both patients and
health systems, especially as the disease advances and more patients require kidney replacement

therapy. (Chadban et al., 2024)

But in Ethiopia, few works on chronic kidney disease has been performed and most of it focuses
on the magnitude, prevalence and risk factor of chronic kidney disease. For instance; Kefale
Belayneh (2018) also carried out a study in Tikur Anbessa Specialized Hospital (TASH) on the
assessment of management and quality of life in patients with CKD. A cross sectional study was
carried out between May and September 2017. Using systematic random sampling technique,
around 256 patients were recruited. The study result indicated that adherence to management
practices and medications were suboptimal. Additionally, quality of life in all stages of CKD
declined, which requires actively addressing this problem and the need for health care

professionals engaged in renal treatment.

Moges Meron(2016) had undertaken a study on the prevalence and associated CKD factors
among diabetic patients attending the Addis Ababa Public Hospitals. A longitudinal cross-
sectional study focused on a hospital was performed in three public hospitals; the hospitals were
Tikur Anbessa Specialized Hospital, Zewditu Memorial Hospital and St. Paul Hospital. 355
diabetic patients were systematically chosen. The study result indicated that the total prevalence
of CKD among diabetic patients by Cockcroft Gault and MDRD calculations was 68 (19.1 %)
and 37 (10.4 %), respectively. stage (3-5) prevalence of CKD by Cockcroft Gault equation was

79.4 %, 16.2 % and 4.4 % while it is 73%, 21.6 % and 5.4 % by MDRD equation respectively.

Goro et al. (2019) conducted a research on the assessment of patient awareness, prevalence, and

risk factors of chronic kidney disease among hypertensive and diabetes mellitus patients.



Hospital-based cross-sectional study design was performed among adult (>18 years)
hypertensive and diabetes mellitus patients at the Jimma University Medical Center. The study
finding indicated that only 59 participants (28.4 %) were aware of CKD and its risk factors.
CKD's prevalence was 26 %. Factors associated with chronic kidney disease included high blood
pressure, fasting blood sugar up to 150mg / dl, non-users of angiotensin converting enzyme
inhibitors (ACElIs), poor knowledge of CKD, and long hypertension length.

The studies above indicate that the prevalence rate in Ethiopia is high, but the response to this
serious disease seems to be low, especially the response of government. In addition, although the
disease is escalating and killing a lot of people, I couldn't find any studies done on the
government’s response to the impact of chronic kidney disease in Ethiopia right now as far as I
could explore the literature. Because of this, I became inspired to research in this area and try to
generate idea to reduce and mitigate the problem. Therefore, this study aims to assess the
response of the Ethiopian government’s by focusing on the developed policies and programs, the
activities conducted and the challenges the government faced in addressing chronic kidney
disease. Besides, the involvement of other stakeholders that support the government in mitigating
the problem was explored.

3. General objective

The overall objective of this research is to assess the Ethiopian government’s response against
the impact of chronic kidney disease and particularly the responses at two kidney disease

treatment centers in Addis Ababa.

3.1. Specific objectives
% To examine the government’s policies and programs responses to prevent and control

chronic kidney disease.



To explore activities carried out by the government at the two kidney disease treatment
centers to mitigate the effects of chronic kidney disease.

To investigate the challenges the government faced in addressing chronic kidney disease.
To examine the involvement of other actors in the government’s action to address the
effect of chronic kidney disease

To identify mechanisms to improve the government’s response against chronic kidney

disease.

4. General research question:

What is the Ethiopian government’s response against the impact of chronic kidney disease in

general and with regards to: the case of two kidney disease treatment centers in Addis Ababa?

4.1. Specific research questions:

1)

2)

3)

4)

5)

What are the government’s policies and programs responses to prevent and control
chronic kidney disease in Ethiopia?

What are the activities carried out by the government at the two kidney disease treatment
centers to mitigate the effects of chronic kidney disease?

What are the challenges faced by the government in addressing chronic kidney disease?
To what extent other actors involve in the government’s action to address the effects of
chronic kidney disease?

What are the options for the further betterment of the government’s response to chronic

kidney disease?



5. Scope of the study

This work was delimited its focus in four ways. One, in terms of the topic, the study has
concentrated on the assessing Ethiopian government’s response to the impact of chronic kidney
disease in general and the policies and programs created, the activities undertaken and the
challenges faced in addressing the problem in particular. Two, in terms of methodology, the
study employed cross sectional qualitative research method. Even if qualitative research by its
nature requires an in-depth study of the issue due to time and resources limitations, this study has
assessed selected issues concerning the problem. Three, in terms of study subject, the study
includes some top government health management officials from ministry of health and both
treatment centers. Four, in terms of geographical area (treatment center), both St. Paul’s Hospital
Millennium Medical College (SPHMMC) and Zewditu Memorial hospital (ZMH) were included

to collect the necessary data regarding the issue.

6. Limitations of the study

This study has several limitations that should be considered when interpreting the findings. First,
the research was conducted only in two kidney disease treatment centers in Addis Ababa, which
may limit the generalizability of the results to other regions of Ethiopia where health system
capacity, availability of diagnostic services, and policy implementation may differ. Second, the
study relied heavily on qualitative data obtained from interviews and document reviews;
therefore, the findings are subject to respondent bias, selective recall, and variations in
participants’ perspectives. Third, due to limited access to government documents and incomplete
institutional records, some policy implementation details could not be fully verified. Fourth, the
cross-sectional nature of data collection restricted the study’s ability to capture changes in

government response over time. Additionally, the sensitivity of discussing government policies

8



may have influenced the openness of some respondents, potentially affecting the depth of
information collected. Finally, resource constraints limited the inclusion of more study sites and
a larger number of participants, which might have provided a more comprehensive

understanding of the national response to chronic kidney disease.

7. Significance of the study

Chronic kidney disease is currently becoming a burden on development of a nation and its
citizens. Significant numbers of people in Ethiopia are died incidentally each year and unknown
numbers of people without variation in age and sex become vulnerable to chronic kidney disease
at any time. Because of that many people questioned the government’s responses to this fatal
disease. This study result will have the following advantages: One, it will create awareness to the
general public about the Ethiopian government’s response towards chronic kidney disease. Two,
it will help to evaluate the policies and programs that have been created, the initiatives that have
been carried out and the challenges that the government have been facing in addressing the issue.
Three, it will help to look for alternatives for better policy and strategic response to the issue.
Four, it will help patients with kidney problems, particularly those approaching to end stage of
chronic kidney disease and needing the country's quality dialysis and kidney transplant service.
Five, it will serve as a preliminary study thus allowing further research of social work to be
carried out in the area. Finally, it will offer an opportunity for health agencies, educational
centers, policy makers, researchers, activists and fund providers to see the extent of the issue and

to develop better strategies for intervention.

8. Organization of the thesis



This thesis is organized in five chapters. The first chapter introduces the Background, problem
statement, research questions, objectives, significance of the study, scope of the investigation,
limitations of the study, conceptual definition, and study organization. The second chapter
presents review of related literature. The third chapter discusses the research methods employed,
study paradigm, study design, description of the study area, selection of the study participants
and inclusion criteria. Sampling technique, sample size, methods of data collection, data
analysis, data quality assurance and ethical consideration are also discussed in details. The
analyses or major findings were given and discussed in detail in chapter four. In Chapter five,

conclusions and relevant suggestions were drawn.
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CHAPTER TWO

LITERATURE REVIEW
This paper focused on possible theoretical framework and conceptual definitions related to the
assessment of government of Ethiopian response to CKD. This part will explore relevant
theoretical frameworks, including the Health Belief Model, the Capability Approach, and the
concept of governance, to analyze the government's strategies in addressing the impact of CKD.
Also this chapter comprises the definition of chronic kidney, governance, purpose and structure
of kidney, chronic kidney disease, symptoms and classification of chronic kidney disease, cause
of chronic kidney disease, chronic kidney disease treatments, burden of chronic kidney disease,
function of government in health development, experience of other countries in kidney

prevention program and NCD preventive policy and strategy in Ethiopia are discussed.

2.1 Theoretical Perspectives:

The assessment of the Ethiopian government’s response to the impact of Chronic Kidney
Disease (CKD) can be analyzed through multiple theoretical lenses, each providing unique
insights into the challenges and opportunities in addressing the public health issue. Below is a

literature review structured around the specified frameworks?
2.1.1 The health belief model (HBM)

This Model is an emotional models those efforts to clarify and predict health linked behaviors,
mainly in regard to the acceptance of health services (Becker and Maiman, 1975). The model
also advocates that an individual’s possibility of accepting a health encouraging behavior is
impacted by their perceived vulnerability to a health threat, the perceived harshness of the threat,

the perceived benefits of taking action, the supposed obstacles to taking action, cues to action,

11



and self-efficacy (Janz& Becker, 1984). In the context of CKD, the HBM can be used to analyze
factors that affecting individuals’ decisions to experience selecting the kidney disease, follow to
handling treatments, or adopt lifestyle adjustments to regulate their circumstance. In other word
this model is a mental framework that describes health connected activities by centering on
individual sensitivities of vulnerability, harshness, welfares, and obstacles to action. In the
context of CKD in Ethiopia, this model can be applied to appreciate why individuals may or may

not involve in protective behaviors or pursue first treatment action.

2.1.2 Applying the health belief model to CKD

Applying the HBM to the Ethiopian context, one can analyze how insights of susceptibility to
CKD (influenced by factors such as family history and awareness campaigns), the perceived
severity of CKD (understanding its potential complications), and the received benefits of early
detection and treatment (improved quality of life and reduced healthcare costs) impact
individual’s willingness to engage in preventative behaviors. The perceived obstacles (such as
distance to healthcare facilities, financial constraints, and cultural beliefs) can also be assessed to
identify strategies for improving access to and utilization of CKD- related facilities, applying the
HBM to Ethiopia’s CKD response involves allaying how the government’s policies and
programs align with the model’s constructs. For example, the Ethiopian Ministry of Health has
implemented initiatives to increase awareness about non communicable diseases (NCDs),
including CKD, through community health programs. However, the effectiveness of these
initiatives is limited by inadequate funding, poor infrastructure, and low health literacy (Abebe et
al., 2020). By leveraging the HBM, policy makers can design targeted interventions the address

perceived barriers (e.g., cost of treatment) and emphasize the benefits of early detection and

12



management. This approach could improve community engagement and improve health

outcomes.
2.1.3 The capability approach:

This approach, established by Martha Nussbaum (2000), emphases on individuals’ abilities their
actual freedoms and prospects to achieve appreciated functioning in life. In Ethiopia, disparities
in healthcare access between urban and rural areas, coupled with poverty, limit the capabilities of
individuals to prevent or mange CKD (Sen, 1999). The government’s response must focus on
building healthcare infrastructure, training healthcare workers, and providing affordable

treatment options to empower individuals and communities to address CKD effectively.
2.1.4 Governance and public administration

Successful governance is major for the effective government reaction to CKD. In this context
governance, implies that the processes or systems, institutes, and stakeholders participated in
decision making and implementation related activities to CKD strategies and platforms (World
Bank, 2007). Major features of effective or good governance comprise transparency,
responsibility, involvement, and applying the rule of law (UNDP, 1997). Explaining the
Ethiopian government’s reaction via a governance theory includes evaluating the degree to
which these doctrines are encouraged in the design, application, and monitoring of CKD
interrelated initiatives. The main part of government and public administration is fundamental in
addressing CKD as a public health problem. Good governance contains policy design, resource
provision, and implementation of policies to fighting against CKD. In Ethiopia, the government
has integrated CKD and NCDs, into its health sector transformation plan. However, problem
such as administrative inadequacies, bribery, and inadequate cooperation between national and

local governments hamper the successful implementation of these strategies (FDREMH, 2015).
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Supporting administrative system and discharging responsibility are crucial for enhancing the

CKD reaction.

2.2 Conceptual Definition:

2.2.1 Government Response:

In the context of this study, 'government response' refers to the set of policies, programs, and

interventions implemented by the Ethiopian government to mitigate the impact of CKD.

2.2.2 Structure and function of kidney
Kidneys are vital organs found in the abdominal cavity, weighing between 125-155 grams in
males and 115-155 grams in females. They are shaped like a bean and receive 20-25% of the
heart's output. Most people have two kidneys, consisting of approximately one million nephrons.
Blood flows into each nephron through the glomerulus, a capillary-filtering cluster. These are the
urine-producing structures of the kidneys. Each kidney excretes urine through a tube called the
ureter that leads to the bladder (Biggers, 2019).Kidneys maintain homeostasis by controlling
fluid levels, electrolyte balance, and internal body environment. They remove waste products
like urea and uric acid, reabsorbing nutrients and transferring them to support health. They also
re absorb glucose, amino acids, bicarbonate, potassium, salt, phosphate, chloride, sodium, and
other products. The kidneys also control pH levels and blood pressure, but with slower changes
(Jenna et al., 2017).

2.2.3 Chronic kidney disease (CKD)
CKD is a situation that occurs from multiple heterogeneous diseases characterized by a chronic
incidence of kidney functional and/or structural abnormality typically for more than three months

(Levin et al., 2013, Webster et al., 2017). This is because one of the main functions of the kidney
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is to process the waste materials in the fluids and bloods in order to reabsorb the metabolically
active materials and eliminate the waste and toxic substances. But during renal failure waste
products cannot be completely removed and which will cause further damage to the vital organs
of the body (Small et al., 2012). Glomeruli are the site for the first step in the production of urine
through the filtration of plasma vapor. GFR less than 60 ml / min/1.73 m* with / without a kidney
damage marker are diagnosed as CKD, the main indicator of decreased or impaired renal
function (Levin et al., 2013). GFR measures clearance of the substance after glomerular filtration
which passes through the kidney for excretion. The normal GFR varies by age, sex, race, weight,
cooked meat ingestion, malnutrition, and use of some drugs. Most of the time CKD is
asymptomatic at an early stage, or some non-specific symptoms can manifest. It became
symptomatic in its severe form (end stage), which is difficult to treat and avoid complications
(Webster et al., 2017). So, it is very important to test and diagnose CKD thoroughly based on the

findings from the laboratory.

2.2.4 Symptoms and classification of chronic kidney disease
Chronic kidney disease is slow to develop, with few symptoms. Until the disease progresses, it is
often not known. If detected early, treatment may slow down or avoid declining kidney function
and decrease the adverse effects on other body functions ( Razmaria, 2016). Patients may get few
signs or symptoms in the early stages of chronic kidney disease. Chronic kidney disease may not
become evident until it seriously impairs the kidney function. When kidney damage develops
gradually, symptoms and signs of chronic kidney disease develop over time. Some of the kidney
disease signs and symptoms may include: nausea, loss of appetite, exhaustion and weakness, and

issues with sleep (Kidney Health Australia, 2016). A test using a sample of urine assesses the

15



presence of protein (albumin) in the urine; repeated findings of 30 mg or more may indicate a
problem ( Razmaria, 2016).

In 2002, the Medical practice strategies of the National Kidney Foundation's Kidney Disease
Consequences Quality Initiative (KDOQI) presented for the first time a working definition of
CKD, regardless of the cause of kidney disease, based on the occurrence of either kidney damage
or a glomerular filtration rate of less than 60 ml / min/1,73 m* for more than 3 months. The
guidelines also suggested a grading system based on severity determined by the degree of kidney
function, measured from the Estimated Glomerular Filtration Rate (¢GFR), again regardless of
the kidney disease etiology. Using then available databases, the guidelines documented the
increased number of eGFR-related complications, morbidity and mortality, and provided
estimates of CKD prevalence based on the new classification. The description and classification
of KDOQI was widely accepted and immediately influential, and was widely applied to
worldwide epidemiological studies.

Table 1.1 Kidney function can be classified into stages depending on eGFR.

Stages Glomerular level

1™ A standard GFR > 90 mL/min/1.73m2

2nd Slightly diminishedeGFR between 60-89 mL/min/1.73m2

3(a) Mild-moderate lessening in eGFR between 45-59 mL/min/1.73m2
3(b) Moderate—severe decline in eGFR between 30—44 mL/min/1.73m2
4™ Severe shrinkage in eGFR between 15-29 mL/min/1.73m2
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5 Kidney failure as eGFRdeclines< 15 mL/min/1.73m2 or dialysis is

started

Source: Kidney Health Australia (2015)
Description of CKD stages
Early stages (stages 1-2)

Many people have no indications of CKD; however, there is additional risk of dehydration and a
higher sensitivity to medicines. Before beginning any new drugs, including over the counter and '
natural ' or herbal products, it is very important to talk to doctors. Management contains
balancing a healthy blood pressure and making healthy lifestyle choices to delay or prevent

progress to the next stage.

Middle stages (stages 3—4)

During this point, finding kidney disease is more likely since the amount of waste (urea and
creatinine) in the blood increases. Patients may start feeling unwell, and note changes in the
number of times when urine passes. Blood pressure is rising as kidney function slows down. It
may show early signs of bone disease and anaemia. Management includes regulating the blood
sugar, managing blood pressure, not smoking or using cigarettes, eating a healthy diet. All these

will delay kidney disease development and reduce the likelihood of additional complications.

Later stages / end stage Kidney disease (stage 5)

Changes in the amount of urine passed may happen. There is almost always high blood pressure.
The amount of protein in the urine is increasing, just as the blood levels of creatinine and
potassium are increasing. Patients are more likely to feel unwell, and may experience other

kidney disease symptoms, such as low haemoglobin (anaemia), as well. Even with the best
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treatment, kidney disease often leads to stage 5 (or end-stage kidney disease) that needs dialysis

or a kidney transplant to keep life going.

2.2.5 Cause of chronic kidney disease
Mostly, kidney disappointment is triggered by other health difficulties which have done
gradually, everlastingharm (damage) to the kidneys. They may not function as well as they
should if the kidneys are harmed. If the kidney damage tends to get worse, the kidneys become
less and less capable of doing their job properly, leading to CKD. Kidney failure is the last
(greatest damage) stage of CKD (American Kidney Fund, 2020). The two key reasons of CKD
are diabetes and high blood pressure, which are accountable for up to two-thirds of the grounds.
Diabetes occurs when blood sugar is too high, causing damage to the body's many organs,
including the heart and kidneys, as well as blood vessels, nerves and eyes. High blood pressure,
or hypertension, occurs as blood pressure increases against the blood vessel walls. High blood
pressure can be a leading cause of heart attacks, strokes and chronic kidney disease if
uncontrolled or poorly controlled (National Kidney Foundation, 2019). Other conditions
affecting the kidneys are: glomerulonephritis, a group of diseases which cause inflammation and
damage to filtering units of the kidney. Inherited diseases also, such as polycystic kidney disease,
which causes large kidney cysts to form and destroy the surrounding tissue. It can cause
infections besides frequent urinary infections and can damage the kidneys (National Kidney

Foundation, 2019).

2.2.6 Chronic kidney disease treatment

When the kidneys do not function correctly, it has an important effect on other organs in the

body. This means patients have to take some form of care in order to stay healthy. It also means
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the patient could be at risk for kidney failure complications. Some of the most common kidney
failure complications include anaemia, bone disease, heart disease, high potassium, and retention
of fluid. To mitigate this complication, treatment options may include low-protein diet,
antihypertensive and statin medications, diuretics, vitamin supplements, stimulants to the bone
marrow, and calcium-reducing drugs (American Kidney Foundation, 2020). If the disease
progresses and approaches the end-stage renal disease (ESRD), then the treatments used above
are no longer sufficient. The kidneys of end-stage kidney disease patients can't just keep up with
the waste and fluid elimination process. Although there is no cure for CKD, there are
medications which can significantly slow disease progression. Treatment can vary depending on
the stage of the illness and the underlying cause, such as diabetes or high blood pressure. There
are essentially three treatment options for a person with chronic kidney disease (ESRD),
including dialysis, kidney transplantation, and conservative treatment (Kidney Health New

Zealand, 2020).

Dialysis

People cannot live without proper washing of the blood. So, a procedure named dialysis will take
over the job of filtering and cleaning the blood when the kidneys have failed completely.
Although dialysis isn't as simple or as good as having healthy kidneys, time and effort are also
required. Yet dialysis still does a pretty good job to help people live a normal (treatment) life.
Treatment with dialysis does not completely replace all kidney functions, meaning that patients
are almost always required to take certain medications regularly. These include anti-hypertensive
medications, phosphate-lowering drugs in the blood, vitamins and drugs that increase red blood

cell development to avoid anemia (NIDDKD, 2018). The need for dialysis comes on slowly for
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most people. Many people begin dialysis when their kidney function (filtration rate) ranges from

5to 10.

People may have kidney failure when kidney function is poor and beginning dialysis may help to
relieve them. Starting dialysis can also help people to regain their appetite and maintain their
strength, which is harder to rebuild than it is to retain (NIDDKD, 2018). Kidney dialysis aims to
complete some functions of a healthy kidney. These include: removal of waste, excess salt, and
water. Besides, the purpose of dialysis is to maintain the correct level of chemicals in the blood
including sodium, bicarbonate and potassium. There are two common forms of dialysis called
haemodialysis and peritoneal dialysis. Both hemodialysis and peritoneal dialysis take over the
kidney's main functions like, removing waste materials, extra salt and body fluids (Kidney

Health Australia, 2016).

Hemodialysis

Hemodialysis is the mechanism by which blood is washed outside the body. Two needles will be
inserted into the vascular access during hemodialysis, one for collecting the blood and the other
for returning washed blood to the body. The patient is connected to the dialysis machine (via
tubing) through a vein in the neck; the blood is pumped from the body to a special device called
the dialyzer, which consists of tiny capillaries. Blood is continually pumped through the dialyzer,
where it extracts waste products and excess water. The blood becomes purified when the waste
products diffuse from the blood across the membrane of these tiny capillaries. This filtered blood
is then returned through greater tubes to the patient's body (Kidney Health New Zealand, 2020).

Many people go three days a week onto the screen. They sit in a chair and are attached to the

computer at any time for four to five hours. Some people get dialysis more often and for longer
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periods. There are three places where the care of dialysis takes place—at home, in a satellite
clinic, or in the hospital. Turning on the machine at home enables the continuity of normal life,
so it is best if the patient can do it. But if the care cannot be handled, then going to the satellite
clinic or hospital three days a week are the other options. Hemodialysis helps maintain a proper
chemical balance such as potassium, sodium and chloride and keeps blood pressure under control
(Kidney Health New Zealand, 2020).

Peritoneal dialysis

The characteristics are identical to the artificial filter used in hemodialysis. The pores allow some
substances to move through while maintaining others. Peritoneal dialysis uses this organ which
naturally filters. This is where blood washing is performed inside the body, rather than through a
pump. The tummy lining is known as peritoneal membrane. This membrane protects some of the
organs in the body, such as the intestines, lungs, and stomach. Special dialysis fluid is inserted
into the abdomen through a soft rubber tube from a plastic bag. A few hours the fluid is still in
the tummy (Fresenius Medical Care, n.d). While it is in there wastes and excess water pass from
the blood vessels in the peritoneal membrane into the dialysis fluid. The fluid is adjusted after a
few hours by pouring it out into another plastic bag and replacing it with fresh fluid as before it
is called an "exchange." The fluid used is flushed into the toilet. This dialysis occurs every
weekday, usually four times a day. During the exchange the patient attached for 20 to 40 minutes
to a series of tubes and bags. The catheter is placed in between exchanges, on the outside of the
body. This tube can be hidden under the clothing, and the patient can go about the daily life as
usual between exchanges (Kidney Health New Zealand, 2020). Since peritoneal dialysis does not
require a computer, fluid exchanges can be practically done anywhere. Peritoneal dialysis can be

done at home, at work or on trips which requires careful supervision. Peritoneal dialysis gives
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more flexibility to the patients. Even if peritoneal dialysis helps patients to get their health, there
are some complications including inflammation, low blood pressure and bleeding in the
abdomen. So, patients need to work closely with the health care staff including nephrologists,
dialysis nurses, dialysis technicians, dietitians and social workers. There is a very important role
for the patient and his / her family. Through learning more about the peritoneal dialysis, patients
will collaborate with the health care team to achieve the best possible results and lead an active
life (Kidney Health Australia, 2016).

Kidney transplant

Sometimes the patient kidneys cannot function again even if they do dialysis and a kidney
transplant may be an option for some people with total kidney failure. Kidney transplant is the
process where a donor surgically removes a kidney and it is inserted into the recipient. The
patient may receive a kidney from a member of his family, a partner or a close friend. They are
known as living kidney donors. The donor and recipient of the kidney should have the same
blood type, cell-surface proteins, and antibodies to minimize the risk of the new kidney being
rejected. A sibling is typically the most compatible match, as their genetic makeup will match
closely. Additionally, the patient may also receive a kidney from a person recently deceased,

known as a cadaveric (deceased) kidney donor (National Kidney Foundation, 2015).

The operation of a kidney transplant involves opening the lower part of the patient's abdomen
surgically to place the new kidney within. The kidney is located in the lower abdomen's right or
left leg, just above the front of the hip bone. The new kidney's blood vessels are linked to the
current blood vessels, and the ureter (urine tube) is linked to the patient's bladder. The procedure
normally takes about three to five hours (National Kidney Foundation, 2013). Getting a

transplant from a living donor to the kidney means the patient will get better results. If the
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patients have a transplant from a living donor that usually means the patient won't have to wait
for the transplant for as long as possible. Transplant is by far the best treatment option, since the
"replacement kidney" can almost completely replace the failed kidney functions and allow the
patient to lead a normal life (National Kidney Foundation, 2015). A treatment for kidney
transplants is very effective for patients who undergo end-stage kidney disease (kidney failure)
but is not a cure. A transplant provides a more active life, with no dialysis required. The new
kidney of the patient nevertheless needs ongoing care. Besides, patients will need to take
medication to stop their body from rejecting the kidney (anti-rejection) as long as they have the
kidney transplanted. How long a transplanted kidney can work for a patient will depend on many
factors. If a kidney transplant stops working, it will need dialysis care again (Kidney Health
Australia, 2016)

There is also the chance of another transplant. Transplants of the kidneys are very effective. An
average, one year later 95 percent of transplants work. When the first year of transplantation
goes well, the chances are good that it will work very well for several years. Success rates for
living donor kidneys are higher than those for deceased donor kidneys (Kidney Health Australia,
2016). A good kidney transplant offers better quality of life compared to dialysis. This is because
a transplant offers significantly greater mobility, increased levels of energy, and a less restricted
diet. Moreover, studies have shown that people undergoing kidney transplants live longer than
those still on dialysis. A successful kidney transplant will reduce many of the kidney failure

complications (National Kidney Foundation, 2013).
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Conservative management

Conservative kidney failure treatment means the health care team is able to provide the patient
with ongoing care without dialysis or kidney transplantation. Patient quality of life and
management of symptoms are the focal points of treatment. The decision to begin dialysis is
based on the will of the patient. The dialysis will prolong and improve quality of life for most
people. For others who have severe conditions besides kidney failure, dialysis can behave as a
burden that only prolongs misery. Managing diet is the most common method to conservative
management and it restricts protein. Limiting protein will reduce the amount of work to be done
by the kidneys, so the patient will last longer. But in any case, patients have the right to decide

how to treat their kidney failure (NIDDKD, 2018).

2.3 Burden of chronic kidney disease

Long-lasting renal disappointment has taken the public health worry in current years, due to its
improved occurrence among the world’s population. According to global burden of disease 2012
report globally, CKD is having high burden in low and middle income countries including Africa
(Lozano et al., 2012). In Africa the prevalence rate is high like other countries. A study
conducted by Christiana et al., (2014) in Lagos, Nigeria on Chronic Kidney Disease: a ten-year
investigation of illness and epidemiological trends. The study was carried out among a total of
792 CKD patients. The study result shows that the median incidence of CKD in Nigeria is

between 300 and 400 per million populations.

Likewise, Mubarak et al. (2013) also conducted a study in Tanzania on the prevalence of

Chronic Kidney Disease in adult diabetics out of patients. The investigation was conducted in
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369 diabetic patients from October 2011 to March 2012. The research result shows that CKD is
24.7 percent occurrence. In Ethiopia there are few researches that done on institutional based on
the incidence, prevalence and risk factors of CKD. Such studies predicted that patients with CKD
will be high due to lack of early screening, inability to cost affordability for dialysis, and
shortage of kidney treatment centers in the country. Forinstance, a study conducted by
Abdulkadr et al (2017) on Epidemiology of Chronic Kidney Diseases in Ethiopian Police
Hospital: Institutional based cross-sectional study. It is a hospital-based cross-sectional study
which was conducted using systematic sampling method among 362 patients with Diabetes
Mellitus. In this study, the prevalence of chronic kidney disease diagnosed by Cockroft-Gault
equation and Modification of Diet in Renal Disease equation was 14.6% and 7.7% respectively.
The study showed a high prevalence of chronic kidney disease among Diabetic patients. Age and
previous recurrent kidney disease were show association with Chronic Kidney Disease in the

study.

Fisha et al (2014) also undertook a research on CKD and under diagnosis of renal inadequacy
among diabetic patients attending a hospital in southern Ethiopia. The study involved a total of
214 diabetics attending the follow-up clinic at Butajira hospital in southern Ethiopia. In this
study, the approximate prevalence of CRF, defined by eGFR< 60 ml / min/1.73 m2, was 18.2
percent and 23.8 percent respectively, as defined by the MDRD and C-G equations. Based on the
above explained institution related studies which are researchedin different times, the occurrence

of CKD in the Addis Ababa population is still not well known.
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2.4. Government Roles in preventing and controlling CKD

CKD encompasses important public health problems worldwide, and the activities of
government in solving these problems are multidimensional. They are essential in creating rules
that encourage early recognition, protection, and management of CKD. By applying wide
ranging health strategies, including supporting kidney functions tests and encouraging access to
nephrology facilities, governments can successfully decrease the problem of CKD on health

systems and increase patient quality of life (Levin et al., 2017).

Moreover, governments can found clinical practice procedures that help to consistent care and
improve patient health care. Additionally, the government has essential part in promoting
interdisciplinary methods to CKD management by financing training programs for healthcare
benefactors, which can improve the ability of the healthcare staff to address or meet the
multifaceted needs of CKD patients (Wiggins et al., 2019). Finally, an active and wide-ranging
governmental approach is critical for alleviating the impact of CKD, achieving that defensive
actions, regulatory frameworks, and equitable access to care are successfully included into

national health policies.

2.4.1. Main areas of government role in health system

Ministries of Health are mandated to leading health growth through the application and
improvement of key functions of the health system (WHO, 2010).This includes leadership and
governance, funding for health care, delivery of health services, development of health
workforce, provision of essential medicine and providing health information system. Efforts are

coordinated with other related agencies and ministries to achieve health system objectives.
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2.4.1.1 Governance and leadership

Governments are the guardians of social commitments and principles as reflected in their
constitutions, treaties and conventions, such as equality, social justice and equity. Health
governance is increasingly seen as a key subject on the development agenda. The rights to health
care are clearly indicated in many constitutions around the world including Ethiopia. It is the
duty of governments to provide access to these facilities without financial barriers and to ensure
that the importance of health as a basic human right of all is protected (World Health Report,
2000).Health Ministry oversees the overall development of health systems using its governance
function, which includes policy analysis and formulation, regulating service delivery among
partners, developing quality assurance standards, and ensuring the implementation of agreed
policies and strategies (Siddiqi, 2009).In line with national ethical values, the governance
function is supported by a routine information system, supplemented by population-based

surveys and health legislation (McGlynn et al., 2001).

Governments are expected to measure health systems success with respect to health services in
terms of income, quality improvement, and capacity and patient satisfaction (Hurtado et al.,
2001). WHO has developed several analytical tools to help health ministry’s conduct periodic
performance assessment exercises and develop their evidence-based strategies. The need for
government intervention in health care is demonstrated by the peculiarity of health services
which cannot be left for generation and distribution only to market forces. Governments usually
intervene to offset the market's reluctance to ensure that the most vulnerable groups are included
(Nayar, 2007). Given the increasing complexity of health care systems and changing
epidemiological and demographic scenarios, the role of governance is becoming of paramount

importance.
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2.4.1.2 Providing health care services

Although funding for health care is socialized in most developed countries, provision of health
care services is supported by both public and private providers as well as non-governmental
organizations. The role of government is often to direct the overall development of health by
developing health policies and programs, protecting vital public health functions and controlling
the provision of health services (Siddiqi, 2009).While the role of private hospitals in service
delivery is growing in developed countries, public hospitals remain the reference in various
aspects for quality standards, service rates, training of skilled health professionals, and health and
medical research. Governments are also involved in delivering clinical services at primary,
secondary and tertiary health systems levels. Across neighborhoods, job environments and public
institutions, including health centers, research networks and hospitals, these services are offered
(Jean, 2007).Government's role in service delivery contributes to increased equity in access to
health care, particularly in rural and remote areas where there is limited supply of qualified
private health centers. Direct government delivery of health services contributes to market
regulation for both pricing and quantity of services (Rosenthal et al., 2001).With increased
globalization and its effect on changing lifestyles, including eating habits and the rapid increase
in international travel and communication technology, the delivery of critical public health
functions is becoming complicated. Government is responsible for health protection and assumes
that responsibility by implementing the essential functions of public health, including
surveillance systems and the provision of public goods such as mass immunization programmes,

environmental protection, food fortification, food safety, so on.
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2.4.1.3 Financing health system

Health care funding is one of the fundamental method of health systems. Most health sector
improvement methods attempt to address health financing issues such as mobilization of funds,
distribution of financial risks, allocation and utilization of services, and provider payment
incentives. Financing health care has progressed from personal payment at the time of service
delivery to financing through health insurance by the employer and employee at the workplace
(WHO,2008). Eventually, every country faces the need for governmental financing of health care
either for the total population or at least for vulnerable groups. Government funding is essential
for services that insurance plans avoid or are inefficient in reaching, including as community-
oriented services and groups at special risk, such as infants and women (Theodore and Elena,
2014).Governments play a major role in the financing of health care by mobilizing the necessary
resources through public budgets and other contributory mechanisms, pooling resources
allocated to health development, guiding the resource allocation process and purchasing health
services from different providers. The MoH is entrusted with safeguarding access to equity by
improving financial risk protection, reducing financial barriers to access, in particular, to the
poor and vulnerable populations, and ensuring fair funding of health care by all income

groups(Health Care Financing Administration, 2003).

2.4.1.4 Developing health workforce

Since human resources are the key inputs and assets in health systems, policymakers are
responsible for designing effective human resource development strategies aimed at meeting
people's real needs, ensuring appropriate skills mix, and increasing fairness in human resource

distribution, managing them appropriately, and tracking and assessing the national health
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workforce. The health workforce applies to those individuals who provide or assist with the
provision of health services, or who assist with the management of health care facilities. This
involves health care professionals employed within the healthcare sector, such as registered
nurses (RNs) working in hospitals, as well as those outside the healthcare sector, such as RNs
working in schools or for insurance companies (The Center for Health Workforce,2020).
Appropriate human resource development policies and strategies rely on the degree of inter-
sectoral cooperation between health ministries and education ministries, as well as other relevant
departments. The lack of coordination between different stakeholders often leads to the

duplication and inefficient production of the health workforce.

2.4.1.5. Provision of essential medicine

Medicines have an essential part in the health care system all over the world. When the
appropriate use of medicine is done, they can cure the different ailments and promote the health
of the patients and results in the wellbeing of the patients. Essential medicines are crucial to
satisfy the priority health-care needs of the population, promote health, and achieve sustainable
development (WHO, 2007). They are intended to be available within the context of functioning
health systems at all times in adequate amounts, in the appropriate dosage forms, with assured
quality, and at a price the individual and the community can afford (WHO, 2005).Ensuring
universal access to free or affordable essential medicines is one of the “core obligations™ for
fulfilling the right to health (UN, 2000). Those, who have encouraged countries to amend their
national legislation or constitutions to provide for this specific right, Governments, through
health ministries, are responsible for providing the necessary medicines and vaccines and
supporting laboratory networks to fulfill their public health functions and to protect national
health security.
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2.4.1.6. Establishing health information system

Health information is the data relating to the medical history of an individual, including
symptoms, conditions, treatments, and tests (American Health Information, 2020). A health
record includes information such as: history of a patient, testing results, X-rays, clinical records,
demographic information, and notes. Health records of a patient can be analyzed separately to
see how the health of the patient has changed; it can also be analyzed as part of a larger
collection of data to understand how the health of a population has changed, and how medical
treatments can improve health outcomes. Efficient use of information forms the basis of current
practice in public health. Reactions to public health such as epidemic investigations, disease
prevention approaches such as kidney disease, and changes to quality and effectiveness of the
health system, require prompt, reliable health information. Health information sources, such as
electronic health reports, exchanges of health information, medical reports, immunization
information systems, syndromic monitoring systems, and other public health databases, can
provide critically valuable data on emerging population health needs and successful strategies for
public health and patient care practitioners. Government also implements legislation that forms
the legal environment concerning the use of health information for public health purposes,
including resolving legal concerns relating to privacy, confidentiality, protection and consent
(WHO, 2008).

2.5 The Role of the Ministry of Health (MoH) in Controlling Chronic Kidney Disease

The MoH is the essential administrative organization accountable for health system stewarding
for a nation's. Regarding to a non-transmitted disease like CKD, the MoH's role exceeds mere
treatment and includes management, leadership, policy preparation, strategic planning, and
regulation to achieve a all-inclusive and reasonable response (WHO, 2021).
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The MoH Role in the Ethiopian Context

The MoH of Ethiopia has documented the rising burden of NCDs, comprising CKD. The
primary role of MoH is to design and endorse national strategies, plans, and rules specifically for
NCDs. A key document is the National Strategic Action Plan for the management and
Regulation of NCDs, which incorporates CKD within the wider NCD agenda. This strategic
frameworks goal to decreasing risk factors, improving initial finding, and increasing treatment

services, by providing a roadmap for all health sector stakeholders (FDRE MoH, 2016).

A serious policy of the Ethiopian MoH is enforcing its strong Health Extension Program at the
primary healthcare level. The MoH's role encompasses training Health Extension Workers to
address community-level consciousness movements on CKD risk factors and to enable simple
screening measures such as blood pressure and blood glucose measurement. This task-shifting
approach is essential for primary case judgment in rural areas where access to doctors and
laboratory amentities is inadequate (Kibret et al., 2022). And also the MoH is a crucial organ for
building the ability of the health system to prevent or control CKD. This comprises preparing
health centers and hospitals with important diagnostics like dipstick urinalysis and serum
creatinine tests, and ensuring the accessibility of initial-level treatments for hypertension and
diabetes. The role of Ethiopian MoH's includes creating and upholding a national NCD archive
and encouraging research to produce local data on the occurrence, reasons, and consequences of
CKD. This sign is critical for updating strategy changes, resource provision, and assessing the
influence of involvements (Hallemariam & Bete, 2019).The decisive achievement for any MoH
lies in its capacity to provide planned management, foster multi-sectoral relationship, and ensure

that CKD care is reasonable, reachable, and maintainable.
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2.6 Non-Communicable disease preventive policy and strategy in Ethiopia

Non-communicable diseases have become a major public health issue in Ethiopia, contributing
highly to morbidity and mortality, with cardiovascular diseases, diabetes, cancer, and chronic

respiratory diseases accounting for a growing share of the disease burden (WHO, 2022).

Ethiopia has also approved the WHO Framework Convention on Tobacco Control (FCTC) and
has enacted legal measures to regulate tobacco and alcohol consumption, as well as promote
healthy dietary habits and physical activity (FMoH, 2019). However, despite these efforts, there
remain significant gaps in policy implementation due to financial constraints, weak healthcare
infrastructure, limited human resources, and inadequate implementation of existing regulations
(Berhane et al., 2021). The primary healthcare system in Ethiopia, which has historically focused
on communicable diseases, lacks the necessary integration of NCD services, leading to missed
opportunities for early finding and prevention (Tolla et al., 2020). Moreover, the burden of
NCDs disproportionately affects lower-income populations due to disparities in access to
healthcare, insufficient health literacy, and higher exposure to risk factors such as poor nutrition
and environmental pollution (Assefa & Abebe, 2022). Addressing these challenges requires a
multi-sectoral approach that goes beyond the healthcare system to involve sectors such as
education, agriculture, finance, and urban planning, ensuring that policies are designed to create

environments conducive to healthier lifestyles (WHO, 2021).

2.7. A Review of Multi-Actor Participation in CKD Prevention in Ethiopia

This literature observes the main roles these different non-state actors (universal associates,
NGOs, professional relations, academic organizations, and societies) play in connecting the gaps

in the national health system's response to the growing burden of CKD. Universal non state-
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actors provide important procedural and monetary resources that shape the national CKD and
NCD program. The WHO country office has been influential in assisting the MoHto change its
NSAP for NCDs, providing organized international rules and practical assistance for policy
construction (WHO, 2017). For example, NGOs and faith-based organizations have performance
a key role in service distribution, predominantly in country side areas and for susceptible people.
Non-state actors such as the Ethiopian Diabetes Association and the Lions Club have been
participated in institutional seasonal screening sites for diabetes and hypertension (causes of
CKD) (Molla, 2021). Institutions like AAU and the UoG conduct studies that measure the
occurrence and recognize the unique characteristics of CKD in the Ethiopian, such as studies
linking CKD to herbal drugs (Yesus & Gobezie, 2021). Besides, these organizations are
accountable to educate the coming healthcare staff of country (Hallemariam & Bete, 2019).
Therefore, the controlling of CKD in Ethiopia is a cooperative effort that excels the command of
the MoH. The participation of universal associates, NGOs, professional links, academic

organizations, and societies makes a multifaceted protection alongside the disease.

2.8 Other countries experience in preventing and controlling CKD

Preventing and controlling Chronic Kidney Disease (CKD) has become a global health priority
due to its increasing prevalence, substantial healthcare burden, and long-term impact on quality
of life. Below is an overview of approaches taken by several countries, highlighting key

strategies in the prevention and control of CKD:

2.8.1 United States

In the United States, the approach to preventing and controlling chronic kidney disease (CKD)

includes a complex approach that incorporates public health initiatives, research funding, and
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healthcare access improvements. The National Kidney Foundation’s Kidney Early Evaluation
Program (KEEP) is a prominent initiative that offers free screenings to high-risk populations,
including individuals with diabetes and hypertension, and aims to educate them about CKD
prevention (National Kidney Foundation, 2020). This proactive stance on early detection is
critical, as studies have shown that early intervention can significantly improve patient outcomes
and reduce the progression of kidney disease (U.S. Department of Health and Human Services,
2022). Public awareness campaigns, including those that target lifestyle changes such as diet and
exercise, are also crucial components of the U.S. strategy, highlighting the importance of
maintaining overall health to prevent CKD. These efforts demonstrate a concerted commitment
to reducing the burden of CKD, improving quality of life for patients, and enhancing healthcare

systems to better address kidney health.

2.8.2. India

In India, the rising prevalence of chronic kidney disease poses significant public health
challenges, exacerbated by limited awareness, inadequate healthcare infrastructure, and
disparities in access to medical services. The Indian government has launched several initiatives
aimed at combating non-communicable diseases, including the National Programme for
Prevention and Control of Diabetes, Cardiovascular Diseases, and Stroke (NPDCS), which
addresses risk factors closely linked to CKD (Indian Council of Medical Research, 2020).
However, the implementation of effective screening and preventive measures is hindered by
challenges such as a lack of resources and trained healthcare professionals, particularly in rural
areas. Recent efforts have aimed to improve access to nephrology services and promote research

into CKD, but significant gaps remain. Investment in healthcare infrastructure, including the
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establishment of more specialized kidney clinics and training programs for healthcare providers,

is crucial to better manage CKD and improve health outcomes for at-risk populations.

2.8.3. Nigeria

Nigeria faces considerable challenges in the prevention and control of chronic kidney disease,
largely due to a combination of limited healthcare resources, lack of public awareness, and
inadequate screening programs. The Nigerian government has recognized CKD as a significant
public health issue and initiated the "Healthy Kidney" campaign to raise awareness about the
disease and its risk factors, such as hypertension and diabetes (Nigerian Ministry of Health,
2022). However, many individuals still present with late-stage disease due to insufficient early
detection efforts, which are exacerbated by a shortage of nephrologists and specialized care
facilities across the country (Suleiman et al., 2021). The healthcare system is often overwhelmed,
with limited access to renal replacement therapy, leading to poor outcomes for those diagnosed
with CKD. Furthermore, social determinants of health, including poverty and limited health
literacy, hinder effective disease management and prevention efforts. To combat these
challenges, there is an urgent need for enhanced healthcare policies that focus on improving
access to screening and treatment, as well as public health campaigns that educate communities
about CKD prevention strategies. Strengthening healthcare infrastructure and promoting
community engagement are essential steps toward effectively addressing the growing burden of

chronic kidney disease in Nigeria.

The experiences of the United States, India, and Nigeria reveal important approaches and
challenges in the prevention and control of Chronic Kidney Disease (CKD), offering relevant

insights for the Ethiopian context. In the United States, CKD prevention follows a
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comprehensive public health approach that emphasizes early detection through free screening
programs such as the Kidney Early Evaluation Program (KEEP), coupled with strong public
education campaigns focusing on high-risk groups and lifestyle modification. India, on the other
hand, integrates CKD-related risk factors within its broader national non-communicable disease
programs, yet continues to struggle with limited awareness, inadequate healthcare infrastructure,
and shortages of trained healthcare professionals, especially in rural settings. Nigeria faces
similar challenges, as efforts to address CKD are hindered by limited screening services,
shortages of nephrologists, and socioeconomic barriers, despite initiatives such as the “Healthy
Kidney” awareness campaign. Taken together, the experiences of these countries highlight the
global emphasis on early detection, public awareness, and risk-factor management as central

strategies for reducing the burden of CKD.

The experiences of these countries are closely connected to the study. Because, like India and
Nigeria, Ethiopia faces resource limitations, implementation challenges, and gaps in public
awareness, which influence the effectiveness of CKD prevention and treatment efforts. The
United States’ focus on early screening underscores a critical gap in Ethiopia, where early
detection services remain limited within primary healthcare. Similarly, the policy
implementation challenges observed in India and Nigeria mirror Ethiopia’s situation, where
national-level commitments to CKD management do not always translate into effective practices
at treatment centers. Across the globe, the primary strategies for CKD prevention and control
focus on early detection, public awareness, and risk factor management, particularly diabetes and
hypertension. The integration of CKD management into primary healthcare systems and regular
screening for at-risk populations are key measures that have been adopted to reduce the burden

of CKD.
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The experiences of these countries also have important implications for the choice of a
qualitative research design in studying Ethiopia’s CKD response. Because, CKD prevention and
control involve complex systems that relate to policy implementation, institutional capacity,
public awareness, and the lived experiences of healthcare providers and patients. These elements
are best explored through qualitative methods, which allow a deeper understanding of contextual
realities and the challenges encountered in translating policy into practice. The implementation
gaps in India and Nigeria, for example, demonstrate that quantitative indicators alone cannot
capture why policies fail or succeed at the facility level. Similarly, stakeholder perspectives
highlighted as essential in the global experiences are critical in understanding how Ethiopian
health centers operate, the barriers they face, and the extent to which government strategies are
effectively enacted. For these reasons, the lessons drawn from the three countries reinforce the
appropriateness of a qualitative case-study design, as it enables the researcher to explore the

processes, perceptions, and institutional dynamics that shape Ethiopia’s response to CKD.
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CHAPTER THREE

RESEARCH METHODS
Introduction
This chapter discusses the methodological approach used to assess the Ethiopian government's
response to the impact of Chronic Kidney Disease (CKD). Building upon the research objective
articulated in Chapter One: to evaluate the effectiveness of government policies, programs, and
interferences in addressing the CKD burden this chapter provides a detailed description of the
study design, data collection methods, sampling strategies, data analysis techniques, and ethical
considerations that guided the research process. The study applies qualitative approach, to
provide a comprehensive and nuanced understanding of the complex factors influencing the
government's response and its impact on the health and well-being of individuals affected by

CKD.

3.1 Research Methodology

Since the objective of the study is to assess the Ethiopian government’s response against the
impact of chronic kidney disease, methodologically, the study employed under the general
qualitative method it helps to address research questions that require explanation or
understanding of social phenomena and their contexts (Ritchie and Lewis, 2003). Strauss and
Corbin (1990) suggest that qualitative approaches can be used to better understand any
phenomenon which is still little talked about. They can also be used to gain new perspectives on
things that are already well talked about, or to obtain more in-depth information that can be

difficult to quantitatively express.

Therefore, the researcher assumes that little is known about the topic in the case of Ethiopia.

Because, evidence from recent studies clearly demonstrates that little is known about Chronic
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Kidney Disease (CKD) in Ethiopia, both among the general population and high-risk groups.
Community-based research in Addis Ababa revealed that public knowledge about CKD is
generally low, as many respondents scored poorly on measures assessing awareness of kidney
disease and its major risk factors (Dagne et al., 2022). Similar findings were documented among
hypertensive patients in Adama Hospital, where less than half of participants demonstrated good
knowledge, attitudes, or preventive practices related to CKD (Teshome et al., 2024). Limited
awareness also exists among diagnosed patients; a study conducted among diabetic outpatients in
Northeast Ethiopia found that although more than one-quarter had CKD, only 10.6% had been

informed of their condition by a healthcare provider (Shiferaw et al., 2020).

According to Creswell (1998), qualitative research is a process of understanding inquiry based
on distinct methodological traditions of inquiry. Since the research focuses on government
response against chronic kidney disease (CKD), so the approach is crucial to explore the
responses in detail and to find a better option for intervention. Qualitative research is
characterized as an evolving model that takes place in a natural setting that enables the
researcher to be highly involved in actual experiences (Creswell, 1994).

The aim of understanding is not simply to predict what might happen, but rather to understand in
detail the characteristics of the situation and the sense that participants bring about and what is
happening to them at the moment. Therefore, the major data collection methods in this approach
are document analysis (secondary sources) and personal interview with key informants (primary
sources) and observation. Hence, the selection of the qualitative approach is due to its easy
applicability to the research problem and suitability of the data collection methods which is
relevant to the nature of the study. Within the general qualitative framework, the study is

descriptive and exploratory. Based on this, the researcher has tried to describe and explain
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Ethiopian government's response to the impact of Chronic Kidney Disease (CKD) in theoretical
way. Finally, this qualitative approach helps the researcher to analyze the existing and potential

findings from those described and explained data in the form of theme analysis.

3.2 Research Design

A research design refers to overall plan, conceptual arrangement and the procedure or systematic
approach that a researcher uses to conduct a scientific study and it is the overall synchronization
of identified components and data resulting in a reasonable outcome (Yousaf, 2021).The study
employed the case study research design to comprehensively assess the Ethiopian government's
response to the impact of Chronic Kidney Disease (CKD). Case study is one of a well-
established research approach and the most common qualitative designs. Case study in this
study used to investigate the problems at in-depth using multiple methods. To conduct the case
study, the researcher may draw upon multiple sources of data, such as observation,
interviews and documents, within the general qualitative framework, the study used descriptive

and exploratory research analysis design.

It includes a descriptive investigation of Ethiopian government's response to the impact of
Chronic Kidney Disease (CKD). Kreuger and Neuman (2006) argue that exploratory approach
remains a valuable tool for capturing large amounts of data, especially in study sites where little
is known or in societies that orally pass on information to their generations. A descriptive
research examines and explains how things are. It also helps to obtain information about the
current status of the population / phenomena and to define "what happens" with regard to the
variables in a situation and also with regard to the evaluation of attitudes, demographics, desires,

practice and procedure (Gay and Airasian, 2000).
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3.3 Description of the study settings

This study is conducted in two kidney treatment centers in Addis Ababa, Ethiopia. Addis Ababa
is the capital city of Ethiopia and a hub for the political, economical and cultural activities of the
country. Addis Ababa has an area of 530, 14 km2 and is divided into 10 sub-cities of 100
Woredas. According to the data obtained from Addis Ababa City Administration Health Bureau
there are 11 public and 34 private hospitals in Addis Ababa, which are giving different services
for the public. Among the public hospitals St. Paul’s Millennium Medical College (SPHMMC)
and Zewditu Memorial Hospital were purposively selected as study sites for this research
because both are public tertiary hospitals in Addis Ababa that provide nephrology services and
renal replacement therapy, making them central to the Ethiopian government’s efforts to address
chronic kidney disease (CKD).

These hospitals serve large urban populations and function as key implementation points for
national non-communicable disease (NCD) and CKD policies, thereby providing rich contexts
for examining how government strategies translate into practice. The two hospitals offer
complementary settings, with SPHMMC having a strong academic and teaching role, and
Zewditu Memorial Hospital serving a high-volume public patient population. Both institutions
maintain nephrology outpatient clinics and hemodialysis units, and preliminary discussions
confirmed their willingness to allow document review, stakeholder interviews, and observation
of CKD-related services. The presence of relevant stakeholders—including nephrologists,
general clinicians, nurses, laboratory staff, administrators, and patients—ensures that multiple
perspectives on policy implementation can be explored. These criteria collectively justified the
purposive selection of SPHMMC and Zewditu Memorial Hospital as appropriate sites for

assessing the Ethiopian government’s response to CKD.
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St. Paul’s Hospital Millennium Medical College (SPHMMC)

St. Paul’s Hospital Millennium Medical College found in Gulelie Sub City in Addis Ababa. It is
a referral hospital in Addis Ababa under the Ethiopian Federal Ministry of Health (FMOH). It is
the nation's second largest public hospital, founded by Emperor Haile Selassie with the
assistance of the German Evangelical Church in 1961. It became a medical college in 2007 and
its core services are medical care, teaching, and research. In the same year, in collaboration with
the University of Michigan (UoM), kidney transplant project was started. During the preliminary
assessment period (October 2012, E.C), I discussed with the experts and I understood that the
hospital has a catchment population of more than five million. The hospital has 350 beds for
inpatient service. Besides, it incorporates over 13 departments that include internal medicine,
neurology, psychiatry, ophthalmology, radiology, dermatology, genecology, obstetrics, and so
on.

The hospital provides diagnosis and treatment service for nearly 800,000 up to 970,000 patients
per year. One of the units of the hospital is the Renal Unit. There is a total of 8 beds and 12
dialysis machines in the hospital's renal unit. The total of four nephrologists and more than
twenty-four nurses were employed in the renal unit. The unit provides the adult renal patients
with follow up outpatient care two days a week. An average of 280 patients is seen per month.
This treatment center is chosen because it is the first and the only government-initiated health
center that has been providing kidney transplantation as its main objective in the country since
the start of its establishment. It also provides dialysis to many numbers of patients with kidney
problems. Hence it helps the researcher to gather relevant information that can respond to the

research questions.
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Zewditu Memorial Hospital

Zewditu Memorial Hospital is located in Addis Ababa, in Kirkos sub-city. The hospital was first
founded by Swedish missionaries; later it was rebuilt and operated by the Seventh Day Adventist
Church, but was nationalized in 1976 during the Derg regime. The hospital is named after
Empress Zawditu. Today it is operated by the Ministry of Health.During the assessment period
(October 2012, E.C), I met with the experts and I understood that the hospital could serve a
population of more than five million in its catchment. The hospital offers a dialysis service and
its facility consists of 6 machines that can serve 20 people per day. The hospital has 300 inpatient
beds. Besides, incorporates over 12 departments that include internal medicine, emergency
medicine neurology, general surgery, psychiatry and so on. The hospital also works in
collaboration with the Ethiopian Kidney Patients Charitable Association (EKPCA), an
association founded by volunteers to help people in need of dialysis and kidney transplantation.
It is located within the compound of Zeweditu Memorial Hospital. This helps to gain more
information from other sources regarding the current status of the epidemic and the measures

carried out in response to the disease.

3.4 Target Population and inclusion criteria

The study aims to assess the government's response against the impact of CKD. The subjects of
the study were the following: one, government health policy makers, who develop health policy,
strategies and programs in the country; two, government management teams, who administer and
monitor the health service at different level in the two institutions; three, physicians, who offer
service to people with kidney problem in each health care centers.The researcher haschosen the
study participants from the target population who can best fit the study objective. In order to

screen participants, the researcher has developed some kinds of inclusion criteria because setting
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inclusion criteria is necessary to guide the process of data collection to the participants that fit the
study under discussion. Richie and Lewis (2003) affirm that prescribing sample criteria is an

integral characteristic of purposeful sampling.

The general criteria for inclusion were:

1) Government officials who have role in addressing CKD.

2) Physicians, nurses and other health workers including social workers treating kidney
patients in both health centers.

3) Persons who are able to hear and speak Amharic language.

4) Both sexes who consented to participate in the study.

3.5 Sampling technique

The researcher has used purposive sampling method, for their expertise in the subject under
consideration and to their experience to choose key informants in the data collection process.
Because purposive sampling is a deliberate selection of specific individuals, events or settings of
the crucial information and representation of attributes that serve the purpose of the study.
Purposive sampling was described as "a type of sampling in which specific environments,
individuals, or events are intentionally selected for the important information they can provide
that cannot be obtained from other sources" (Maxwell, 1997). Another purposive sampling
situation happens when a researcher tries to classify different types of cases for in-depth analysis
(Keruger and Neuman, 2006). Researchers use their unique knowledge or expertise about some
group to select subjects which represent the community when creating a purposeful sample. In
certain cases, purposeful samples are collected on some category after field investigations to

ensure that the analysis contains certain types of individuals or persons exhibiting certain
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characteristics (Berg, 2001). So purposeful sampling is necessary in gathering subjective
information from experts to obtain the information needed. Accordingly, the researcher has

chosen the participants from the SPHMMC and Zewditu Memorial Hospital and MoH.

3.6 Sample size

A qualitative research does not have a clearly defined rule for deciding a sample size of a study,
but it focuses on collecting relevant data and becoming rich in data to answer all the research
questions (Tucket, 2004). Likewise, Krueger &Neuman (2006) asserts that the importance of
informants to address research questions is more important than their representativeness in a
qualitative research. Further Guest et al(2005), claimed that a sample size can be determined by
study purposes and resource availability. Sample sizes, which are mostly small in the purposeful
sampling process, may or may not be set before data collection rather it depends on the available
resources and time, as well as the objectives of the analysis. Davidson et al. (2002) suggested
that sampling continues in qualitative research until the trends arising from the study are
completely established, in the sense that different instances have been identified, and further
sampling is redundant. Purposive sample sizes are often determined on the basis of theoretical
saturation (Family Health International, 2005). Data saturation occurs when little or no new data
is produced, and new data fits into the already defined categories (Liamputtong, 2013).Tuckett
(2004) also argues that, through constant comparison of results, the judgment that data saturation
or data redundancy had been reached was achieved. Hence, the researcher went back and forth
between the data and a preliminary thematic description and analysis emerging. In order to
generate data on government response to chronic kidney disease some individuals who can best

explain the problem under review has intentionally selected. Accordingly, the researcher has
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chosen key informants for interview from Minster of Health, SPHMMC,and Zewditu Memorial

Hospital.

3.7 Methods of data collection

The researcher has used both primary and secondary data to conduct the research in order to
comprehensively assess the Ethiopian government's response to the impact of Chronic Kidney
Disease (CKD). Creswell (2007) notes that qualitative research uses multiple data source to get
an enough understanding of the issues being studied. Qualitative researchers typically rely on
five approaches to gather information, such as participate in setting, actively observing,
interviewing, focus group discussion, and reviewing documents (Marshall and Roseman, 2011).
Similarly, Corbetta (2003) states that qualitative research data can be gathered by instruments
like participant observation, qualitative interview and use of document analysis. Thus, the
researcher has used both primary and secondary sources of data to obtain the necessary
information that would answer the questions raised by the research. The data collection

technique has included key informant interview, observation and document analysis.

3.7.1. Primary data source
As stipulated by Ajayi (2017), primary data is a source of data from observations, case studies,
interviews, and surveys, which the researcher directly collects, bring special and novel data.
Instruments for data collection was established and used to obtain relevant information from
research key informants.

3.7.1.1 Key informant interview (KII)
Key informant interviews are in-depth interviews with selected groups of experts who are most
knowledgeable of the organization or problem (Lavrakas, 2008). Likewise, Kikwawila (1994)

also claims that a key informant is a person who is exceptionally competent, at least in certain
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topics or topics of interest, and with whom the interviewer establishes an ongoing information
exchange and discussion relationship. Key informant interviews are "qualitative, in-depth
interviews with individuals chosen for their first-hand knowledge of a subject of interest.
Interviews are loosely organized, based on a list of topics to be discussed. Key informant
interviews resemble a conversation between friends, enabling a free flow of knowledge and
ideas. Interviewees spontaneously frame questions, probe for information, and take notes which

are later elaborated (USAID,1996).

Accordingly, the researcher has chooses eleven participants for key informant interview. These
includes (three) participants from Minster of Health, (four) participants from SPHMMC, and
(four) participants from Zewditu Memorial Hospital. A semi-structured interview guide was
developed based on the study objectives and relevant literature, with open-ended questions
designed to elicit participants’ experiences, perceptions, and challenges in implementing CKD-
related policies. Key informants, including nephrologists, general physicians, nurses, hospital
administrators, and government health officials, were purposively selected for their knowledge
and direct involvement in CKD services. Participants were contacted individually, informed

about the study, and provided written consent prior to interviews.

Interviews were conducted in private settings within the hospitals, primarily in Amharic, and
lasted approximately 45—-60 minutes. With participants’ permission, interviews were audio-
recorded and supplemented by detailed field notes to capture non-verbal cues and contextual
information. Audio recordings were transcribed verbatim in Amharic and subsequently translated
into English, ensuring the preservation of meaning, technical terminology, and cultural nuances;

translation accuracy was confirmed through review by a bilingual expert. Transcribed and
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translated data were systematically organized using qualitative data management software, and
each transcript was assigned a unique identifier to maintain confidentiality. Prior to analysis, the
researcher repeatedly read the transcripts to familiarize with the data and note emerging patterns.
Reflexive journaling and peer debriefing were maintained throughout the process to enhance the
credibility, confirmability, and trustworthiness of the data. This systematic approach ensured the
collection of rich, contextually grounded data suitable for in-depth thematic analysis of the

government’s response to CKD.

3.7.1.2 Document review/analysis

Document analysis is a systematic method for the review or examination of all written and
electronic records. Like other approaches of qualitative study, document analysis involves the
evaluation and interpretation of data in order to elicit meaning, gain understanding, and develop
analytical information (Corbin and Strauss, 2008; Rapley, 2007). Documents contain text
(words) and images which were collected without the involvement of a researcher. Italso include
written materials. Accordingly, document analysis was used to gather the necessary data from
selected government offices and hospitals that help the researcher to know the government
response to chronic kidney disease.

3.7.1.3 Observation

Observation has been used in the numerous social disciplines and fields as an important tool for
collecting first-hand information from real natural settings (Bernard, 2006). According to
Kikwawila (1994) Observation as a strategy is more than the pure reality of seeing it. To observe
means for pay special attention to something that can be explained afterwards, that is to convey
what has been observed in words. Data obtained by observation describe the observed

phenomena as occurring without artificiality in their natural setting (Frankfort and Nachmias,
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1996; Bernard, 1971).Observation requires regular observation of the actions of the peoples and
observing, analyzing and understanding their behavior (Gray, 2004). Observation in qualitative
research provides comprehensive concise accounts of what is occurring in other environments,

which is essential to assess the structure and operation of an institution.

Observation would take place whenever possible as it supported the primary data collected in
other data collection instruments. This approach allows the researcher to obtain clear evidence in
some important behaviors and non-verbal expression. It also assists the researcher in
understanding the case's real situation. Accordingly, at the very beginning, the researcher has
developed observational checklists and attempt to observe the availability of infrastructures and
assistive devices in the institutions, the suitability of the hospital environment for service
provision, the relationships and contact among staff members andpatients. In addition, the
researcher will perform the study while respondents participate in various activities such as
preparation, facilitation and delivery of service. Detailed notes was taken during all the
observations that captured the researchers' attentions and perceptions. The observation has

provided a valuable supplement to the data collected by using the methods set out above.

3.7.2. Secondary data sources

Secondary sources of data may include data from government agencies, annual reports or
publicly available third-party data originally collected for another reason (Morgan & Kunkel,
2001; Bhattacherjee, 2012). Secondary data obtained from previous studies, policy papers and
reports, interviews, discussion papers, books, and electronic information such as online journals,
documents, surveys, web pages, and other available published and unpublished materials related

to the topic being studied.
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3.8. Data analysis

Qualitative data analysis is about interpretation rather than mathematics. Pope et al. (2007) notes
that, by looking at various populations and evaluating all knowledge gathered from all
informants or events, the data collection continues to resolve the specific study questions and
objectives. The data collected in the research using the above-mentioned three data collection
instruments (key informant interview, document analysis and observation) was qualitatively
analyzed. The records was analyzed manually by coding the text according to various issues of
study interest. This allowed the statement made by the different respondents to be grouped
according to the various categories of issues. In addition, similarities and response variations
obtained from study participants was compared and contrasted during discussion. Since the
medium of communication is in Amharic, it would be necessary to translate and archive all the
audio & written materials into English. The data collected from different sources were presented
and transcribed in various categories based on established themes. A researcher organizes the
raw data into conceptual categories of qualitative analysis, and establishes patterns or principles
that used for data analysis (Krueger and Newman, 2003). According to Creswell (2007), the
qualitative data analysis requires three measures. The first is data collection by arranging the
collected data or by grouping them. It involves reading and re-reading and organizing the data
obtained in order to gain a general sense of the information and to try to understand its
significance. This also involves encoding, database creation, and paving to allow data access
from database.

The second step is the analysis of data which consists of activities such as reading the data,
memoi.e.to write short words or phrases on the side of field notes or on the foot of photos,

coding i.e. to describe and analyze the data from the researcher's own perspective or literature
g y persp
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review perspective (Krueger and Newman, 2003). The third and final stage is report writing,
where the researcher presents his / her findings and accounts in text or tabular form. It involves
interpretation and discussion of the data collected. Interpretation may be a concept derived by
contrasting the results with information gathered from the literatures and theories. Through this
method, the researcher may recommend that findings agree with the information reviewed in the
literature or disagree with it (Cresswell2007). The thematic discussion is focused on the
participants' viewpoints and environment observation. According to Alston and Bowles (2003),
qualitative analysis lacks a set of guidelines for analyzing data. In order to generate rich and
substantive results, there must be versatility to switch back and forth between and among the
steps and tasks, check and recheck their findings on the ground. Finally, collected data was
interpreted and analyzed on the basis of research questions. Significant findings presentations are
based on various categories that are made according to the homogeneity of the data collection
responses. But the information gathered by each approach has been triangulated to bring certain
views and extract meaning.

3.9 Data quality assurance

Data triangulation is one of the methods used in data quality control, among other methods, to
test the trust worthiness of results. For Bryman (2001), triangulation is a use of more than one
approach to the investigation of a research question in order to increase confidence and ensuing
findings. Triangulation of data sources is important to analyze data from different sources or
informants, to establish coherent thematic rationalization, and to verify the accuracy of the
findings. Researchers may use data triangulation in qualitative research, which involves
collecting data from various data sources as a tool for verifying and validating their studies

(Ndanu & Syombua, 2015).According to Sargeant (2012), in order to encourage the
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trustworthiness of results, the researcher should clearly display the sampling procedure, and the
selection of participants, using the correct research method that addresses the research question.
Similar data obtained from various informants indicates the trustworthiness of the data gathered.
Morri (2006) described trustworthiness as an assessment of a research piece's validity using the
criteria of credibility, transferability, reliability and conformity. In other words, it is the way the
given research removes possible threats. In addition, data collection and comparison enhance the
quality of data based on the principles of convergence of ideas and the confirmation of findings.
Therefore, the researcher triangulated the data collected by key informant interview, observation,

and document analysis to improve the trustworthiness of the findings.

3.10 Ethical consideration

The ethical basis for conducting a research in social work must be taken from the ethics of social
work itself. According to Creswell (2003) a researcher has an obligation to respect participants '
rights, wishes, beliefs and desires. Likewise, Lewis (2003) also emphasizes that there should be
ethical consideration in any research. To be research-minded means being able to assess whether
the design, delivery and reporting of a piece of research has been ethical (Butler, 2002). The
researcher has submitted supporting letters to each institution that included in the study before
data collection begins at the study site. I have also introduced myself and the research purpose
and aim to obtain permission to carry out the fieldwork. Then after I ask for each informant’s
consent to take part in the study I have also outlined clearly what the study is all about, and
request the respondents for their willingness. I have prepare a consent form to enable participants
to understand that they are entitled to participate in the study or not, and/or quit the engagement
whenever they wish. I have told them the confidentiality of the information they will provide to

me. Then, I tried to establish a rapport with the participants at the study. After that, a
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conversation with participants who have participated in the research and who have signed the

consent document will determine how secure the time and place for the interview.

While conducting a research, asking questions and taking notes are the formal procedures in data
collecting process. Voice and other recording have conducted on the basis of participants '
informed consent. Consequently, a researcher should; protect informants' privacy, respect
participants' rights and clarify the intent of the study, be able to deliver findings frankly and
freely, correctly cites another person's sources of ideas or writings, as appropriate (Krueger and
Newman, 2003; Creswell, 2007).Thus, in the study the researcher has given due consideration to
the ethical guideline. The researcher upholds the principle for everyone equally to avoid harm.
The researcher has taking special care to ensure participants' dignity, confidentiality and
anonymity. The obtained details from the interviews are kept confidential. Transparency was
safeguarded by not using identifiable information. In addition, at any point during the interview,

the participants were aware of their right not to answer any particular questions and to withdraw

from the study.
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CHAPTER FOUR

FINDINGS

Introduction

This chapter discusses a comprehensive analysis of the Ethiopian government’s response to the
impact of Chronic Kidney disease (CKD), drawing upon data gathered from main informant
interviews, document reviews, and observations at Zewditu Memorial Hospital (ZMH), St. Paul's
Millennium Medical College Hospital (SPHMMC) and Minster of Health (MoH). The study
objectives and questions outlined in Chapter One, this examination focused to: (1) examine the
government's policies and programs for CKD avoidance and control; (2) search the activities
carried out at ZMH and SPHMMC to solve the effects of CKD; (3) examine the challenge faced
by the government in addressing CKD; (4) evaluate the contribution of other actors in the

government's efforts; and (5) recognize mechanisms for improving the government's response.

The findings offered in this chapter are prepared around the exact research questions. The
analysis is told by the theoretical frameworks discussed in Chapter Two, including the Health
Belief Model, the Capability Approach, and main beliefs of good governance. Direct quotes from
main informants are used to demonstrate main themes and deliver a nuanced understanding of
the perspectives of government officials, healthcare providers, and other stakeholders. The
chapter generalizes with a summary of the main findings and a discussion of their implications

for policy and practice.
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Socio demographic profile of the researcher participants

Pseudo cod | Sex | Age | Religio | Marital | Work Expe. | Employm | Place of | 8 March, 2025

name of the | e n status position ent status | work

participants

Dr. Fekadu |1 M |34 Orthod | Married | Medical | 8 yrs | Permanent | Z.M.H 9March, 2025
0x doctor

Dr. Feyssa |2 M |32 Protesta | Single | Medical | 6 yrs | Permanent | Z.M.H 13March, 2025
nt doctor

Mrs. Genet | 3 F 31 Orthod | Married | Sociolog | 4 yrs | Permanent | Z.M.H 21March, 2025
0X ist

Dr. Yelekal | 4 M |41 Orthod | Married | Medical | 15 yrs | Permanent | Z.M.H 22March, 2025
0x doctor

Dr. Iskander | 5 F 30 Protesta | Single | Medical |3 yrs | Permanent | MoH 4April, 2025
nt doctor

Dr. Nebiyou | 6 M 36 Orthod | Married | Medical | 9 yrs | Permanent | MoH 6April,2025
0x doctor

Dr. Tsige 7 F 30 Orthod | Single | Medical |4 yrs | Permanent | MoH 9April, 2025
0X doctor

Mrs. Dibaba | 8 F 28 Protesta | Married | Sociolog | 6 yrs | Permanent | SPHM 13May, 2025
nt ist MC

Dr. Ali 9 M |40 Muslim | Married | Nephrol | 13 yrs | Permanent | SPHM 17May, 2025

ogist MC
Dr. Sofiya (10 |M |38 Muslim | Married | Medical | 10 yrs | Permanent | SPHM | 24May, 2025
doctor MC

Dr. Tamru |11 |M 36 Orthod | Married | Medical | 9yrs | Permanent | SPHM 5May,2025

0X doctor MC

Fig.1 Summary of key informants
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4.1 Government Policies, Programs, and Responses for CKD Deterrence and Control

4.1.1. Policy Framework and Integration of CKD into National Health Plans

According to FDRE Ministry of Health, (2015), The Ethiopian government has integrated CKD
into its broader Non-Communicable Diseases (NCDs) approach under the Health Sector
Alteration Plan (HSTP). This policy framework highlights early detection, prevention, and
controlling of CKD through primary healthcare systems. However, the execution of these
policies at Zewditu Memorial Hospital and St. Paul Millennium Medical College Hospital has
been hindered by limited resources, inadequate diagnostic tools, and lack of well-trained
healthcare professionals. While the policy framework is all-inclusive, its execution remains

inconsistent, particularly in rural areas where healthcare infrastructure is underdeveloped.

As a respondent (5) suggests, “The Ethiopian government has established commitment to solving
CKD by integrating it into the Health Sector alteration Plan (HSTP) and the National Strategic
work Plan for Non-Communicable Diseases (NCDs). These policies emphasize early detection,
prevention, and organization of CKD. For example, while programs for hypertension and
diabetes (key risk factors for CKD) are in place, they are usually underutilized due to limited
resources and poor public awareness.” This depicts a gap among policy formulation and
execution. While the government has made strides in integrating CKD into its NCD strategy,
encounters such as resource restraints, bureaucratic inefficiencies, and disparities in healthcare
access persist. By addressing these challenges to inform policy and practice, Ethiopia can

develop a more effective and sustainable response to the growing burden of CKD.
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Another respondent (7) indicated, “Ethiopian government has confirmed a commitment to
addressing NCDs through its relevant policy documents, e.g., National Health Policy and Health
Sector Transformation Plan. These policies recognize the growing burden of NCDs, including
diabetes and hypertension, which are major risk factors for CKD. The policies highlight the
significance of encouraging healthy lifestyles, early detection of risk factors, and integrated
management of chronic conditions. However, the extent to which these broad policies translate

’

into specific, targeted involvements for CKD prevention remains a challenge.’

Applying the health belief model to CKD response encompasses appraising how the government
policies align with the model’s concept. For example, the Ethiopian Ministry of Health has
integrated CKD prevention into its non-communicable diseases strategy, underlining early
screening management. As stated by interviewees 2 & 11, “The application of these policies at
Zewditu Memorial Hospital and St. Paul Millennium Medical College Hospital faces challenges
such as inadequate diagnostic tools and limited healthcare personnel. By solving perceived
barriers and emphasizing the benefits of early intervention, the government can improve the
effectiveness of its CKD response. This requires strengthening health education programs and

ensuring that healthcare facilities are enough equipped to provide preventive services.”

Based on respondent (6), “Ethiopian government has revealed the growing threat of chronic
Kidney disease, although a full complete and explicitly CKD-focused national plan is still
something we are working towards. Much of the response integrated with the broader
frameworks for non-communicable diseases and primary health care. The focus is on promoting
healthy lifestyles, early detection of risk factors, and integrated control of chronic conditions.

’

The focus is commendable; however, it has not reached any form of written strategic plan.’
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On the programmatic side, there are a few initiatives that indirectly contribute to CKD
prevention. He also stated, “The National Diabetes Inhibition and Control Program, National
Diabetes Prevention and Control Program Guidelines, and the National Hypertension Control
Program, National Hypertension Control Program Implementation Manual are crucial because
they target those key risk factors. Health Extension Program Implementation Guideline also
plays a role in community-based health education, promoting healthy diets and lifestyles.
However, a significant gap lies in the specificity of these programs. While they address the risk
factors, there isn't always a clear focus on kidney health. For example, the HEP workers are
fantastic at what they do, but the amount of time they can devote to spreading awareness about
preventing kidney disease is limited.” Personal communication with Health Extension Workers,
Addis Ababa, (2025) at both ZMH and SPHMMC, revealed that the frequent use of the

"National Health Policy 2016" is displayed in waiting areas and staff rooms.

Discussion with hospital supervisors told that “While the NHP provides a broad framework for
solving NCDs including risk factors for CKD, there is a perceived lack of specific support on
CKD prevention and management. Senior doctors and nephrologists continually consult the
guidelines, but they are far too general; we need a more specific and actionable plan for kidney-

’

related challenges.’

Review of the Health Sector Alteration Plan II (2020-2025) revealed limited mention of CKD as
a priority area. While the plan emphasizes the need to strengthen NCD prevention and control, it
lacks specific targets and indicators related to CKD. The document focused more on Diabetes
and Heart conditions. The observed confidence in general health policies, coupled with the lack

of specific CKD-related guidance in national health plans, suggests a need for greater integration
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of CKD into the government's policy framework. The general guidelines seem to have a broad

scope but do not address specific needs of patients.

Ethiopian Public Health Association, Position Paper on Chronic Kidney Disease in Ethiopia,
(2022) concluded that, while the government has taken steps to address CKD through broader
health policies and programs and CKD has been included in Ethiopia’s national NCD strategy,
which aims to reduce the burden of kidney disease through prevention, early detection, and
management, there's a need for a more targeted and all-inclusive national plan, increased
investment in prevention and treatment, and improved access to care, predominantly for
underserved populations. It’s also important to strengthen controlling and evaluation systems to

track development and inform decision-making.

4.2 Prevention and Awareness Programs

Personal thought at Zewditu Memorial Hospital and St. Paul Millennium Medical College
Hospital depicted that patient education initiatives are in place, but their reach is limited by low
health literacy and cultural barriers. For example, many patients present with progressive CKD

due to delayed diagnosis, highlighting the need for more effective awareness programs.

As a respondent (4) argued, “The government has initiated health education campaigns to
increase awareness about CKD risk factors and promote healthy lifestyles. At Zewditu Memorial
Hospital and St. Paul Millennium Medical College Hospital, these programs are brought
through community outreach and patient education sessions. However, the effectiveness of these

operations is limited by low health literacy and cultural barriers. Many patients present with
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advanced CKD due to delayed diagnosis, suggesting that awareness programs are not reaching

the most vulnerable populations.”

The Health Belief Model (HBM) provides a framework for understanding how individuals
perceive the threat of CKD and their willingness to engage in preventive behaviors. In Ethiopia,
the government has executed health education programs to raise awareness about CKD risk
factors, such as hypertension and diabetes. However, the usefulness of these programs is limited
by low health literacy and cultural barriers. For example, many individuals in rural areas may not
perceive themselves as susceptible to CKD due to a lack of awareness. At Zewditu Memorial
Hospital and St. Paul Millennium Medical College Hospital, patient education initiatives are in

place, but their reach is often constrained by resource limitations.

Both ZMH and SPHMMC conduct occasional health education sessions for patients in the
outpatient waiting areas. I observed that these sessions primarily focus on diabetes and
hypertension, with limited mention of CKD or kidney health. The sessions have a very limited
presence of patients due to timing constraints and access to the room available to the healthcare

workers.

Review of health education materials available at ZMH and SPHMMC confirmed the
predominant focus on diabetes and hypertension. Materials on CKD were limited, outdated, and
not readily accessible to patients and their families. They had a very limited quantity and could
be obtained only on request. Therefore, the limited availability of CKD-specific prevention and
awareness programs at the two hospitals suggests a need for greater emphasis on educating the

public about risk factors, early symptoms, and prevention strategies.
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4.3 Access to Diagnostic and Treatment Services

As stated by respondents (3 & 9), “At Zewditu Memorial Hospital and St. Paul Millennium
Medical College Hospital, diagnostic tools such as serum creatinine tests and imaging
equipment are available, but their use is limited by cost and availability. Dialysis services are
provided at these institutions, but the high cost of treatment makes it inaccessible for many
patients. The government's efforts to subsidize treatment costs are commendable, but more needs

to be done to confirm unbiased access to life-saving interventions.”

In the case of CKD, this framework indicated the need for equal access to healthcare services,
education, and economic opportunity. In Ethiopia, disparities in healthcare access between urban
and rural areas limit the ability of individuals to protect or manage CKD at ZMH and SPHMMC.
Efforts to offer affordable dialysis and other treatments are commendable, but these facilities

remain inaccessible to many because of high costs and geographic barriers.

There are long queues at the dialysis units in both ZMH and SPHMMC. Though nurses and
patients indicated that access to dialysis is harshly limited due to the high cost and the limited
number of dialysis machines, many patients reported having to wait weeks or months to receive
dialysis. Staff members were also witnessed to express great stress in managing patients who

needed critical dialysis and were unable to get the service.

According to respondent (10), “Access to kidney transplantation is still very limited, though
there are plans to expand these services. Some medications, like ACE inhibitors and ARBs, are
available, but affordability and regular supply can be a challenge. Therefore, the government

has subsidized the cost of dialysis and other CKD treatments to make them more affordable for
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patients. However, encounters remain due to the high cost of dialysis machines and limited
accessibility in rural areas. Partnerships with NGOs and private sector entities have been

2

recognized to expand access to life-saving treatments.

4.4 Healthcare Infrastructure and Workforce Capacity

A respondent (4) showed that “The lack of enough healthcare infrastructure and a skilled
workforce is a major obstacle to effective CKD management in Ethiopia. Both Zewditu Memorial
Hospital and St. Paul Medical College Hospital face challenges such as overcrowding,
inadequate medical supplies, and shortage of nephrologists and trained nurses. These

>

restrictions undermine the government's ability to deliver quality CKD care.’

As a respondent (1) argued, “The lack of adequate healthcare infrastructure and skilled
workforce is a main obstacle to effective CKD management. At Zewditu Memorial Hospital and
St. Paul Millennium Medical College Hospital, challenges such as overcrowding, insufficient
medical supplies, and a shortage of nephrologists and trained nurses are prevalent. There is only
one nephrologist for every one million people in Ethiopia, which severely limits the ability to
offer specialized CKD care. Intensifying healthcare infrastructure and financing workforce

training are critical for improving CKD outcomes.”

An investigator indicated, Both ZMH and SPHMMC lack dedicated nephrology clinics. Patients
with kidney problems are often seen in general medical clinics or internal medicine departments.

The number of trained nephrologists and nurses is inadequate to meet the growing demand for

CKD care.
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4.5 Multi-sectoral Collaboration and Governance

As stated by respondent (6), “Partnerships with worldwide organizations and NGOs have helped
bridge resource gaps, but more robust governance mechanisms are needed to ensure
accountability and transparency. Strengthening governance mechanisms to ensure
accountability and transparency in resource allocation and service delivery is critical for

>

building public trust and achieving sustainable outcomes.’

As respondent (7) stated, “The government has recognized the importance of multi-sectoral
collaboration in addressing CKD, involving NGOs, international organizations, and private
sector partners. At Zewditu Memorial Hospital and St. Paul Millennium Medical College
Hospital, partnerships with organizations such as the World Health Organization (WHO) and
local NGOs have helped supplement government efforts. Although coordination between
stakeholders remains weak, and there is a lack of complete data on CKD prevalence and
outcomes to guide policy decisions. Improved governance, transparency, and data-driven

)

decision-making are crucial for enhancing the CKD response.’

According to the interview with the government office (6), “The government has partnered with
NGOs and international organizations to offer community-based screening programs, which
serve as cues to action for individuals to seek care. For instance, the Non-Communicable
Disease Alliance has supported initiatives to integrate CKD screening into primary healthcare
services, and the government has involved stakeholders, including the Ethiopian Medical
Association (EMA), NGOs, and international organizations, to address CKD. This collaborative
method enhances the effectiveness of interventions but requires stronger coordination to avoid

duplication of efforts.”
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4.6 Triangulation of Data

Across the data collected through key informant interviews, document analysis, and
observations, the Ethiopian government has established commitment to solving CKD by
integrating it into the Health Sector alteration Plan (HSTP) and the National Strategic Work Plan
for NCDs, although programs for hypertension and diabetes are underutilized due to limited
resources and poor public awareness. HSTP II (2020-2025) and the National Health Policy
(2016) confirm that CKD is part of NCD strategies but lack CKD-specific targets and guidelines,
and at ZMH and SPHMMC there is reliance on general NCD guidelines with limited CKD-
focused materials in waiting areas, indicating that policies exist but implementation is
inconsistent due to resource limitations, inadequate guidelines, and insufficient CKD-specific
focus. Prevention and awareness efforts show that the government has initiated health education
campaigns; however, the effectiveness is limited by low health literacy and cultural barriers,
while materials focus mainly on diabetes and hypertension with CKD content limited and
outdated, and outpatient sessions rarely mention CKD and have limited patient attendance,
showing that awareness programs exist but are insufficiently targeted. Diagnostic and treatment
services reveal that diagnostic tools such as serum creatinine tests and imaging equipment are
available but their use is limited by cost and availability; dialysis services are provided but high
cost limits access, hospital records show limited dialysis units and few kidney replacement
procedures, and observations show overcrowded units, long waiting weeks, limited machines,
and irregular medication supply, meaning services exist but are insufficient due to high cost,
limited infrastructure, and geographic barriers. Healthcare infrastructure and workforce capacity
remain constrained because of the lack of adequate infrastructure and skilled workforce, with

overcrowding, insufficient medical supplies, and shortages of nephrologists and trained nurses at
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Zewditu Memorial Hospital and St. Paul Millennium Medical College Hospital, supported by
staffing records showing few specialists and no dedicated nephrology clinics, and observations
of overcrowded clinics, insufficient equipment, and constrained patient flow, resulting in critical
gaps in workforce and infrastructure. Governance and multi-sectoral collaboration show that
while collaboration exists, coordination remains weak, with NGOs and WHO support but
fragmented efforts; government documents highlight partnerships but lack clear protocols or
accountability mechanisms, and hospital-level observations show limited coordinated action and
limited NGO support, indicating that multi-sectoral collaboration exists but is fragmented and

better governance and structured coordination are needed.
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CHAPTERFIVE
DISCUSSIONS, CONCLUSIONS, AND SOCIAL WORK IMPLICATIONS

Introduction

This chapter presents the main results of findings of the research to assess the Ethiopian
government’s reaction to Chronic Kidney Disease, focusing on policy implementation, systemic
obstacles, and service distribution at Zewditu Memorial Hospital and St. Paul’s Millennium
Medical College Hospital in Addis Ababa. This discussion also links observed findings,
theoretical understandings, and appropriate social work policies to solve the Chronic Kidney
Disease crisis of Ethiopia. Based on the empirical data from interviews, observations, and

document analysis, this unit contains Discussions, Conclusions, and Social Work Implications:

5.1.  Discussion
5.1.1 Policy-Implementation Disjuncture:

The commitment of the Ethiopian government to solve Chronic Kidney Disease is obviously
shown by its incorporation within national policy agendas like the Health Sector Transformation
Plan (HSTP) and the National Strategic Action Plan for Non-Communicable Diseases; policy
outlines that emphasize early detection, prevention, and management of the disease, mainly
through establishing primary healthcare infrastructure. Despite this strong strategy promise, yet,
more implementation challenges persevere; hampering growth toward significant improvements
in CKD effects. These barriers comprise persistent resource limitations that hamper access to
medical provisions, insufficient diagnostic apparatuses essential for timely and accurate early
identification, and shortages of trained healthcare workers, commonly in rural areas where the
need is most acute. The unpredictable implementation of screening programs, stopping from

insufficient finance and a shortage of improved public awareness movements, additional

67



Compounds these problems. These operative and resource restrictions are intensified by poor
governance that hampers the effective translation of policy into action, leading to delayed

implementation and compact impact.

Generally, these complex hindrances, together with persistent inconsistencies in healthcare
access, mostly in rural and other remote regions, continue to hinder the successful translation of
benevolent strategies into noticeable and sustainable improvements in CKD outcomes for the
wider Ethiopian population. Strengthening their promise, the government officials continues to
arrange policies for reducing NCDs effects, with a specific pressure on diabetes and
hypertension, through the progression of healthy lifestyles, early identification practices, and
safeguarding cohesive management procedures for chronic situations. And also the government
of Ethiopian has legitimately acknowledged CKD as a public health matter and included it into
national strategic plans like the Health Sector Transformation Plan (HSTP) and the National
Strategic Action Plan for Non- Communicable Diseases (NCDs). These guidelines highlight
early identification, prevention, and management of Chronic Kidney Disease, mainly through

primary healthcare.

In spite of CKD’s integration into national frameworks, implementation limited by diagnostic
deficiencies, staff gaps, and urban-rural injustices. Therefore, a persistent strategy operation gap
encounters the efficiency of the CKD reaction, characterized by inadequate change of strategies
into noticeable improvements in patient results. Despite the inclusive integration of CKD into
national frameworks, such as the Health Sector Transformation Plan (HSTP) and the National
NCD Strategy, application at Zewditu Memorial Hospital (ZMH) and St. Paul's Millennium
Medical College Hospital (SPHMMC) is meaningfully delayed by lack of chronic diagnostic
tools, persistent staff gaps, and stark urban-rural inequalities in resource distribution and access

68



to care. Specifically, the complete screening programs, which are meant to target hypertension

and diabetes as critical CKD risk factors, remain critically under-utilized; the problems are
stemmed from due to enduring resource limitations and stubbornly low levels of public

knowledge regarding CKD prevention and early detection.

5.1.2 Theoretical Insights on Response Limitations

Governance and administrative contests impede the Ethiopian government's response to CKD,
stemming from systemic inefficiencies such as bureaucratic delays, corruption, and poor
intergovernmental coordination, which hinder CKD policy execution, coupled with a lack of
transparency and accountability in resource allocation. Uneven service delivery, characterized by
poor coordination between primary, secondary, and tertiary care levels and inadequate
integration of CKD care into existing NCD programs, further compounds these problems.
Moreover, limited public understanding, resulting from low community understanding of CKD
risk factors and preventive measures, along with inadequate health literacy campaigns to

promote behavior change, obstruct early detection efforts.

Theoretically, a Health Belief Model outlook indicates that low perceived susceptibility to CKD,
stemming from limited awareness, coupled with high perceived obstacles related to cost and
access, delay early prevention and treatment adherence, exacerbated by weak public health
campaigns that fail to address cultural and financial obstacles to preventive behaviors.At the end,
through the Capability Approach, rural-urban disparities in healthcare access and poverty restrict
individuals’ capabilities to manage CKD, while underfunded infrastructure and unaffordable

cures undermine empowerment.
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Using the HBM framework highlights the need to address perceived barriers (e.g., cost of
treatment) and focusing the benefits of early intervention to improve the effectiveness of CKD

response. Strengthening health education and adequately equipping healthcare facilities are also

Crucial. Ethiopia’s CKD response shows significant policy execution gaps. While national
frameworks like the HSTP integrate CKD prevention (FDRE Ministry of Health, 2015;
execution at ZMH and SPMMC is undermined by diagnostic scarcities, workforce gaps, and

urban-rural disparities.

The Health Belief Model depicts main flaws: low public awareness lessens perceived
susceptibility to CKD, while financial/cultural barriers (e.g., treatment costs, distrust in
healthcare) heighten perceived barriers to care-seeking. Alongside, the Capability Approach
exposes systemic inequities: poverty and geographical disparities limit individuals’ freedoms to
access prevention/treatment. Governance disappointments further worsen these issues
bureaucratic delays, corruption, and weak interagency coordination cripples resource allocation
and service delivery. Without solving these multidimensional barriers, CKD burdens will

Increase.

5.1.3 Governance and Administrative Challenges

The Ethiopian government's CKD response is basically hampered by systemic inefficiencies in
governance structures. Bureaucratic delays, widespread corruption, and poor intergovernmental
coordination mainly impede the execution of CKD policies at both national and facility levels, as
verified by inconsistent implementation at Zewditu Memorial Hospital and St. Paul’s
Millennium Medical College Hospital. These governance failures manifest in a persistent lack of

transparency and accountability in resource allocation, where funding and medical supplies fail

70



to reach forefront health facilities efficiently. Accordingly, fragmented service delivery emerges
as a main outcome of these administrative weaknesses. For example, disjointed coordination
between federal health authorities and regional bureaus leads to copied efforts, erratic supply

chains for dialysis consumables, and uneven distribution of nephrology specialists ultimately

Compromising the quality and accessibility of CKD care.As noted in policy documents, these
problem indicated deeper institutional deficits in applying governance principles (e.g.,
accountability, participation) outlined in Ethiopia’s Health Sector Transformation Plan (FDRE
Ministry of Health, 2015).Inconsistent CKD care at ZMH and SPHMMC reflects weak oversight

and regulation.

Systemic Fragmentation: Critical deficits in healthcare infrastructure, exemplified by limited
dialysis access, coupled with financing barriers like high out-of-pocket costs and the absence of
robust multi-sectorial collaboration, perpetuate preventable CKD burdens. These healthcare
system barriers manifest as resource and workforce deficits, including lacks of nephrologists,
dialysis machines, and essential medicines, further limiting treatment capability, besides
inadequate training for primary healthcare workers on effective CKD management. This
outcome in financial and access inequities. Furthermore, high out-of-pocket costs
disproportionately exclude vulnerable populations from accessing necessary care, while the

urban-centric focus of services results in a neglect of rural communities.

Stakeholder Engagement Gaps: Significant stakeholder engagement gaps hinder a
comprehensive approach to addressing CKD, manifesting as weak multi-sectorial collaboration
characterized by limited participation of non-governmental organizations (NGOs), the private

sector,andaffectedcommunitiesintheCK Dresponse.Compoundingthismatterareinadequate  health
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information systems, which change to incomplete CKD surveillance data, ultimately hindering

the development and implementation of effective, evidence-based interventions.

5.2 Conclusions

Whereas the Ethiopian government has revealed a clear commitment to addressing Chronic
Kidney Disease (CKD) through its integration into national health policies and NCD strategies,
the effectiveness of these efforts is hampered by persistent implementation challenges. These
include limited resources, a lack of essential diagnostic tools, and a lack of trained healthcare
personnel mainly in rural areas and bureaucratic inefficiencies that impede the translation of
policy into practice. The nation’s CKD response remains fragmented and critically under-
resourced. Though the Ethiopian government is committed to solving CKD, policy ambitions,
such as integrated NCD strategies, are usually unmatched by implementation capacity at
treatment centers. This highlights the ongoing deficiencies in governance, seen in accountability
gaps, deficits in essential healthcare infrastructure such as dialysis shortages and a lack of

effective cross-sectoral collaboration.

Applying theoretical frameworks, predominantly the Health belief models tresses that improving
CKD results requires solving perceived barriers to treatment, actively promoting the benefits of
early intervention, strengthening public health education, and ensuring that healthcare facilities
are adequately equipped to provide preventive services. Significantly, marginalized populations
particularly those in rural areas and low-income groups face significant capability deprivation,
and severely limiting their opportunities to effectively manage CKD. Therefore, to realize
substantial and sustainable improvements in CKD outcomes, the thesis proves that Ethiopia must
prioritize systemic reforms. These improvements must include decentralizing services,

strengthening integration into primary healthcare infrastructure, and implementing robust
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accountability mechanisms to confirm that resources are used effectively and that programs are

reaching those most in need.

5.3 Implications to Social Work

This research carries significant implications for social work practice and education, with the
potential to improve community support and ultimately improve the lives of individuals and
families affected by CKD. To confirm the sustainability of pro-poor financial support
mechanisms, social workers must aggressively engage in support for equitable financing policies
and robust accountability measures that prioritize the needs of vulnerable populations. In the
realm of direct practice, culturally tailored interventions are essential to bridge existing care gaps
and progress health literacy, empowering individuals to make informed decisions about their

health and well-being.

To prepare future generations of social work professionals, curriculum restructurings must
prioritize health justice and governance literacy, providing students with the knowledge and
skills to advocate for systemic change and address the social determinants of health that
contribute to CKD disparities. Lastly, future research endeavors should adopt a community-led
focus, prioritizing models that address the chronic neglect of rural communities and mitigate the

devastating financial toxicity experienced by many CKD patients and their families.

By grounding the analysis in Ethiopia's unique socio-political context, this chapter puts forth a
social work-centered vision for converting the national CKD response, focusing to make it a
powerful driver for achieving health equity and social justice. To effectively solve the identified

gaps and problems, specific social work implications emerge across four interconnected
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domains: First, Policy requires proactive advocacy for pro-poor financing mechanisms and

robust accountability measures to confirm resources are targeted effectively and equitably.

Second, direct Practice requires the development and operation of culturally tailored
interventions designed to bridge existing care gaps, improve health literacy, and empower

individuals to manage their health effectively.

Third, social work Education demands comprehensive curriculum reforms that center health
impartiality principles and equip future practitioners with the knowledge and skills needed for
effective governance analysis and policy advocacy. Finally, future Research initiatives must
focused community-led models that directly solve the chronic neglect of rural communities and
mitigate the devastating financial toxicity experienced by countless CKD patients and their
families. Anchored in Ethiopia's socio-political context, this integrated approach advances a

social work-centered vision for transforming CKD response into a vehicle for health equity.

5.3.1 Policy and Program

Social workers must advocate for pro-poor health financing reforms, including subsidized
dialysis/transplant programs. Policy proposals should prioritize CKD screening integration into

Ethiopia’s Health Extension Program and demand budget transparency to curb corruption.

5.3.2 Practice

In the context of Zewditu Memorial Hospital (ZMH) and St. Paul's Millennium Medical College
Hospital (SPHMMC), social workers can play a crucial role in bridging socio-cultural obstacles
by delivering culturally tailored health education grounded in the Health Belief Model to boost
risk perception regarding CKD. The provisions of patient navigation systems also allow them to

solve financial and logistical problems to care, thereby enhancing patient access and
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engagement. The role of social worker also is demonstrated through facilitating support groups
and connecting people and enhancing treatment adherence, social support, and resilience for

individuals and families affected by CKD.

5.3.3 Social Work Education

To better equip future practitioners to respond to the challenges of CKD, curriculum reforms in
social work education must embed capability modules covering capability-focused approaches to
addressing health injustice and promoting equity for vulnerable populations. In addition, training
must also include governance analysis skills, empowering future social workers to involve in
effective health policy advocacy and promote systemic change. Lastly, this change would also
advantage from community-led intervention design that has a focus on low-resource locations,
empowering social workers to develop and implement sustainable, culturally sensitive solutions

tailored to the specific needs of underserved communities facing the CKD crisis.

5.1.1 Research

Future research must prioritize several key areas to inform effective policy and practice,
including quantifying out-of-pocket costs for CKD-affected households to provide crucial
data for the development of targeted financial protection policies. As well as, it requires
conducting an evaluation on community health worker-led screening models in rural areas.
Lastly, more research and investigation need to be done analyzing political economy barriers
to governance reform to identify and address systemic obstacles to improving CKD

prevention and management in the long term.

75



Reference

Abdelhafeez, A. H., Elamin, S., &Magzoub, M. M. A. (2018). The prevalence of chronic kidney
disease in sub-Saharan Africa: A systematic review and meta-analysis. BMC Nephrology, 19(1),

I-11.

Abdulkadr, M., Fiseha, T., &Kebede, A. (2017). Epidemiology of chronic kidney disease in
Ethiopian Police Hospital: Institutional based cross-sectional study. Ethiopian Medical Journal,

55(3), 193-201.

Abebe, S. M., Andargie, G., Shimeka, A., &Arage, G. (2020). The prevalence of non-
communicable diseases in Ethiopia: A systematic review and meta-analysis. Journal of Health,

Population and Nutrition, 39(1), 1-14.

Adem, Y., Nigussie, S., & Tadesse, M. (2024). Prevalence of chronic kidney disease and
associated factors among patients with hypertension in Ethiopia. Scientific Reports, 14(1),

Article 34567.

Ajayi, V. (2017). Research methodology in the social sciences. Sterling Publishers.

Alston, M., & Bowles, W. (2003). Research for social workers: An introduction to methods (2nd

ed.). Allen &Unwin.

American Health Information Management Association. (2020). Health information 101.

https://www.ahima.org/

American Kidney Fund. (2020). Causes of chronic kidney disease. https://www.kidneyfund.org/

76



Assefa, Y., &Abebe, S. M. (2022). The burden of non-communicable diseases in Ethiopia: A

systematic review. Ethiopian Journal of Health Sciences, 32(1), 1-12.

Assefa, Y., Gelaw, Y. A., Hill, P. S., Taye, B. W., & Van Damme, W. (2018). Community health
extension program of Ethiopia, 2003—2018: Successes and challenges toward universal coverage

for primary healthcare services. Globalization and Health, 14(1), 1-11.

Australian Institute of Health and Welfare. (2019). Chronic kidney disease.

https://www.aihw.gov.au/

Becker, M. H., &Maiman, L. A. (1975). Sociobehavioral determinants of compliance with health

and medical care recommendations. Medical Care, 13(1), 10-24.

Bekele, A., Yemane, T., &Assefa, H. (2015). Chronic kidney disease and associated risk factors
in a rural community in Ethiopia: A cross-sectional study. International Journal of Nephrology

and Renovascular Disease, 8, 57-63.

Bello, A. K., Nwankwo, E., & El Nahas, A. M. (2017). Prevention of chronic kidney disease: A

global challenge. Kidney International Supplements, 1(1), 1-5.

Berg, B. L. (2001). Qualitative research methods for the social sciences (4th ed.). Allyn and

Bacon.

Berhane, Y., Worku, A., Tewahido, D., &Gulema, H. (2021). The burden of non-communicable
diseases in Ethiopia: A systematic review and meta-analysis. Ethiopian Journal of Health

Development, 35(1), 1-12.

Bernard, H. R. (2006). Research methods in anthropology: Qualitative and quantitative

approaches (4th ed.). AltaMira Press.

77



Bhattacherjee, A. (2012). Social science research: Principles, methods, and practices. Textbooks

Collection. 3. http://scholarcommons.usf.edu/oa textbooks/3
Biggers, A. (2019). Why are the kidneys so important? Healthline Media.
Bryman, A. (2001). Social research methods. Oxford University Press.

Butler, 1. (2002). A code of ethics for social work and social care research. British Journal of

Social Work, 32(2), 239-248.

Centers for Disease Control and Prevention (CDC). (2022). Chronic kidney disease in the United
States, 2021. U.S. Department of Health and Human Services.

Chadban, S., Arici, M., Power, A., Wu, M.-S., Mennini, F. S., Arango Alvarez, J. J., ... Barone,
S. (2024). Projecting the economic burden of chronic kidney disease at the patient level (Inside
CKD): A microsimulation modelling study. eClinicalMedicine, 72, 102615.)

Christiana, O. O., Adejumo, O. A., &Akinloye, O. O. (2014). Chronic kidney disease: A ten-year

investigation of illness and epidemiological trends in Lagos, Nigeria. Nigerian Journal of

Clinical Practice, 17(5), 589-595.
Corbetta, P. (2003). Social research: Theory, methods and techniques. SAGE Publications.

Corbin, J., & Strauss, A. (2008). Basics of qualitative research: Techniques and procedures for

developing grounded theory (3rd ed.). SAGE Publications.

Creswell, J. W. (1994). Research design: Qualitative and quantitative approaches. SAGE

Publications.

Creswell, J. W. (1998). Qualitative inquiry and research design: Choosing among five traditions.

SAGE Publications.

78



Creswell, J. W. (2003). Research design: Qualitative, quantitative, and mixed methods

approaches (2nd ed.). SAGE Publications.

Creswell, J. W. (2007). Qualitative inquiry and research design: Choosing among five

approaches (2nd ed.). SAGE Publications.

Dagne, S., Gelaw, Y. A., Alemu, S., & Amare, M. (2022). Knowledge of chronic kidney disease
and associated factors among adults in Addis Ababa, Ethiopia: A community-based cross-

sectional study. PLOS ONE, 17(5), €0267885.

Davidson, J., O'Reilly, K., & Smith, R. (2002). Qualitative research and evaluation methods.

SAGE Publications.

Doctrepat. (2024, December 1). Kidney health in Ethiopia: Insights and treatment options.

Ethiopian Medical Association. (2020). Clinical guidelines for the management of non-

communicable diseases in Ethiopia. EMA Press.

Ethiopian Public Health Association. (2012). The health extension program in Ethiopia: Profile

and prospects.

Ethiopian Public Health Association. (2022). Position paper on chronic kidney disease in

Ethiopia.

Family Health International. (2005). Qualitative research methods: A data collector’s field guide.

FDRE Ministry of Health (FMoH). (2015). Health sector transformation plan (HSTP) 2015/16 —

2019/20. Federal Democratic Republic of Ethiopia.

79



FDRE Ministry of Health (FMoH). (2016). National strategic action plan (NSAP) for prevention

& control of non-communicable diseases in Ethiopia.

FDRE Ministry of Health (FMoH). (2019). Tobacco control directive.

FDRE Ministry of Health (FMoH). (2020). National strategic action plan for the prevention and
control of non-communicable diseases (2020-2025).

Fiseha, T. (2023). Burden of end-stage renal disease of undetermined etiology in Africa. Renal
Replacement Therapy, 9, Article 44.

Fiseha, T., Kassim, M., &Yemane, T. (2014). Chronic kidney disease and under diagnosis of
renal insufficiency among diabetic patients attending a hospital in Southern Ethiopia. BMC

Nephrology, 15(1), 1-7.

Foreman, K. J., Marquez, N., Dolgert, A., Fukutaki, K., Fullman, N., McGaughey, M., ... &
Murray, C. J. L. (2018). Forecasting life expectancy, years of life lost, and all-cause and cause-
specific mortality for 250 causes of death: Reference and alternative scenarios for 20162040 for

195 countries and territories. The Lancet, 392(10159), 2052-2090.

Frankfort-Nachmias, C., &Nachmias, D. (1996). Research methods in the social sciences (5th

ed.). St. Martin's Press.

Fresenius Medical Care. (n.d.). Understanding kidney disease.

https://www.freseniusmedicalcare.com/

Frontiers in Medicine. (2025). Chronic kidney disease: definition and global burden.

Gay, L. R., &Airasian, P. (2000). Educational research: Competencies for analysis and
application (6th ed.). Merrill.

80



Gerogianni, G., Kouzoupis, A., &Grapsa, E. (2014). The burden of chronic kidney disease on

patients and their families. Health Science Journal, 8(2), 141-151.

Gray, D. E. (2004). Doing research in the real world. SAGE Publications.

Guest, G., Bunce, A., & Johnson, L. (2005). How many interviews are enough? An experiment

with data saturation and variability. Field Methods, 18(1), 59-82.

Gupta, K. L., Sahay, M., &Jha, V. (2021). Chronic kidney disease in India: A challenge and an

opportunity. Journal of the Association of Physicians of India, 69(2), 11-12.

Habtu, M., et al. (2024). Renal replacement therapy access and outcomes in sub-Saharan Africa:
A cross-sectional study in adult patients. BMC Nephrology, 25, 259.

Habtu, M., Weldegebreal, F., Fiseha, T., & Mekonen, R. (2024). Renal replacement therapy

access and outcomes in sub-Saharan Africa. BMC Nephrology, 25, 259.

Hallemariam, S., &Bete, T. (2019). Health system challenges in the management of non-
communicable diseases in Ethiopia: A qualitative study. Ethiopian Journal of Health

Development, 33(2), 1-8.

Hancock, B. (2002). An introduction to qualitative research. Trent Focus Group.

Health Care Financing Administration. (2003). A profile of Medicaid: Chartbook 2000. U.S.

Department of Health and Human Services.

Hurtado, M. P., Swift, E. K., & Corrigan, J. M. (2001). Envisioning the national health care

quality report. National Academies Press.

81



Indian Council of Medical Research. (2020). National programme for prevention and control of

cancer, diabetes, cardiovascular diseases and stroke (NPCDCS).

Janz, N. K., & Becker, M. H. (1984). The Health Belief Model: A decade later. Health Education

Quarterly, 11(1), 1-47.

Jean, M. (2007). The role of government in health care systems. World Health Organization.

Jenna, P., Lacey, J., & O'Connor, L. (2017). Anatomy and physiology of the kidneys. OpenStax.

Jha, R., Lopez-Trevino, S., Kankanamalage, H. R., & Jha, J. C. (2024). Diabetes and renal
complications: an overview on pathophysiology, biomarkers and therapeutic interventions.
Biomedicines, 12(5), 1098.

Jin, Y., ... (2024). Fibrosis in chronic kidney disease: pathophysiology and therapeutic targets.
Journal of Clinical Medicine, 13(7), 1881.

Kidney Foundation. (2024). CKD evaluation, classification, and stratification guidelines.
Nursing2025. (2025). Chronic kidney disease: updates, priorities, and evaluation. Nursing,

55(11).

Jha, V., Garcia-Garcia, G., Iseki, K., Li, Z., Naicker, S., Plattner, B., ... & Yang, C. W. (2013).

Chronic kidney disease: Global dimension and perspectives. The Lancet, 382(9888), 260-272.

Kefale, B. (2018). Assessment of management and quality of life in patients with chronic kidney
disease at TikurAnbessa Specialized Hospital [Unpublished master's thesis]. Addis Ababa

University.

82



Kibret, T., Yalew, A. W., &Mengistu, B. (2022). The role of health extension workers in non-
communicable disease prevention and control in Ethiopia: A systematic review. BMJ Open,

12(3), €054321.

Kidney Health Australia. (2015). Chronic kidney disease (CKD) management in primary care

(3rd ed.).

Kidney Health Australia. (2016). Kidney disease: A guide for patients.

Kidney Health New Zealand. (2020). Treatment options for kidney failure.

https://kidneyhealth.org.nz/

Kikwawila, J. (1994). Research methods in social sciences. Dar es Salaam University Press.

Kreuger, L. W., &Neuman, W. L. (2006). Social work research methods: Qualitative and

quantitative approaches. Allyn and Bacon.

Krueger, R. A., & Newman, 1. (2003). Qualitative research methods: A data collector’s field

guide. SAGE Publications.

Lavrakas, P. J. (2008). Encyclopedia of survey research methods. SAGE Publications.

Levin, A., Stevens, P. E., Bilous, R. W., Coresh, J., De Francisco, A. L. M., De Jong, P. E., ... &
Yamagata, K. (2013). Kidney Disease: Improving Global Outcomes (KDIGO) CKD work group.
KDIGO 2012 clinical practice guideline for the evaluation and management of chronic kidney

disease. Kidney International Supplements, 3(1), 1-150.

83



Levin, A., Tonelli, M., Bonventre, J., Coresh, J., Donner, J. A., Fogo, A. B., ... &Eckardt, K. U.
(2017). Global kidney health 2017 and beyond: A roadmap for closing gaps in care, research,

and policy. The Lancet, 390(10105), 1888-1917.

Lewis, J. (2003). Design issues. In J. Ritchie & J. Lewis (Eds.), Qualitative research practice: A

guide for social science students and researchers (pp. 47-76). SAGE Publications.

Liamputtong, P. (2013). Qualitative research methods (4th ed.). Oxford University Press.

Lozano, R., Naghavi, M., Foreman, K., Lim, S., Shibuya, K., Aboyans, V., ... &Memish, Z. A.
(2012). Global and regional mortality from 235 causes of death for 20 age groups in 1990 and
2010: A systematic analysis for the Global Burden of Disease Study 2010. The Lancet,

380(9859), 2095-2128.

Marshall, C., &Rossman, G. B. (2011). Designing qualitative research (5th ed.). SAGE

Publications.

Maxwell, J. A. (1997). Designing a qualitative study. In L. Bickman& D. J. Rog (Eds.),

Handbook of applied social research methods (pp. 69-100). SAGE Publications.

McGlynn, E. A., Kerr, E. A., & Asch, S. M. (2001). New approach to assessing clinical quality

of care for women: The QA tool system. Women's Health Issues, 11(1), 10-19.

Mehta, R. L., Cerda, J., Burdmann, E. A., Tonelli, M., Garcia-Garcia, G., Jha, V., ... &Remuzzi,
G. (2015). International Society of Nephrology's Oby25 initiative for acute kidney injury (zero
preventable deaths by 2025): A human rights case for nephrology. The Lancet, 385(9987), 2616-

2643.

84



Memirie, S. T., Habtemariam, M. K., Aseffa, A., Norheim, O. F., & Bekele, A. (2025). Out-of-
pocket expenditure and financial risks associated with chronic kidney disease treatment in

Ethiopia: A cross-sectional study. BMC Health Services Research, 25(1), Article 112.

Merga, H., Fekadu, S., &Bekele, F. (2022). Challenges and opportunities for dialysis service in

Ethiopia: A qualitative study. BMC Health Services Research, 22(1), 1-9.

Moges, M. (2016). Prevalence and associated factors of chronic kidney disease among diabetic
patients attending Addis Ababa public hospitals [Unpublished master's thesis]. Addis Ababa

University.

Mogueo, A., Echouffo-Tcheugui, J. B., &Kengne, A. P. (2017). Burden of chronic kidney
disease in Sub-Saharan Africa: A systematic review and meta-analysis. The Lancet Global

Health, 5(2), e141-e148.

Molla, A. (2021). The role of non-governmental organizations in non-communicable disease

prevention and control in Ethiopia. Ethiopian Public Health Institute.

Morgan, L. A., & Kunkel, S. R. (2001). Aging: The social context (2nd ed.). Pine Forge Press.

Morri, A. (2006). Trustworthiness in qualitative research. SAGE Publications.

Mubarak, F. M., El-Reshaid, W., & El-Reshaid, K. (2013). Prevalence of chronic kidney disease
in adult diabetics in Tanzania. Saudi Journal of Kidney Diseases and Transplantation, 24(4), 832-

838.

National Health and Medical Research Council. (2021). Evidence-based clinical practice

guidelines for the management of chronic kidney disease.

85



National Kidney Foundation. (2002). K/DOQI clinical practice guidelines for chronic kidney
disease: Evaluation, classification, and stratification. American Journal of Kidney Diseases, 39(2

Suppl 1), S1-S266.

National Kidney Foundation. (2013). Facts about chronic kidney disease.

https://www kidney.org/

National Kidney Foundation. (2015). Kidney transplant. https://www .kidney.org/

National Kidney Foundation. (2019). About chronic kidney disease. https://www.kidney.org/

National Kidney Foundation. (2020). Kidney Early Evaluation Program (KEEP).

https://www kidney.org/

National Kidney Foundation. (2021). Kidney disease: The basics. https://www .kidney.org/

Nayar, K. R. (2007). Health care and the role of government. Centre for Enquiry into Health and

Allied Themes.

Ndanu, M. C., &Syombua, J. M. (2015). The use of triangulation in qualitative research. Journal
of Research in Humanities and Social Science, 3(8), 1-4.

Nguyen, H. T., Pérez-Gutiérrez, E., & Oliveira, R. (2023). Global prevalence of depression in
chronic kidney disease: A systematic review and meta-analysis. Kidney International Reports,
8(12), 3037-3046.)

Nigerian Ministry of Health. (2022). National policy and strategic plan of action on non-

communicable diseases.

Nussbaum, M. C. (2000). Women and human development: The capabilities approach.

Cambridge University Press.

86



Patton, M. Q. (1990). Qualitative evaluation and research methods (2nd ed.). SAGE

Publications.

Poon, C. S., Han, K., & Coulibaly, I. (2021). Burden and determinants of chronic kidney disease

in Ethiopia: A public health review. Public Health Reviews, 42, Article 1603969.

Pope, C., Ziebland, S., & Mays, N. (2007). Analysing qualitative data. In C. Pope & N. Mays

(Eds.), Qualitative research in health care (3rd ed., pp. 63-81). BMJ Books.

Rapley, T. (2007). Doing conversation, discourse and document analysis. SAGE Publications.

Razmaria, A. A. (2016). Chronic kidney disease. JAMA Patient Page.

Ritchie, J., & Lewis, J. (2003). Qualitative research practice: A guide for social science students

and researchers. SAGE Publications.

Rosenstock, I. M. (1974). The Health Belief Model and preventive health behavior. Health

Education Monographs, 2(4), 354-386.

Rosenthal, M. B., Fernandopulle, R., Song, H. R., & Landon, B. (2001). Paying for quality:

Providers' incentives for quality improvement. Health Affairs.

Sargeant, J. (2012). Qualitative research part II: Participants, analysis, and quality assurance.

Journal of Graduate Medical Education, 4(1), 1-3.

Sen, A. (1999). Development as freedom. Oxford University Press.

87



Shiferaw, W. S., Akalu, Y., Aynalem, Y. A., & Tilahun, A. M. (2020). Chronic kidney disease
among diabetic patients and low disease awareness in Northeast Ethiopia: A cross-sectional

study. BMC Nephrology, 21, 312.

Siddiqi, S. (2009). Health system strengthening: A framework for professional education. World

Health Organization.

Small, D. M., Coombes, J. S., Bennett, N., Johnson, D. W., &Gobe, G. C. (2012). Oxidative
stress, anti-oxidant therapies and chronic kidney disease. Nephrology, 17(4), 311-321.

Smith, A. J., & Lee, T. (2024). Effect of psychosocial interventions for depression in adults with
chronic kidney disease: A systematic review and meta-analysis. Journal of Psychosomatic
Research, 163, 111-120)

Sommers, B. D., Gunja, M. Z., Finegold, K., &Musco, T. (2017). Changes in self-reported

insurance coverage, access to care, and health under the Affordable Care Act. JAMA, 317(4),

366-374.

Strauss, A., & Corbin, J. (1990). Basics of qualitative research: Grounded theory procedures and

techniques. SAGE Publications.

Suleiman, A. A., Aliyu, I. S., &Adejumo, O. A. (2021). Challenges in the management of
chronic kidney disease in Nigeria: A systematic review. Nigerian Journal of Clinical Practice,

24(5), 625-633.

Tesfahun, A., Alemayehu, G., & Gebremedhin, T. (2025). Risk factors and prevalence of chronic
kidney disease among diabetic patients in Addis Ababa, Ethiopia. BMC Nephrology, 26, Article

52.

88



Tesfahun, A., Tadesse, E., & Asfaw, T. (2025). A qualitative study on awareness of chronic

kidney disease in Ethiopian communities. PLOS ONE, 20(11), e0336781.

Teshome, B., Demeke, W., & Girma, M. (2024). Knowledge, attitude, and preventive practices
toward chronic kidney disease among hypertensive patients in Adama, Ethiopia. PLOS Global

Public Health, 4(1), €0002831.

The Center for Health Workforce Studies. (2020). The health workforce. University of

Washington.

Theodore, H., & Elena, A. (2014). Health financing revisited: A practitioner's guide. The World

Bank.

Tolla, M. T., Norheim, O. F., &Memirie, S. T. (2020). The burden of non-communicable
diseases in Ethiopia: A systematic review and meta-analysis. The Lancet Global Health, 8(3),

e323-e333.

Tuckett, A. G. (2004). Qualitative research sampling: The very real complexities. Nurse

Researcher, 12(1), 47-61.

U.S. Department of Health and Human Services. (2022). Healthy People 2030: Kidney disease.

https://health.gov/healthypeople/

U.S. Renal Data System. (2022). USRDS annual data report: Epidemiology of kidney disease in
the United States. National Institutes of Health, National Institute of Diabetes and Digestive and

Kidney Diseases.

89



United Nations Development Programme (UNDP). (1997). Governance for sustainable human

development. UNDP Policy Document.

United Nations. (2000). General Comment No. 14: The right to the highest attainable standard of

health (Art. 12 of the International Covenant on Economic, Social and Cultural Rights).

USAID. (1996). Conducting key informant interviews. Center for Development Information and

Evaluation.

Webster, A. C., Nagler, E. V., Morton, R. L., & Masson, P. (2017). Chronic kidney disease. The

Lancet, 389(10075), 1238-1252.

Wiggins, J., Patel, S., & Wang, Y. (2019). Interdisciplinary care in chronic kidney disease.

Advances in Chronic Kidney Disease, 26(1), 1-2.

World Bank. (2007). Governance and development. The World Bank Group.

World Health Organization. (2000). The world health report 2000 - Health systems: Improving

performance.

World Health Organization. (2003). Prevention and control of non-communicable diseases: A

strategy for the African region.

World Health Organization. (2005). WHO model list of essential medicines (14th ed.).

World Health Organization. (2007). Everybody's business: Strengthening health systems to

improve health outcomes. WHO's Framework for Action.

World Health Organization. (2008). The world health report 2008 - Primary health care: Now

more than ever.

90



World Health Organization. (2010). Monitoring the building blocks of health systems: A

handbook of indicators and their measurement strategies.

World Health Organization. (2017). Tackling NCDs: 'Best buys' and other recommended

interventions for the prevention and control of noncommunicable diseases.

World Health Organization. (2018). Global action plan for the prevention and control of

noncommunicable diseases 2013-2020.

World Health Organization. (2021). Noncommunicable diseases progress monitor 2020.

World Health Organization. (2022). Noncommunicable diseases country profiles 2022.

Yesus, A., &Gobezie, M. (2021). Herbal medicine use and the risk of chronic kidney disease in

Ethiopia: A case-control study. Ethiopian Journal of Health Sciences, 31(1), 1-10.

Yirsaw, B. (2012). The burden of non-communicable diseases in Ethiopia: A systematic review

[Unpublished master's thesis]. Addis Ababa University.

Yousaf, M. (2021). Research design and methodology. Bookboon.

91



Annexes

Annex 1: Summary of Key Informants/ Interviews cited,

Pseudo Sex | Age | Religio | Marital | Work Experien | Employmen | Place  of | Participants

name of the n status position | ce t status work code

participants

Dr. Fekadu | M 34 | Orthodo | Married | Medical | 8 yrs Permanent | Z.M.H No.1
X doctor

Dr. Feyssa | M 32 | Protesta | Single | Medical | 6 yrs Permanent | Z.M.H No.2
nt doctor

Mrs. Genet | F 31 | Orthodo | Married | Sociolog | 4 yrs Permanent | Z.M.H No.3
X ist

Dr. Yelekal | M 41 | Orthodo | Married | Medical | 15 yrs Permanent | MoH No.4
X doctor

Dr. Iskander | F 30 | Protesta | Single | Medical | 3 yrs Permanent | MoH No.5
nt doctor

Dr. Nebiyou | M 36 | Orthodo | Married | Medical | 9 yrs Permanent | AACAHB | No.6
X doctor

Dr. Tsige F 30 | Orthodo | Single | Medical |4 yrs Permanent | AACAHB | No.7
X doctor

Mrs. Dibaba | F 28 | Protesta | Married | Sociolog | 6 yrs Permanent | SPHMMC | No.8
nt ist

Dr. Ali M 40 | Muslim | Married | Nephrol | 13 yrs Permanent | SPHMMC | No.9

ogist
Dr. Sofiya |M 38 | Muslim | Married | Medical | 10 yrs Permanent | SPHMMC | No.10
doctor

Dr. Tamru | M 36 | Orthodo | Married | Medical | 9yrs Permanent | SPHMMC | No.l1

X doctor
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Annex 2: Key Informant Interview Guideline for Ministry of Health Officials

I. Personal information of participants

| INTC S
2. Age...ooovnnnnn..
3. Religion...............

5. Family Size...................
6. Educational Level.....................
7. Work Position.........................
8. Work Experience ......................
9. Employment Status............

10. Placeof Work ......ccoovviiiiiiin....

IT: Questions related to policies and programs

1. What is your organization’s vision and mission?

2. How do you perceive the country's burden of chronic kidney disease?

3. Would you think there are a straightforward guidelines or programs to prevent and
control chronic kidney disease in Ethiopia?

4. What are the guidelines or programs designed to prevent and control chronic kidney
disease in Ethiopia?
e mention their names
e state the time they were issued
e by whom they were prepared
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10.

11.

12.

13.

14.

What were the conditions that facilitated for establishing the guidelines or programs in
relation to chronic kidney disease?

What were the constraints in the development of the guidelines or programsin relation to
chronic kidney disease?

What is the scope of the guidelines or programs in relation to chronic kidney disease?
Please tell me about the priority areas of guidelines or programs in relation to chronic
kidney disease?

What are the goals & targets of the guidelines or programs in relation to chronic kidney
disease?

How do you see the guidelines or programs in relation to chronic kidney disease with
national health policy?

What are the roles and responsibilities of the health centers in the guidelines or programs
in relation to chronic kidney disease?

How does the government organize and coordinate activities in relation to chronic kidney
disease?

Do you think that the developed policies or programs are helping to prevent and control
chronic kidney disease?

What is your organization’s future plan to prevent and control chronic kidney disease?

I11. Questions related to activities carried out

1. Please tell me the government preparation to prevent and control chronic kidney disease?

With regarding to:

e Budget allocation
e Health center building
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e Medical facilities fulfillment

e Health work force development

e Others issues.
2. What are the activities your organization’s does to prevent and control chronic kidney disease?
Please tell me in detail.
3. How does your organization monitor and evaluate the activities to prevent and control chronic
kidney disease?
4. Please tell me the result of the evaluation? What it indicated?

IV. Questions related to challenges faced

1. What are the major problems your organization faced in preventing and controlling

chronic kidney disease? Please tell me in detail.

2. What are the measures your organization’s taking to overcome those challenges?

3. What do you suggest to prevent and control chronic kidney disease better than now?

Annex 3: Key Informant Interview Guideline for the Hospitals officials

I. Personal information of participants

NS SO
2. Age...ooiininl.
3. Religion...............

5. Family Size...................
6. Educational Level.....................

7. Work Position..............ccooeeee...
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8. Work Experience ......................
9. Employment Status............

10. Placeof Work ......ccooveiiiiiiin....

I1. Questions related to policies and programs

1. What is your organization’s vision and mission?

2. How do you see the effects of chronic kidney disease on patients?

3. Do you think the policies or programs in relation to chronic kidney disease consider the
situation of your organization? How?

4. What kind of guideline your organization’s using to treat patients with chronic kidney
disease?

5. What is your organization’s future plan to provide better service to patients with chronic
kidney disease?

I11. Questions related to activities carried out

1. How do you see your organization’s readiness to serve chronic kidney disease patients?
In relation to.
e Office structure
¢ Bed rooms
e Health work force
e Treatment tools
e Drugs and others.
2. What activities does your organization’s do to minimizetheimpact of chronic kidney dise

ase? Please tell me in detail.
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Iv.

3. What are the treatments your organization does provide to patients with chronic kidney
disease?
4. How do you see the treatments for chronic kidney disease? In terms of
e Availability
e Accessibility
e Quality
e Acceptability.
5. What kind of support and care your organization’s offer for patients with chronic kidney
disease? Please tell me in detail.
6. How does your organization handle chronic kidney patient’s data?
7. How does your organization build the capacity of the staff to better serve kidney patients?
8. What is the source of the funds for your organization’s in minimizing and mitigating the
effect of chronic kidney disease?
9. How does the government support your organization work in relation to chronic kidney
disease?
10. What are the main supports your organization receives from the government?
11. How does your organization’s communicate with the government?
12. How does the organization monitor and evaluate chronic kidney disease related
activities?
13. Please tell me the result of the evaluation? What it indicated?

Questions related to challenges faced

1. What are the major problems your organization’s faced in minimizing the effect of chronic

kidney disease? Please tell me in detail.
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2. What are the measures your organization’s taking to overcome the challenges?

3. What do you suggest to minimize the effect of chronic kidney disease better than now?

V. Questions related to stakeholders

1. What are the stakeholders working with your organization in minimizing the effect of
chronic kidney disease? How do you see the collaboration?
2. What are the resources your organization has got from the stakeholders?

3. How does your organization interact with the stakeholders?

Annex 4: Observation Checklist

1. Infrastructures and facilities

1) There are enough and adequate offices and bed rooms in the hospital.
2) The offices are well furnished with chairs, tables and computers.
3) There is separate and adequate counseling room for kidney patients.
4) There is separate laboratory room to diagnose kidney disease.
5) There are adequate diagnostic facilities in the laboratory room.
6) There is enough essential drug storage.
7) There is enough drug supply for kidney patients in the hospital.
8) There are adequate rest rooms in the hospital.
I1. Dialysis/transplantation/rooms
1) There are a separate and adequate dialysis /transplantationroomsin the hospital.
2) There is enough number of dialysis machines.
3) How is the quality of the dialysis machines?
4) The dialysis machines have adequate supportive materials.
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5) There are enough spare parts for dialysis machines.
6) The dialysis /transplantation rooms have enough number of beds.
7) How is the safety and cleanness of the dialysis /transplantation rooms?
I1I. Training and meeting rooms
1) There is separate and adequate training and meeting rooms for the staffin the hospital.
2) Supportive resources and materials for training and meeting are available.
IV. Health work forces
1) There are enough number of doctors and nurses that service kidney patients.
2) There are social workers that provide support and care kidney patients.
3) There are technicians that maintain the dialysis machines.
4) There are adequate clean workers in the hospital.
V. Communication
1) How is the communication among the staff members?

2) How is the communication between the staff and kidney patients?
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ILhZAAPTATTCALTTICeHLPHM PEPF

1. PECERU/ALOLATHAONICTETIM?
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4. NAFRRLPMFAATNAFIATNANAATATEMMCP+HIE 7 AAPFATTCALPFOTHERT
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10.

11.

12.

e NMFMTY

o mFAL+THIE

o PTPTLHFFOINFTHLHCAR/LF?
NAATNRFICN+L PH7A A PTATTCLTTARHIB IR VTRR U5 +PFING.?
NAAFNAFICN+L PH7AAPTFATTCALTPFAHIB I I TATS 4 FFING?
NAAFNAFICN+LPHEAT 7T ANPFATTCALITDATP T LN TM.?
NAAFNAFICN+L PHE AT 7T ANPFATTCAL-PFE LM PAATAMFOLLFPFNTY
LH/H?
NAAFNAZFICNTL PHL AT 7 ANPTATTCILTTFAATIPTATINTICTIRTTF M2
NAAFNAFICN+LPHEAT7TANPTFATTCALTPFARLPMTHCETMT PFATIAL 1T
gRYgRITFM.?
@A AAFNAFICN+L PHEAT7TANPFATTCILIFATAINCPMTHCRTIAY
B AL CIRPPPLATALPTE MY
NAATNRFICN+L PHEAT T 7A A PTATTCLPTNUILHOME 7 A NATICAT LT 3P

PAU/A?

IL ht+A&N&PFICRHLPHD PR PT

1. NFAAFNAFICNT L PHEATIZANPTFAT TSI FAM+NC ...

e NNEFIEN

e NARAL+ATRFIINSF
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CPFIAPALTIM? NHCHCNTI91L73/87.
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IL NZAAPTFATTCALTTFTICe+HLPHDPRPF

. PECETU/MEOLATTAONTRTETIM.?

—

2. PRRAAFNAFNF R PFALALRLNPARTFETATEFFPPAU/M

3. NP AAFNAFICN+HLPHEAT7ANPTFATTCACTFRECE FF T+ PITHN IR NAY
FONAU/MA? ATE&T?

4. ECEFTUMNPHAATNAZFFTMMPTIATIATATCTARFADARL PR MPTRL?

5. ECETU/AADELTANAAFTNAFF MM PTO+HAARTIANRTATAMTITAP AT ?

L h+N&N&PFICOHL P PEPT

1. PHPAAFNAFFMPTFIATIAIACLECE FFUHIE T ..
o NNCADPPC

hnoYyLeAHaE+

NUATRTaRAL PP+

NTIHNAPCNTAT

AARTIICTATIRCATETFOPAU/A?

2. ECEFTUPNFAATNAFNF MR PTALLM LLAM TS FTATPINATATO) FFIRTIRTN
CPFIAPNLIDINHCHCNF 1943/ L7,

3. ECETU/MNARAAFNAFFTMPTFIRTIIRTUNTRTPFLAMA?

4. ECEFFFANRAATNAFPOAMMIYNTTPT

e NNHT
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o Nt+esAYTE
o Nteneyt
o NPETAIICATRFFPPAU/M?
5. BCEFTUANAAFNAFFOMPTFIVALIFLEIGATATANNNLLCIA?
NHCHCNF1914%/475?
6. ECETU/MPNAATNAFFIMMPTFALETATLTIOPT LHM.?
7. BCETUMAGHEFARAATNAFF TR PTO+HAAATADTATRAMAPTITFOLTAT LT
@.PR 77NM.?
8. ECETUMPRHRAATNAFFETIATSINATATRS) 3N P LCTIMMLFALPIN IO Ve T U
mYyMm.?
9. ECETUMCHAATNAFFETIAMPINATATR) FF009 0L CIM I TN AT LT AL
£141M.?
10. £CETU/ANARINTE P15 FMAPCNFFITITOITFM?
11. £CEFU/MNMYIINTICNTPTAL I THATI LM T F 1P, P LCTM.?
12. £CEFU/MPNAATNA F BT TATRPINATATD ) F 00 AL N PFFIAT LT LEMMEA?
£7ae)ag4?

13. P19 1M M EATEFIM? TR LA PANTINT/LT?
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1. £CEFFUONRAATNAFFETINMPINATNAR) FFNLAL P IMA- PGP T CFgR YR
TFQ? NHCHCNTIL5/E%?

2. ECEFFEANTRAAFNAFFHMPFNMAMMDLEISATATANNNLAL PIMI>TPTPTATS
43 FATHILCFTFIRIIOITFM? NHCHCNTILH/L7?

3. ECETUMLIMA>TIFICTFIAMS FFIRIIOIACTCEPFAPDALI MY

4. NMRAATFNAFICN+L LHL AT 7 ANAPTATTCILTF L IMATTICTIATE FF PIH AN
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V.NNAECARNATICe+P P PEPF

1. PPRAAFNAFNRPINATNAR) FFHNLALNECEFU/NICANZMPTMAGNAL CARNATAY
MITFM2PYE+TATEFFLPAU/MA?
2. ECEFUMANNALCARNATICATLTIM.PR 75 TML?

3. ZCETUMNNALECAANATPM, PI1TFM.& LTI ITFM.?
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2) NCPEPHIMAGINCTFIMLIAHPTFATNIPTRHCTAATFM.
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6) NUNTFAQAPNEPL 1P LY L HATPFHAA
7) NPATHAQAPANAATNAFFHHPTNEPLIPLY L FAPCNTAA

8) NUATFARAMNPARILE NG AT

IL PRAAFADNT / YPA-FhA/hE AT
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IIL PAAMSTATPNNNNAEA
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IV. P(MSPNMY L AT
1) PRAATNAZFFMMPTFOM LIATANRANTCTATICATAN
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3) PRAAFAMNFARALPPFPT M ENATE P PF Ak
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106



IV. 17 %1%

1) NALHRTFMUALAR Y ITAT & FIM,
2) NAGHEFATNMFAATNA FFMTPFAUA LA+ HAT LT IM,

3) ECEENMEANATICPARATETIOLTITTM,
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