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Abstract 

The searchfor an HIV medicine dates back to the 1980 's where advances were made 
using monotheraphy. Today, the HIV therapy is based on the use of a combination of 
drugs known as highly active antiretroviral therapy (HAART). Ethiopia adopted a policy 
of antiretroviral (A RV) drug supply and use in July 2003 and moved towards Fee ARV 
treatment in JanuGlY 24, 2005. Since the start of the program, data was collected about 
patients taking the medicine. The collected data was to be used to aid decision making 
concerning the program and the overall HIV situation. 

The objective of this study paper is to assess the Ethiopian Antiretroviral Therapy Patient 
Monitoring System and its function in Addis Ababa. For the study, four public, Zewditu, 
Menilik II, St. Peter, and Yekatit 12, and three private, Bethezatha, Zenbaba and Bethel 
HO~jJitals were selected. The primary data was collected Fom ART personnel, data 
clerks, nurses and doctors. In addition, in-depth interviews were conducted with key 
informants/i'om relevant agencies. 

The collected data was analyzed based on a conceptual/i-amework, Data Demand and 
Information Use, which stressed the interplay of three determinants of a system. These 
determinates are, Behavioral, Technical and the Determinants at the System and 
fndividual Level. 'l'l1e process of the antiretroviral patient dataflow was also discussed to 
give a clearer picture of the system. 

The .findings of the study have shown that there is a strong sense of responsibility among 
employees working ill the ART section. Though the sections are understaffed alld 
overextended in tlleir efforts, the staffs do their best in aiding patients and colleagues. 
Supervisors have had roles to play in the creation of a good working environment. 

Whatever the effort of the staff, a number of improvements could be undertaken to 
advance the system. For one, the process (jf data.flow requires standardization and could 
be highly improved if the use of the software under tasting was accelerated. Internet use 
also would have a great impact in speeding up the reporting process. The reporting 
forms lack relevant/ields in some cases and sometimes ask redundant questions in other 
situations. Tilis situation creates feelings of boredom in the already unde/paid 
employees. Tlnls. elimination of these unnecessalY questions will have a positive impact 
in the behavior of employees. 

In conclusion. the study l/CIs identified a number of problems in the determinants. The 
majority (jf the identified problems revolve around personnel. However, in designing the 
variaus carrecting interventions. the interaction among the determinants and effect (jf 
one determinant on another should be kept in mind. 

c= 1 
I 
I 



CHAPTER ONE 

1. 1 Background 
The human immune-deficiency virus (HIV) has created an enormous 

challenge worldwide . HIV attacks the CD4 cells that playa major role in 

m ainta ining the body 's immune system. Several years after the initia l 

infection with the virus, the number of CD4 cells in the victim's blood 

falls to below 200 per cubic millimeter , leading to infections such as 

tuberculosis (TB), septicemia and pneumonia, which otherwise the 

person wou ld have been a ble to resist (PANOS, 2006). 

Since recognition of the disease, HIV has infected close to 71 million 

people, and more than 30 million have died due to acquired immune 

deficiency syndrome (AIDS) (MOH, 2005). By the end of 2005, an 

estimated 38.6 million [33.4 million-46.0 million] people worldwide were 

living with HIV, some 4.1 million [3.4 million-6 .2 million] became newly 

infected, another2.8 million [2.4 million-3. 3 million] lost their lives to 

AIDS. Overall , the HIV incidence rate (the proportion of people who have 

become infected with HIV) is believed to have peaked in the late 1990s 

and to have stabilized subsequently, notwithstanding increasing 

incidence in several countries (UNAIDS , 2006) . 

More than 66% of the 40 million plus people living with HIV / AIDS 

(PLWHA) a re in Sub-Saharan Africa, where AIDS is the leading cause of 

death (MOH 2005). In a continent where more than 18 million have died 

thus far a nd another 28 million are living with the virus (most of whom 

are in the prime of their lives as workers and parents), the social 

consequences a re a lso dreadful. More than 12 million African children 

have been orphaned, life expectancy is dropping, family incomes are 

being decimated , and agricultural and industrial efficiency is declining 

becau se of th e epidemic (UNAIDS , 2002: 1) . 



Highly Active Antiretroviral Therapy (HAART) was the breakthrough in 

the industrialized world, leading to the reduction of mortality and the 

improvement of quality of life of PLWHA. Antiretroviral (ARV) drugs also 

significantly lowered the rate mother to child transmission of HIV. Thus 

antiretroviral therapy (ART) has become an integral part of the 

continuum of HIV care (MOH, 2005). 

Between 2001 and 2005, the number of people on antiretroviral therapy 

in low- and middle-income countries increased from 240 000 to 

approximately 1.3 million. Expanded treatment access was estimated to 

have averted 250 000 to 350 000 AIDS deaths between 2003 and 2005. 

Globally, however, antiretroviral drugs only reach one in five people who 

need them (UNAIDS, 2006). 

Epidemiology of HIV I AIDS in Ethiopia: 

Ethiopia's HIV / AIDS epidemic began in the mid-1980s. The first serum 

samples to contain HIV antibodies were analyzed in 1984 and the first 

AIDS cases were diagnosed in the capital city, Addis Ababa, in 1986 

(Lester et ai, 1988; Hailu et ai, 1989). Two years later, in 1988, high rates 

of HIV prevalence were detected among lon g-distance truck drivers (13 

per cent) and commercial sex workers (17 per cent) living along the 

country's main trading roads (Mehret et ai, 1990a; Mehret et ai, 1990b). 

Since then the epidemic has expanded rapidly throughout the country 

(Figurel). 
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Figure 1: Estimated and projected adult prevalence, 1982-2008. ]Source: Diseas 
Prevention and Control Department, FMOH, June 20041 
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At the end of 2005, according to UNAIDS's high scenario estimate, a total 

of 1.3 mill ion adults and children were living with HIV / AIDS in Ethiopia 

(UNAIDS, 2006). AIDS has become the leading cause of mortality in the 

15-49 age group , killing adults in the most productive phases of their 

lives. In 2005 a lone an estimated of 130,000 adults and children died of 

AIDS in the country. Life expectancy in Ethiopia is falling as a result of 

the epidemic and is expected to drop to 50 years by 2010 from a previous 

estimate of 59 years. The country also has one of the largest populations 

of children orphaned by AIDS in sub-Saharan Africa. The high UNAIDS 

scenario estimate put the number of AIDS orphans in Ethiopia at 

870 ,000 at the end of 2005. 

ART in Ethiopia 

With increasing access to ART and recognition of its positive impact in 

improving the lives of PLWHA, the Ethiopian government throu gh th e 

MOH endorsed a policy on supply and provision of antiretroviral drugs in 

2002. Th e policy demonstrates the Ethiopian governmen t's political 

commitment to improving access to ART for its population . The policy 
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stresses the government's commitment In several aspects, including 

mobilizing a ll stakeholders; allowing the tax-free importation of 

antiretrovirals (ARVs); lowering the price of ARVs through negotiation ; 

encouraging international initiatives on ART in the country; and 

promoting research on ART (www.etharc.org) . 

Initially hospi tals a round the country were providing fee-based ART 

services to patients at a monthly cost ra nging between 300 and 700 Birr, 

depending on the regimen used. In a move to make ART more accessible, 

the government launched the free ART initiative on 24 January 2005. 

This demonstrated its commitment towards the global "3 by 5" initiative 

that aims to have 3 million people in developing and middle income 

countries on treatment by end 2005. 

The ART program of Ethiopia 

In Ethiopia the introduction of ARV treatment dates back to 1998, when 

very few patients in Addis Ababa were receiving drugs from relatives 

living abroad or through non formal market at very high prices (MOH (c) 

et ai , 2005). 

The delivery of an tiretroviral therapy in resource-poor settings, once 

thought impossible , has been shown to be feas ible. The prices of 

antiretrovi ral drugs, which until recently put them far beyond the reach 

of low-income coun tries, have dropped sharply. New in stitution s such as 

the Global Fu n d to Fight AIDS, Tuberculosis an d Malaria and ambi tious 

bilateral programs, including the United States Presidential Emergency 

Plan for AIDS Relief, have been launched, reflecting an exceptional level 

of political wi ll and unprecedented resources for the HlV / AIDS battle 

(WHO, 2003). 
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Following intensive advocacy from concerned bodies the government of 

Ethiopia adopted the poLicy of ARV drug supply and use in July 2003 

a nd in a move to make ARV treatment more accessible launched the free 

ARV treatment initiative on January 24, 2005. Forty nine hospital s (all 

public) were selected to provide free ARV treatment; these included 

seventeen public hospitals that were already providing low cost ARV 

treatment. About twen ty of these forty nine hospitals had started free 

ART in March i April 2005(MOH (c) et aI, 2005). 

In the following sections, as listed in the 2005 Ministry of Health 's 

Guideline Jor Implementation oJ Antiretroviral Therapy in Ethiopia, the 

guiding pnnciples, goal, access and eligibility to the ART program in 

Ethiopia will be briefly presented. Though this is the official guideline 

and will be reviewed to give background information, the guideline has 

not been updated to include current changes. One obvious improvement 

has occurred in the eligibility criteria. Today the only eligibility criterion 

is the clinical one. 

GUIDING PRINCIPLES 

Since the start of ART in 2003, Ethiopia has developed a guideline for the 

implementation of ART. In it, the Eth iopian ministry of health bases the 

ART program on the following guiding principles: 

• ART, which is a comprehensive service, will be an integral part of 

the HIV continu um of care. 

• The chronic care model will be applied to deliver ART. 

• Treatmen t and clinical procedures 'will conform with national 

ARV treatment guidelines, which are based on international 

standards and best practices. 
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• Greater involvement of PLWHA will be encou raged. 

• Equitable universal access will be strongly promoted. 

• National prevention s trategies will be emph asized. 

• The National ART Program will strengthen th e national health 

care system. 

• Efforts will be made to ensure sustainability. 

• Only one National ART Implementation Guideline will be followed. 

• Pu blic-private partnership will be encouraged and promoted . 

• National and international networking will be valued and 

supported. 

GOAL 

The goal of the ART program, according to the Ministry of Health is to 

strengthen the health care system of the nation. The n ational ART 

program will be implemented as a safe, effective and equitable program 

as part of an HIV Continuum of Care. 

ELIGIBILITY 

Ideally, access to ART should be universal and equitable. However, the 

reality in Ethiopia today dictates eligibility criteria as a result of 

inadequate supply of free ARVs. Therefore, not all those who qualify for 

free ART will be able to get it initially. Since only a very limited 

percentage of those estimated to need ART will access the treatment 

initially, criteria for access to free ART, with a contingency quota plan, 

have been esta blished. The framework for access to free ART will be 

transparent and participatory to ensure that all people will be considered 

for high quality services on equal basis. 

At the national level, the following are the minimum access criteria, given 

in order of importance: 

1. HIV regional prevalence and population density 
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2. Access priority fo r vulnera ble groups (children , pregnant women , 

rape victims a nd health workers exposed in the line of duty) 

At the facility level, access to ART should be prioritized based on: 

l. Clin ical initia tion criteria 

2. Clin ician determined last resort priority 

a. The sickest with ART reversible conditions 

3. Non-clinical priority 

a. The most vulnera ble groups 

b . Gender equity, i. e. equal representa tion of women 

4 . Con su ltation wi th !-I IV / AIDS Committee at th e facili ty level 

a . Based on best practices , it is highly recommended tha t facility 

!-I IV / AID S committee serve as the ART access committee 

In order to accelerate access to ART, the MO!-I issu ed a Road Map for 

2005-2006. The Road Map provides clear targets for ART rollou t and 

allows all actors to extract their individual targets to ensure timely 

delivery of their specific respon sibilities. There h as been a rapid scale-u p 

in the number of sites providing ART; curren tly 93 hospitals are 

providing the service. 

An estimated 277,757 PLWHA, including 24,201 children, required ART 

in 2006. 1 The national cumula tive number of patients ever s ta rted on 

ART u p to th e now was reported to be over 60 ,000. 

1.2 Statem ent of the problem 
All programs need good statistics; the need is very acute wh ere resou rces 

a re limited and the cost of unwise allocation of fund s can m ean the 

I A IDS in Et hiopia, 6th edition . 
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difference between life and death (HMN, 2006). This statement rings very 

true when the data being collected specifically targets health information. 

The need for data collection and analysis often boils down to providing 

decision makers with relevant information so as to help them in making 

evidence-based decisions. Starting from the lower hierarchy to the top, 

effective decision s are ma de when they are based on actual data, and 

impact of the decis ions made increases in significance as one goes higher 

in the h ierarchy. At the upper levels, decisions are reflected in policies 

and programs formulated. According to Scott (2005), evidence-based 

policy-making is desirable for transparency of policy making and 

accounta bility of policy makers. 

In the health sector, planning, systematic data gathering, analysis and 

interpreta tion are essential. These include monitoring clinical care, 

patient outcome improvement, logistical appropriateness, program cost­

effectiven ess and performance measures and improvement. The data 

gathering process must be clinically oriented, facility-based, simple, 

adaptable and integrated into the exis ting system (WHO, 2006). 

In the collection of information on health and disease (as in ART 

monitoring), the magnitude and distribution of disease burden are crucial 

to inform policies, enable resource a llocation to better address health 

needs, and monitor the impact of health interventions on health 

outcomes (Tangcharoensathien , et. a I, 2006). In the one specific area of 

intervention, the effort to provide patients with Anti-Retroviral Treatment 

(ART) needs to be h ighly coordinated. 

The necessity for a highly coordinated a nd efficient monitoring sys tem 

becomes very severe when seen in light of the limited resources available 

and desperation of patients. 

8 
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This study assesses the functionality of the monitoring system, its 

strength and pitfalls in order to indica te and suggest possible areas for 

improvement. Th is is the first study, to my knowledge, in the area of ART 

patient monitoring system in Ethiopia, and as such could provide good 

baseline information and form the basis for further studies. 

1.3 Objectives 

1.3.1 General objective 
The general objective of this study is to assess the strength and 

weakness of the ART patients monitoring system in Ethiopia, and 

suggest solutions for improvement. 

1.3.2 Specific objectives 
• To describe the data flow process from generation to analysis 

• To assess behavioral determinants of the system in terms of the 

knowledge, skills, attitudes, values, and motivation of the people 

who collect and use data. 

• To a s ses s technical determinants of the system in terms of data 

collection p rocesses, systems, forms, and methods. 

1.4 Methodology 

1.4.1 Methods of data collection 

The initia l phase of the study involves a through review of available 

published and unpublished documents. Primary data/information was 

collected through semi-structured individual interview and site 

observation . Interviews were also conducted with key informants . The 

key informan ts were selected based on their unique positions in the 
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organizations they work in. These were personnel holding administrative 

position in the hospitals and professionals that have direct contact with 

the monitoring of data, both in Addis Ababa Health Bureau and HAPCO. 

1.4.2 Sampling method 

In Addis Ababa, ART has been provided by 9 public and 11 private 

hospita ls, 2 1 health centers, 3 NGOs clinics and 3 Armed Forces 

hospita ls. Th e hospitals, both paying and public, as of March 10, 2007, 

had 20, 556 patients which were currently on ART. The study focuses on 

hospita ls and as such sampling was done on these private and public 

hospita ls. 

Though there a re a total of 20 hospitals in the city, excepting the armed 

forces hospital , only 7 hospitals were selected for this assessment. 

Purposive sampling was used to select the hospitals based on the patient 

flow. Hospitals serving relatively small number of patients were 

disregarded and those with average and relatively higher number of 

patients were included in the study. The hospitals picked for this 

assessment were 4 public (i.e. Minilik II, Yekatit 12, Saint Peter, and 

Zewditu) and 3 private hospitals (Le. Bethezata, Bethel and Zenbaba). 

These hospitals were reported to serve about 43% of patients on ART in 

Addis Ababa. 

Indicators 

The conceptual framework adopted for the study has provided a number 

of indicators in relation to the technical, behavioral, system and 

individual level determinants. This study focuses on the following major 

indicators: 

Technical Determinants: 

Tra in ing 
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Standard of forms 

Da ta qua lity . 

System and Individual determinants: 

Roles and responsibilities for informa tion use, 

Unders tanding of the system, 

Decision making, 

Sta ff adequacy, 

Working environment 

Feed back m echanism 

Behavioral Determ inants: 

Team work, 

importance employees a ttach to their work 

motivation and incentives 

1.5 Limitation of the Study 
The study has some limitations that deserve mentionin g. First , s in ce the 

study was conducted only in Addis Ababa, som e of its findings may not 

easily be ext rapolated to th e other pa rts of the country. Second, the fact 

tha t the s tudy is predominantly based on experts ' opinion means that it 

may partly suffer from biases ansm g from subjective judgments of 

individu al respondents . Third, though the hospitals selected serve a 

great proportion of the ART patients, the response from the twenty four 

respond ents from th e seven hospita ls m ay not adequa tely reflect the 

situation in t he en tire sys tem. 
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CHAPTER TWO 

2. LITERATURE REVIEW 

Health information system 

Healt h Information System: A sys tem that integrates data 
collection, processing, reporting, and use of the information necessary 
for improving health service effectiveness and efficiency through 
better management at a ll levels of health services (WHO, 2004). 

As stated earlier all governments need quality information and statistics 

about their citizens . The purpose of collection may differ based on the 

need the government wants to address but the ultimate goal of a national 

health information system is to collect, process, report and use health 

information and knowledge to influence policymaking, program action 

and research (Abou Zahr a nd Boerma, 2005). 

There are a wide range of data generation methods for hea lth informa tion 

system s . These include health facility data, administrative returns, 

household surveys, censuses , vital registration, national h ealth accounts 

and health research (AbouZahr and Boerma, 2005). While nationa l 

health information system s vary from country to country, in their 

broadest sense, they include all sources of h ealth information, 

encompassi ng vital events monitoring; service statistics and surveillance; 

population and housing censuses; periodic surveys ; na tional health 

accoun ts; and resource tracking (MEASURE, 2006) . 

The presence of a health system is not sufficient to gua rantee quality 

data generation .A quali ty health system is a client-centered , integrated, 

responsive and cost-effective system that includes the continuum of care 

from health promotion and prevention. Such a system is based on a 

regula r assessment of people 's needs and wants, and monitors itself 
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based on a philosophy of continuous quality improvement. (Shaikh and 

Rabbani , 2005) 

The health information system is heavily biased towards qualitative data, 

in terms of descrip tion s of health status and mortality of populations 

over time, a nalysis of causation of health problems, quantification of 

association s between hea lth outcomes and risk or protective factors, and 

assessment of the effectiveness of public health interventions (AbouZahr 

and Boerma , 2005). 

Through all the da ta generation methods and various types of national 

health information systems, certain prerequisites need to be in place for 

a health information system to function . HMN (2006) lists these five 

prerequisites as : 

1. Information policies: Supportive legislative and regulatory 

environmen t. 

2. Financial resources: Investment in da ta collection, analysis and 

u ti lization from domestic and international sources. 

3. Human resources: National technical expertise and leadership, sub 

national exper t ise to ensure observation of data-quality standards 

and data use. 

4. Communications infrastructure: Infrastructure and policies for the 

trans fer of informa tion between producers and users within and 

outside the h eal th system. 

5. Coordination and leadership: Well-established m echanisms to lead 

h ealth informa tion systems effectively and efficiently. 

The collected health information is used at three different levels of 

society. As AbouZah r and Boerma (2005) elaborate the first u se of 

13 



information occurs a t the level of individuals and communities wh ere 

information is needed fo r effective clinical management and for assessing 

the exten t to which services are meeting the needs and demands of 

communities . The second, at the level of the district, health information 

enables h ealth planners and managers to take decis ions rega rding the 

effective functioning of health facilities and of the health system as a 

whole . Finally at higher levels, h ealth informa tion is needed for stra tegic 

policy-making and resource allocation. 

As defin ed by the WHO the word "system" implies a connected whole or 

organized process . But in practice, most country health information 

systems lack such coh esion , having developed in a piecemeal way, 

fashioned by admini strative, economic, legal or donor pressures and are 

invariably h ighly complex. Resulting in fragmenta tion of health 

informat ion system s, the dispersa l and dilution of responsibility, and the 

competing in terests of diffe rent actors from different sectors (AbouZahr 

and Boerma, 2005 , HMN , 2006). 

2.1.1 Health Management Information Systems (HMIS) 

Health Management Information System: An information sy stem 
specially designed to assist in the management and planning of 
health programs, as opposed to delivery of care (WHO, 2 004). 

A h ealth m anagement informa tion system (HMIS) is a n essential tool for 

strengthen ing planning and management in the health facilities . Any 

conventional HMIS enables monitoring of service delivery in terms of 

access , coverage, expenditure, human resources, disease profiles and 

h ealth ou tcomes (Shaikh and Ra bbani , 2005) . 
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Health ma nagement reqUires timely and accurate information from 

various sources to be a ble to monitor the health status of the population, 

the provision of services as to the coverage and utility, drugs stocks and 

consumption patterns, equipment status and availability, finances and 

personnel on a regular basis. Accurate, relevant and up-to-date 

information is essential to health service managers if they are to 

recognize weaknesses in health service provision and take actions that 

will improve service delivery (Bodavala, 2000). 

The term health management information systems is generally used to describe the 

followin g subsystems 

Various sub- components/sub-systems of Health information System 

Epidemiological 
surveillance 

Routine service 
reporting 

Specific program 
reportin g 

Administrative systems 

Vital re g istration 

Identification/notification of diseases and risk factors . Investigation, 
fo llow·up, control measures 
Hospital/health center based indicators on performance of the 
various services 
Various programs in operation in a particular country, topically 
include: 
Reproductive child health , 
AIDS, MALARIA, TB, LEPROSY, Integrated Child health and many 
other programs under different departments, names 
Account and financial systems 
Drugs management (procurement, storage and delivery) 
Personnel management 
Asset management (equipmenUbuildings etc) 
Maintenance system 

Birth, deaths , migration etc., 

Source: Ra nganayakulu Bodavala, Evaluation of Health Management Information 

System in India: Need for Computerized Databases in HMIS (2000) 

One of the reasons that make health information management systems 

difficult to conduct is that measurement in health is conceptually and 

technically complex . It requires statistical, public health and biomedical 

knowledge and expert ise unique to each disease or program area. As a 

result different heal th statistics vary greatly in terms of reliability and 
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validity of the indica tors, and feasibility and accu racy of measurement 

instruments (HMN , 2006). 

2 .1.2HMIS in Ethiopia 

As in other developing countries, the HMIS in Ethiopia has its 

limitat ions. But to its credit, the final report on Evaluation of Health 

Sector Development Program II (HSDP) states, HMIS has shown some 

improvements over time, and th e statistical reports based on data 

derived from various sources has been published and disseminated every 

year by the FMOH/ PPD. The report also recommends the need to 

address issues around standardization of data collection and reporting 

procedures ; and to shift the focu s from m erely compilation of information 

to u se of data for decision-making purposes (Federal Ministry of Health 

and Regional Health Bureaux, 2006). 

According to the recommendations and targets set by HSDP II , the 

Federal Ministry of Health (FMOH) has revised and reduced the number 

of repor ting formats from 25 to 12. Efforts are also being made to 

establish networking between FMOH and Regional Health Bureau s 

(RHBs) . A national HMIS advisory committee (NAC) has been established 

with representation from different stakeholders (MOH b, 2005). 

Most of the regions have adopted reporting systems on major 
health indicators and health sector activities based on formats 
developed jointly by the FMOH and the regions. In Tigray, 
focal p ersons fo r HMIS have been assigned at regional, 
woreda and health facility levels. Networking through email 
has been implemen.ted in 30 Woredas of this region. SNNPR 
RHB has also adopted a generic reporting system, produced 
guideline, trained staff at all levels and ins tituted a 
computerized data system. Other regions have hired data 
collection staff(MOH b, 2005). 
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Though the above-mentioned cases present improvements, obstacles 

remain. The Ministry of Health (MOH b, 2005)) lists the challenges as; 

lack of coordinated effort and leadership, lack of strategy and policy, 

shortage of skill ed hu man resource and lack of guideline. The timeliness 

and completeness of HMIS reporting remains poor, and such delays 

contribute to the failure (at all levels) to use data as the basis for 

informed decision-making in planning and management. In addition, 

parallel reporting mech anisms persist with programmatic and donor­

supported initia tives resulting In multiple reporting formats and an 

increased administrative workload . 

In relation to ART, the HMIS must support the monitoring of program 

implementation, the documentation of patient care and outcomes, as 

well as logistical capacity and performance . In order to have a unified 

national ART program, tools, systems and reports must be standardized. 

MOH, as the respons ible body, must lay down mechanisms to eliminate 

uncoordinated individual opera tions. Regions, likewise, must assure that 

reporting materials, tools and systems fo llow national standards in 

support of th e national HMIS system (MOH , 2005). 

2.2 Antiretrovir-al Therapy 

Anti-Retrovi ra l Therapy (ART) is the admin istration of at least three 

diJTerenL medications known as Anti-Retroviral drugs (ARV) in order to 

supprcss Ihe replication of the huma n immunodeficiency virus (HIV). 

ART is not a cure. It must be taken for life and is cos tly . ART is delivered 

as part of a c0l11 prehensive care, which includes Voluntary Counseling 

and Test in g (VeT), the diagnosis and treatmen t of Sexually Transmitted 

Di seases (S1'D8), Tubcrculosis (TB), Opportunistic Infections (OJ) , and the 
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prevention of mother to child transmission (PMTCT) as well as the 

treatment of pregnant women (www.etharc.org). 

The search for a n HlV medicine spans deca des. In the years from 1987-

1990, the fi rst advances using mono therapy, with the drug brand named 

Zidovudin e, were made (Volberding, 1990, Fischl 1990, cited in 

Hoffmann a nd Mulcahy, 2006). Zidovudine was first tested on humans in 

1985 , an d introduced as a treatment in March 1987 with great 

expectations. Initially, at least, it did not seem to be very effective. The 

same was tru e for the drug class of nucleoside analogs, Zalcitabine , 

Didanosine and Stavudine, introduced between 199 1 and 1994 

(Hoffmann and Mulcahy, 2006). 

In September 1995, the preliminary results of the European-Australian 

DELTA Study and the American ACTG 175 Study attracted attention 

(Delta 1995, Hammer 1996, cited in Hoffmann and Mulcahy, 2006). It 

became apparent that combination therapy with two nucleoside analogs 

was more effective than mono-therapy. Both studies demonstrated that it 

was poten tially of great importance to immediately start treatment with 

two nucleoside analogs, as opposed to us ing the drugs sequentially 

(Hoffmann and Mulcahy, 2 006). 

In the fall of 1995, the licensing studies for three protease inhibitors 

(PIs), a second type of drug class, Ritonavir, Saquinavir and Indinavir, 

were pursued with a great amount of effort. Betwe en December 1995 

and March 1996, all three PIs, fi rst Saquinavir, followed by Ritonavir and 

Indinavi r were approved fo r the treatment of HIV. The potentia l of the 

new dru gs was sl owly beeoming a pparen t and in June 1996 at the World 

AIDS Confp,renc(:' in Vancouver, th e strangely unscientific expression of 

highly active anliretroviral therapy (HAART) began to spread (Hoffmann 

and Mulcahy, 2006). 
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With the new knowledge of the incredibly high turnover of the virus and 

the rel ent less daily dest ruction of CD4+ T-cells, there was no longer any 

considera tion of a laten t phase and no life without a ntiretroviral therapy . 

In many centers almost every patient was treated with HAART. Within 

only three years, from 1994- 1997, the proportion of untreated pa tients 

in Eu rope decreased from 37 % to barely 9 %, whilst the proportion of 

HAA RT patients rose from 2 'Yo to 64 % (Ki rk 1998, cited in Hoffmann 

and Mulcahy, 2006). By June 1996, the first non-nucleoside reverse 

transcriptase inhibitor, a th ird drug class , nevirapine, was licensed and 

introd uccd. Also a nother PI , Nelfinavir, en tered the market(Hoffmann 

and Mulcahy, 2006). 

Even [or the h ighly researched HAART, there were side effects. These side 

effects were termed as Lipodystrophy. The actual cause of Lipodystrophy 

remained comple tely unclear (Hoffmann and Mulcahy, 2006). 

Recent studies have come to th e conclusion that HIV remains detectable 

in latent infected cells, even after long-term suppression. The estimation 

of years that it would take to eradicate the I-lIV virus from a patient's 

system has gone up from a mere three years to seventy three years. To 

date , nobody knows how long these latent infected cells survive, and 

whether even a small number of them would be sufficient for the 

infection to fl are up again as soon as treatment is interrupted (Hoffmann 

and Mulcahy, 2006). 
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2.2.1 ART Monitoring 

Monitoring of a p rogram or intervention involves the collection of 
routine data that measure progress toward achieving program 
objectives. It is used to track changes in program performance over 
time. Its pUlpose is to permit stakeholders to make informed decisions 
regarding the effectiveness of programs and the efficient use of 
resources (Frankel and Anastasia, 2007). 

The Ethiopian Ministry of Health believes that all stake holders need to 

be informed on the latest development concerning ART. According to the 

ministry, a well developed information management and Communication 

plan becomes a crucial component of the ART program because: 

• A very complex treatment program is being scaled up very rapidly 

• Treatment is to be taken fo r life and high rate of adherence is 

expected, allowing no room for supply interruption 

• The program requires specific skills and resources in a resource 

limited setting 

Establishing good chronic HIV care including ART requires forming and 

preparing a clinical team to provide contin u ity of HIV care. A key element 

of conti nuity of ca re is keeping a record which summarizes th is care and 

a llows each health worker or counselor to u n derstand what has 

happened before in terms of the patient 's HIV clinical s tage, a summary 

of th e patient's ART over time, weight and funct iona l s tatus and so on 

(WHO , 2006). Therefore, an ART progra m requires the h ighest degree of 

coordi nation and integration to su cceed in a health care delivery sys tem 

wi th very little or no experience. Strong information management and 

communication will serve as a backbon e for this program (MOH, 2005). 
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The ability of coun tries to provide and sustain effective long-term HIV 

care with ART and prevention is critical. This requires an effective patient 

moni toring system integrated with care, prevention and treatment at the 

health faci lity. Monitoring the program by measuring key indicators and 

immediately feed ing these back to improve program activities are 

essential to success (WHO, 2006). 

HIV care information is genera lly important for tracking pa tients in HIV 

care, bo th prior to enrolment in ART a nd while receiving ART. In ma ny 

countries , patients receiving HIV care are treated a s acute and episodic 

cas es. Following patients th rou gh HIV care before s ta rting ART allows 

provid ers to monitor an d manage sym ptoms, make referra ls to 

psych osocial, nutritional and commu nity support, a nd provide a direct 

link into treatment when the pa tien t will ben efit most from ART (WHO , 

2006). 

The quantity and detail of data needed is generally greater at lower 
levels of the system. where decisions on the care of individuals are 
made, than at higher levels where broader policy-making takes place. 
Too often. lower level managers are required to report vast quantities 
of data to higher levels but rarely receive any feedback. At the same 
time, the illfimnalioll. overload at higher leuels is such that the data 
are in practi('c seldom used effectively (AbouZahr and Boerma, 2005). 
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Figure 2 : HIV / ART monitoring at different levels of the health care 
system 

Level of data 
collect ion 

Globall 
Reg ional 

National 

District 

Facility 

Patient 

Monitoring 
tools 

Global/regional 
summary indicators 

National summary 
IndicatorS 

DistrICt summary 
indicators 

Facility registers, 
logbooks 

t! 
Pallent card/record 

Purpose 

Summary indicators for 
global reporting 

Summary indicators for national 
plaming and reporting 

In<icalors for district and 
national reporting and planning 

Clinical team management of 
groups of patients, case review, 
audits, drug supply management 

Indvidual patient management 

Quantity 

Less 

Source : WHO Patient Monitoring Guidelines for HIV Care a nd 
AntiretroviraI Therapy (ART) (2006) 

In the Ethiopian ART monitoring system, the process of data 

man agement involves five steps . First physicians, nurses and 

pharma cists do the clinical documentation, Then the data is entered by a 

data clerk. The next step involves data managers who aggregate and 

th en an a lyze the da ta . At the fin al stage reporting is done by the program 

coordinator (MOH, 2005) . 

2.2. 1.1 Objectives of ART Monitoring System 
Th e WHO "Patient Monitoring Guidelin es [or HIV Care a nd Antiretroviral 

Therapy" (2 006) lists th e specific objectives as: 
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1. Provid ing an d fac ilitating nation al stakeholder consensus on a 

standard ized minimum set of data elements to be included in patient 

moni tori ng tools; 

2. Helping to establish a functioning patient monitoring system to enable 

the rap id scale-up of effective chronic HIV care, ART and prevention; 

3. Providing co ns idera tions for HIV care and ART information systems 

design ; 

4. Introducing the practice of a s imple cohort analysis for HIV patients 

on ART; 

5. Mapping the standardized minimum set of data elements to the core 

ART p rogra m ind ica to rs and other internationally agreed u pon 

indicators; and 

6. Contributing to sLlccessful program monitoring, global reporting and 

planning through the measurement of indicators at the district, national 

and international levels . 

2.2. 1.2 Essential minimum standard HIV care and ART 
patient monitoring data 

An importan t distinction must be made from the outset between what 

data to collect and how to collect them. The WHO (2006) guideline gives 

essential minimum standard H[V care and ART patient monitoring data 

broken clown into four categories as: 

• Demographic information 

• [-IIV ca rE' and fa mily s tatus 
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• ART summary a nd; 

• Patie nt encoun ters information 

2.2. 1.2 . 1 Demographic information 

Demographic information is collected once at enrolment and updated 

with changes. Basic identifying data including name, sex, da te of birth , 

age, marital status, address , telephone number a nd other contact 

information arc generally self-explanatory. It is important that this 

information be as complete as possible a nd that there is a consisten t way 

to record each item, particula rly the date of birth. 

2.2.1.2.2 IIIV care and family status 

HIV care history is collected at baselin e for a ll patients enrolled in HIV 

care whether or not t hey h ave started ART and is upda ted as inform ation 

changcs . The information is generally related to how and why the patient 

entered into HIV care, and to details of the current facility providin g care. 

This includes the date the patient tested HIV-pos itive (a nd subtype where 

available and needed) , as we lJ as the HIV status (if known) of immediate 

family members or par tners. 

Oth er essen ti al HIV care information includes identifying the patients' 

ent ry point into care that is where they were referred from (PMTCT, TB , 

STI, etc.)' any treatment histOlY including PMTCT p31-ticipation and th e 

health unit and district of th e facility where they are curren tly receiving 

HIV care. Additionally, the n a me of the m edical officer or doctor at the 

first-level fa ci lity or cl inical team overseein g t he patien t should be noted. 

Contact information for the patient's treatment supporter should al so be 

collected. Finally, any drug allergies should be recorded in a visible place 

on th e patient's chart either in a designated section on the patient card 
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or n ear the lOp so t hat this information is easily identifiable by the 

clinical team. 

2.2.1.2.3 . ART Summary 

The ART summ ary da ta a re collec ted a s information becomes available or 

relevant. They include th e baseline clinical s tatus of patients wh en th ey 

s tart ART; regi men ch a nges and other status chan ges thereafte r ; and 

interru ptions with stop or los t and restart dates and reaso ns . The data 

cover t he most important a spects of a pa tient's treatment his tory a nd a re 

critical fo r patien ts to receive con tinuous care particularly when 

trans ferred to a new facility . 

If a patien t .is not trea tment-n a ive prior to starting ART at the health 

fa cility, it is important to determ ine, in as much detail as possible, past 

ARV drug regimens and the durations, inclu ding for PMTCT. In addition, 

it is important to cullect the da te the patient is medically eligible to start 

ART and why . 

2.2.1.2.4 Patient Encounters Information 

Patient en counter inform a tion is collected and updated every time a 

patien t visit s a h ea lth faci lity . In addition to the encounter date, 

information concerning th e patient 's clinical and follow-up status (stop, 

restart , los t, drop, transfe r in/out or dead) should be collected. These 

include Fu n ctiona l s tatus, WHO clinica l stage, TB status, possible side­

effects (including drug a llergies), new symptoms, diagnoses or 

Opportunistic Infections , Laboratory results and Specifics on ARV drugs, 

prophylaxis and other medications . Finally, it is important to assess and 

record patien t adheren ce to both treatment and prophylaxis at each 

encoun ter u sing a method or methods th a t h ave been agreed upon 

n a tionally. If non -ad h eren ce is reported , the reason(s) should also be 

noted. 
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2.2. 1.3 Recording methods 

Apart from the different kin ds of forms, which will be presented later, to 

collect the set of data needed for ART monitoring, Ethiopia uses the 

following three methods (WHO, 2006). 

2.2.1.3.1 ARV Clinic Patient Record 

Ethiopia h as adapted the standard WHO forms to distribute nationally. 

The forms have fi elds to be filled out concerning the patient's marital 

status, level of education, religion, husband / wife and dependent 

children at home , patient address, patient referral and care 

giver / emergency con tact information. 

While the registers an d aggregated da ta forms are almost identical for 

reporting reasons, the country has opted to include a set of clinical 

intake form s . The clinical form has the adva ntage of taking a clinician 

through the intake process, ensuring coverage of the major parts of a 

patient'~ clinical history and provides a comprehensive overview of the 

pa tient, including social and economic circumstances. All fo rms come 

with written instructions on how to fill out the form which is a response 

to the high turnover among heal th workers a t facilities. 

2.2. 1.3.2 HIV care/ART follow-up form 

This form is used to collect information on the patient 's functional 

s tatus, 1'8 status, WHO staging, side effects, drugs prescribed and 

information about opportunistic infections . The follow-up form in 

Ethiopia is similar to the generic patient card encounter page. However, 

due to the lack of a patient summary page, it also incorporates 

information from clinica l intake forms to fac ilitate data tran sfer to th e 

pre-ART register. In addition, the codes are more descriptive and provide 

u sers with a quick assessm ent of adherence . 
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2.2.1.3 .3 Cohort analysis form 

The term "Cohort" shou ld not be confused with the typical meaning of 

"Cohort St udies". In pa tient monitoring of ART, a cohort is an ART sta rt­

up group consis ts of a ll patients sta rting ART in the same month. Cohort 

analysis compares baseline characteristics of patients who started on 

ART with th eir statu s a t 6 an d 12 months , then yearly. 

While the Ethiopian version of the Cohort analysis form is almost an 

exact copy of the WHO form , it has added mean CD4 percentages for 

children and replaced the month s and years with those from the 

Ethiopian calendar. In addition to the regula r A3 size presenta tion of the 

form , Ethiopia has created poster-size laminated cohort forms to be filled 

out and displayed a t facilit ies to show progress of patients on treatment. 

All in all Eth iopia u ses a total of seven forms . These are 

1. Patient Registration Form 

2. Past Medical/Treatment History Form 

3 . General Condil.ionjPhysica l Exam Form 

4. Clin ical Review Form 

5. Social Assessment Form 

6 . Art Adherence Counseling Form, and 

7 . Art Assessment An d Plan Forms 
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CHAPTER THREE 

3 CONCEPTUAL FRAMEWORK 

3.1 Background 
In recent years, the internationa l community has focused increasingly on 

monitoring and evaluation as the a reas where s tatistics should be u sed 

in support of policymaking (Scott, 2005). In this statement the concepts 

of data for policy making and monitoring and evaluation are shown to be 

interlinked . 

While monitoring is defines as "the routine, daily assessment of ongoing 

activities and progress" (UNAIDS , 2002), it has a number of advantages. 

It helps to ensure the effective and efficient u se of resources, objectively 

assess the impact of the projec t or program and h elp make informed 

decisions regarding program operations and service delivery based on 

objective evidencc (Frankel and Gage, 2007). 

The generation of data on any monitoring program is not an end by itself. 

As such the perfo rmance of a health information system should be 

measured by not on ly on the basis of the quality of data produced but on 

evidence of the continued u se of these data for improving h ealth system 

performance and health s tatus (HMN , 2006). 

3.2 Conceptual Framework for Data Demand and 
Information Use 

The conceptual fran1ework for data demand and information u se (DDIU) 

is developed by the organizat ion n amed Monitoring and Eva luation to 

Assess a nd Use Results (MEASURE). Building on previous s tudies, its 

guiding premise is "health data and information lack value unless they 
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are used to inform decisions. As such, interventions that increase local 

demand f or information and p romote/facilitate its use (Data Demand and 

Information Use or 'DDIU' interventions) are critical to improving the 

effectiveness and sustainability of the health system (MEASURE 2006)." 

In the subsequent section s, adapted from Data Demand and Information 

Use in the Health Secto r: Conceptual Framework by MEA SURE/ Evaluation 

(2006) the basic ideas of the DDIU framework will be outlined. 

Figure 3: DOIU as a cycle 

Di:lta CollectIon 
:lOd AnalysIs 

Improved Healt h Decisions 

Inforrnotion 
Avmlabi llty 

Decis ion-Making 
Process 

Data 
Demand 

Improved Accountability 

Infonn3tion 
Use 

The figure presents a framework for DDIU as a cycle that connects 

demand to u se throu gh th e intermediate steps of data collection and 

analys is . Thus, ensu ring the a vailabil ity of hea lth information. 

In this framework a clear and consis tent link exists between the use of 

heal th information and the commitment to improving the quality of data 

upon which it is based. On the huma n resource side the more positive 

expenences a decision maker has in using information to support a 
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decision, the st ronger will be the commitment to improving the quality 

and timeliness of data collection system s . 

3.2. 1 Opera tional definitions 

3.2.1. 1 Data use 
A d efinition of use must include the two key elements of the process : 

those who make decisions and the decis ions they make. 

A d ecision is a choice between two or more courses of action . For the 

purposes of DDIU, the definition of u se includes awareness of decisions 

and choices. The decision maker must be explicitly aware of the decision 

he/ she is about to make as well as at least two possible behaviors or 

courses of action to choose between 

Two other aspects of u se a re a lso important: 

1. Raw data are seldom u seful for decision making and usually 

must be t ransformed into information that is usable a nd that 

re lates to the issue being addressed. And 

2. Data collection/generation, its transformation into information, 

and its use in decision ma king may be done by the same person. 

However, they a re more likely to be done by different people that 

have varying levels of u nderstanding about each other's work 

(Yinger, 2003 cited in MEASURE, 2006) . 

3.2.1.2 Data Demand 
Demand is a concept dis tinct from use and it reflects , at least in part, a 

m easure of the value that the stakeholders and decision makers place on 

the information , independent of th eir use of that information . For the 
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purposes of defining demand, s takeholders actively and openly request 

informa tion. 

Data demand requires both of the following criteria: 

1. The stakeholders and decision makers specify what kind of 

information they want to inform a decision; and 

2 . The stakeholders and decision makers proactively seek out tha t 

information 

3.2.2Underlying principles 
Seven additional principles that underlie the DDIU approach are li sted 
below 

1. Decisions are choices made in support of a goal. Where choices 

must be seen in the context of the goals of those making or wishing 

to influence the decision. While A goal is a desired outcome. 

2. All decisions are made on the basis of some information. Some 

information is always used by decision makers in reaching their 

decisions. The actual information that is used may and will differ 

between decision makers. The issue is whether they are aware of 

all the available information and are u sing it. 

3. Stakeholders will want different types of information depending on 

the goal they are intending to achieve. This postulate underlines the 

fact that as goals differ so will the information th at will be required 

to reach the supporting decision s for the goals . 

4. There can be multiple (and possibly contradictory) goals. Decision 

makers can have multiple goals, and that a decision taken to 

achieve one goal may have implications for another. 
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5. Decisions can be made by a single individual or by a group. Even if 

a single individual makes a decision, he or she may take s tock of 

the views of others. 

6. Individuals will have different goals or different interpretations of 

the same goal even if they are involved in the same decisions. 

Consequently they may use different information to achieve the goal. 

The different stakeholders involved in a decision may not h ave the 

sam e goals or objectives. 

7. Stakeholders often diffe r in their views about the importance of what 

information is needed to make the decision. How and what 

informa tion feeds into a decision depen ds on how the decision 

maker sees the decis ion linked to the goal. Two stakehold ers wh o 

view the linkages differently will u se different information or 

interpret the sam e information d ifferently. 

3.2.3Determinants of DDIU 
According to the framework, there are three determinant factors which 

limit or promote data demand and information use. These are: 

1. Technical Determinants 

2 . System and Individua l Level Determinants, and 

3 . Behavioral Determinants 

Technical determinants 
A system without a sound technical des ign , well -trained people, and 

clear norms and standards cannot produce the information needed for 

making decis ion s. Consequ ently, the path to improving th e u se of h ealth 

information focuses mainly on introdu cin g or upgrading technical skills, 

32 



changing the design of the data system, or updating the technology used 

to improve the availability and quality of data 

Technical rigor is clearly needed in information systems; these essential 

elements and skills are at the core of an effective and efficient health 

information system. Nevertheless, technical interventions alone cannot 

translate into use of data on the ground. There should a lso be motivation 

of personnel to use the system in generating information and utilizing it. 

For data to be u sed consistently, the entire h ealth system must place a 

high value on health information and be structured in a way that a llows 

evidence-based decision making. 

Determinants at the system and hldividuallevels 
The wider environment in which health system decisions are made 

includes the institutions and stakeholders that influence data users, as 

well as the data collectors and users. Structural constraints, su ch as 

poor roads, lack of telecommunications capacity, and insufficient 

quantities of appropriate human resources, present obstacles to timely 

and complete reporting of information. 

The internal organization and culture of the health system a lso matters. 

A health system structured around vertical disease control programs, for 

instance, is often at odds with an integrated district-level health 

information system. Organizational factors, such as lack of clarity about 

roles and responsibilities for information use; failure to actively promote 

the value of evidence-based decision making, lack of norms or standards 

with respect to data quality; and ambiguity surrounding the flow of 

information through out the system, have a direct influence on the use of 

data. 
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Many of the above mentioned organizational factors a re not addressed by 

interventions that have been designed to strengthen data and 

information systems. However, without an organizational context that 

supports and values data collection and use, it is nearly impossible to 

make the links among health data, health information, and health 

action. 

Behavioral Determinants 

Behavioral influences on data demand and use often involve intangible 

concepts such as motivation, attitudes, and the values that people hold 

related to health information, job performance, responsibilities , and 

hierarchy. Influencing many of these behavioral factors will require 

interventions that go beyond simple training that improves knowledge 

and skills in understanding data and using information. Behavioral 

factors give crucial insight into the way in which health workers, 

managers and policymakers either u se information or fail to do so. 
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CHAPTER FOUR 

4 Data Presentation and Analysis 

4.1 Characteristics of Respondents 

Seven hos pitals from Addis Ababa have participated in the study. 

Overa ll , 24 respondents, including Medical Doctors, Nurses, data clerks 

and others, were interviewed from the hospitals. The majority of the 

respondents were females (66.7%) with most (about 60%) aged 25 or 

higher. 

The majority of the respondents (70.8%) are diploma holders, 8.3% high 

school graduates, 4 .2% attained a Bachelor's degrees and 16.7% medical 

degree . The majority of respondents are Nurses (54.2%), followed by Data 

Clerks (29.2%) and Medical Doctors (16.7%). 

The duration of service of the respondents is highly dispersed. This 

dispersion can be observed in the respondent who is employed for four 

months to the one respondent who has been working in the fie ld for 22 

years . The majority of the sample, 54.2%, can be categorized under the 

group which has an experience of more than a year but less than five. 

35 



Background of Respondents 
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Chart 1, Ba ckground 

In the proceeding sections, the three determinants of a system, presented 

in the conceptual framework, will be analyzed in relation to the data 

collected. Though some variables might be considered to overlap between 

two or more categories, for the sake of analysis, the classification 

provided by the conceptu al framework will be followed. 

4 .2 Data Flow 

When a person comes to a hospital he/she is first registered at the Card 

Room. He / She is then issued a personal card. Patient registration (form 

A) a nd social Assessment (form E) are filled out by a data clerk or a nurse 

depending on who is available. Then at the councillors forms Band Fare 

filled out. After this patients see Doctors. The doctor then fills out forms 

C, D, and G. 

Patients do not usually start the ART medication on the first day. 

Because of this the information of a patient is usually transferred from 
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his/ her personal card to the pre ART register. The personal card is then 

marked to indicate that the data is copied to the register. On the day the 

patien t starts ART he / she is transferred to the ART patien t register. In 

cases when the patient should start ART on the first visit , he/ she goes 

stra ight from th e doctor to the pharmacy. It should be mentioned that, 

patients' information is copied in the pre ART register twice, once when 

the patient is issued the card (after forms A and E are fi lled) and once 

when h e/she starts the ART medication to indicate the beginning of the 

regimen. 

Each patien t that starts ART a t a hospital is given a unique ART number. 

Patients transferring to a new health facility are expected to bring their 

unique ART number from the facility they initiated ART for the first time . 

Every month the data clerks aggregate the data on the ART and pre ART 

registers a nd report to the Addis Ababa h ealth Bureau. This reporting, 

though sometimes delays occur, is expected to reach the bureau in the 

first seven days of the month. The data reaches the Health Bureau in 

three types of ways. In the first way data clerks bring in the report 

themselves . In the second, the data managers of the health bureau go 

around collecting the report. In the third and last type, the report is sent 

through the archive section of the hospital and received through the 

archive section of the health bureau. 

Of the th ree methods, the institutional exchange takes too much time. 

One key informant stated tha t the a rchive section is slower in sending 

the report to the health bureau. Also, once the report is received in the 

archives office, due to too much work load, the office delays the delivery 

of the report to the data managers . Th e key informant had a lso stated 

that th e report is sometimes delayed becau se the doctors or the 
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responsible body that has to verify and slgn the report holds-up the 

process . 

Once the report reaches the Addis Ababa health bureau, data managers 

aggregate the separate facility reports and then it is sent to the HIV / AIDS 

Prevention and Control Office. Based on the monthly report there is a 

weekly m eeting that discusses what has been done and what shortages 

have been observed. These discussions may revolve around on how many 

people started ART, on the number of n ew sites and what shortages were 

encountered. In cases where problems a re identified, decisions are made 

and the focal person for that region or facility is told of it. In addition, 

every two weeks a meeting is held with the health minister concerning 

the data . 

The monthly reports are also sent to forty eight agencies and institutions 

as soon as the reports [rom the whole of the country are received. These 

institutions range from UN agencies to the armed Forces hospital. Not 

only this, the reports are posted on the Ethiopian Aids Resource Center 

website so any interested person can access them. 
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Figure 4: DATA FLOW C I-IART 

4 .3 Technica l Determinants 

Training 

The training of personnel is on e of the major determinan ts for smooth 

functioning of a system. All respondents reported that they had received 

trainin g on how to fill out the forms while only 62 .5% have had trainings 

in the Jast six month s . Even th en , most of the trainings were for those 

that had not received training about th e ART patient form s when they 

started their job. 
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Chart 2: Recen t Trainings 

Filling ART Forms 

The ART patient monitoring system is based on standard forms that are 

manually fi lled. All blank fields in the forms have a clear la bel and 

min imize the problem of unreadable h and writings. Th e da ta clerks fill 

out the "Patient Registration Form" and the patient iden tification section 

in the remaining forms. The nurse fills out the "Past Medica l/ Treatment 

History Form", the "Social Assessment Form" and the "ART Adherence 

Counseling Form". The "Clinical Review" is filled out by the resident 

physic ia n. The "Genera l Cond it ion/Physical Exam" fo rm can either be 

filled out by a nurse or a physicia n. In reality, the doctors and nurses 

sometimes fill out the patient identification section and the pa tien t 

registration form because the work burden on the data clerks is too 

much. 

The majority , 79.2'%, of respondents have agreed that the forms a re u ser 

friendly. Also, 58.3% of the responses indicate that th e forms in use are 

necessary and usefu l. Concerning the question s in the fo rms, 62. 5% of 

th e respondents a re of the opinion that there are unnecessary fie lds to be 
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fill ed ou t. These fields, in their opinion, a re redunda nt and ask for 

info rma tion th a t is not currently put to use. 
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Chart 3: Fo rms 

Forms 

Necessity of 
Forms 

Necessity of 
Questions 

GJ Disagree 
• Neutral 

o Agree 

As 6 2.5% of the respondents agreed, the forms se t a clear and 

u nders tanda ble s tanda rd as to what the quality of data should be. 

Though this might be the gen eral opinion, the system lacks a way to 

check th e a ccura cy of the collected data. From the collected responses 

and pers onal observa tion , it has become clear that accuracy verification 

falls under the discretion of data clerks . Even though the Add is Aba ba 

Health Bu reau h a s supervisio n schedules it IS lacking JI1 its 

implementa tion. John Hopkins Univers ity s ta ffs a re more involved in 

checking a ccuracy a s they sometimes and ra ndomly check and h elp 

update the ART registers and forms. 
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4. 4 Determinants at the System and Individual Level 

The following section discusses th e findings of the survey on 

organizational factors a nd s tructural con strain ts tha t determine the ART 

pa tient monitoring system~ 

The ART patient monitoring system reqUIres th e collection of da ta by a 

number of people on th e same area . These people fill out specific fields 

and leave the rest to their relevant colleagues. In order for the system to 

function as it is meant to, a clear understand of roles and respon sibilities 

for information u se must be present. In this regard, 70% of the 

responden ts agree th at there is clari ty a bout roles and responsibility for 

information use compared to 25% who disagreed. 
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Chart 5 : Clarity of Roles and Re sponsib i li ti es 

The flow of data, from generation to analysis, requires the involvement of 

variou s individu als which might or might know what stages the data h a s 

passed and will pass through, The previous responses indicate that 

people know whal data they have to collect and what to do with it. Then 

a question a rises as to what extent their knowledge of the system 

extends , This also brings into question about the clarity of informa tion 

flow throughout the system, Among the respondents, 70,8% agree tha t 

there is clarity while 16,7% disagree and 12,5% remained neutraL 
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Ability to promote the value of evidence-based decision making has a 

m ajor influence on the use of data . From the facilities where data is 

generated to the level where policies are formula ted, the s taff has to 

understand that the data they collect will be used as evidence in decision 

m aking. 

In the hospitals, where the survey was conducted, respondents were 

asked ques tions on wh at they think decisions were based on. The 

following table summarizes their responses. 
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Chart 7: Decision Making Criteria 

According to 75% of the responden ts, the hea lth facility decisions are 

based on considering all a lternatives and their consequences as well as 

community h ealth needs. Also 66.7% of the respondents believe th at 

evidences and facts are used in the decision makin g process. 

Asked if decisions a re based on the con sideration of cost, 41.7% have 

said they were not considered while 37.5% have said they were. This fact 

would have been contradictory to the resource poor settings of the 

hospitals were it not for the assistance and funds provided by John 

Hopkins Hospita l and other partners. Because of this support, the ART 

section of the hospita ls can work in relative financial security. In fact, in 

the studied hospitals, difficulties are observed in the communication and 

responsibility fu lfillment of the hospital to the ART section than the a id 

organizations ' commitment. 

Respondents who agree that decisions in health facilities are based on 

persona l liking are 37 % whereas 50% disagree and the remaining 13% 
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have no opin ion concerning the matter. With reference to strategic 

objectives , 54.2% believe that they a re the basis of decision making and 

33 .3% be lieve they a re not. It also seems tha t , as 62.5% of the 

responden t s a n swered, political interference has a limited role in the 

decis ion m a king process of the facilities. 

After the a bove mentioned specific situations were raised, respondents 

were a sked if they believe, in general, if decisions in the facility were 

made based on evidences. A surprising percentage, 75%, said they were. 

This gives indication that supervisors and decision makers in the 

facilities are informed about the advantages of evidence based decision 

making and a re, at least, seeking to put it to work. 
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Char t 8 : Evi de nce as t he Basis o f Decision Making 
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As mention ed before, the ART patient monitoring system makes it 

necessa ry to involve a number of people in different levels . This 

workforce s hould be adequate and trained. Concerning the training, as 

presen ted earlier, all respondents working with ART patients were 
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trained but only 62.5% have had trainings in the past SlX months. 

Because of the experience they have now, 87% of the respondents believe 

that they need training in data collection analysis and display. Then the 

remain ing qu est ion will be, whatever the level of training is, if the ART 

sections have adequate number of staff. This question was put forward to 

the respondents and 50% h ave said that they do not have adequate 

number of staff compared to 45% who believe they have enough. 

In one observed government hospital, because of shortage of physicians, 

doctor substitutes another, for as short as two days, and can be gone on 

the third . One of the problems mentioned in an in-depth interview was a 

high turnover rate of employees, especially in government run hospita ls . 

The cause of the problem, according to some respondents was the 

significantly higher salaries offered by private and non governmental 

agencIes. 

In relation to the communication capabilities 56.5% of the respondents 

believe that the capabilities are not adequate. The number of telephone 

lines is limited and the use and presence of fax machines in the reporting 

system of ART monitoring system is non existent. 
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Chart 9, Technical Capacity 

The government run h ospitals do not have a n internet connection while 

m ost private ones have a connection which they can u se together with 

other staff members . The government hospitals h ave their own internet 

accou nts but are unable to u se it , becau se th e telephone lines necessary 

to connect to the internet a re not p rovided fo r them . The problem lies , 

according to the respondents, in the bureau cracy and deprived financial 

condition of th e hospita ls . 

The following table summa rizes the review the responding s ta ff d id 

concerning their supervisors . The raised questions h ad ranged form the 

su pervisors ' will ingness to listen to s taff opinion s to their effort in getting 

feed back from the community. 
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According to the figures shown above, the majority of respondents have 

given their supervisors a good evaluation . Supervisors, a t least in the 

eyes of 78.3% of the respondents, promote team work. This ability , in a 

system where staff shortage is a common occurrence, is a useful tool. 

The team work envi ronment in the studied hospitals has been observed 

in coworkers fi lling out fo rms and handling patients out of their job 

responsibility, just to help their swamped colleagues . 

Supervisors are also thought to have a good a pproach to their employees. 

Of the total responden ts ,63 .6% believe tha t their supervisors a re open to 

alternative views and 75%, again from the total respondents, have said 

they a re willing to lis ten to employee concerns and ideas. According to 

the respondents, though their supervisors are willing to listen and help, 

in frequ ent cases their problems are not solved. The problem laying with 

the setting of the whole hospital which holds back the persons in charge . 

As 66.7% of the a n swers showed, to resolve problems, supervisors allow 

the open discussion of conflicts. In addition, 62 .5% have said that they 

(supervisors) a llow d isagreements to occur befo re reaching a decis ion . 
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These two poin ts enable coworkers to air out their grievances openly and 

work together in resolving them. But, as mentioned before, though 

agreements might be reached with supervisors, resolution of problems 

might not necessarily follow . 

The involvement of supervisors in the data collection process varies from 

one facili ty to a nother. In relation to data quality, 62.5% have said there 

is emphasis on qua lity . Concerning supervision, respondents have stated 

that supervisors a re only involved in rare cases and only when errors are 

reported. 

The ART patien t m onitoring system does not have a proper feedback 

collection system for each facility. To assess what supervisors' attitude 

was towards gathering opinions from concerned people and pa tients' 

questions were put fo rward. The answers, 65 .2 % of them , show that 

supervisors, in fact, reques t for feedback from concerned people. 63.64% 

of th e responses have a lso indicated that opinions are informally 

collected from patients . 

4.5 .Behavioral Determinants 
The elusive concepts of motivation, attitudes, and the values that people 

hold related to health information, job performance, responsibilities, and 

hierarchy can be termed as the behaviora l determinants of data demand 

and information use. In the following section, an attempt will be made to 

address issu es of beh avioral determinants. 

In the previous section it was found out that the respondents believe that 

their supervisors have promoted team work. This team work is confirmed 

as 9 1.3% of respondents h ave said that staff members help each other in 

h andling and assis ting patients. In additional review of their colleagues , 
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95. 7% of the res pondents trust that the staff performs its duties honestly 

and 90 .9% of the replies showed the staffs' commitment to their pa tients. 

In tim e m anagement , 77.3% believe their co workers are punctual . These 

mentioned points not only create a h ea lthy working environment but also 

help in th e smooth functioning of the system. 

Staff behavior 
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Chart 11 , 8ta tt Behavior 

If the system is to succeed, involved personnel have to understand what 

they are doing is important. To gauge this understanding respondents 

were asked if the staff believes that data collection is important. Eighty 

percent of the received replies indicate that they do believe it is 

important. The s ta ff is a lso told that , according to 90.5% of the answers, 

what they a re doing has a direct impact on improving the health status 

of the target popula tion . 

The data collec ted indicates that 66 .7% of the respondents believe that 

wh en th e s ta ff a re lacking in their performance, they are made 
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accou ntable. On the other hand, concermng rewards and incentives , 

45 .5% of th e questioned staff consider them as non existent compared to 

36.5% who believed they were. Though supervision and reprimanding 

poor performers is important, having incentives would boost the 

motivation of the staff. 

Staff motivation 
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Chart 12: Self Motivation 

The basis of promotion also has an influence in the motiva tion of 

workers. If employees believe promotion is ba sed on merit, they are likely 

to be motivated to work h a rder. In the data collected, 45.5% of the 

respondents believe they are promoted based on merit while 36.4% 

di sagreed. These relatively close values indica te th a t there is a weak 

belief in the fairness of promotions. 
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Chart 13 : Meri t as Basi s o f Pr omo tion 

As mentioned earlier the ART sections experience a high turnover rate of 

staff The reason for t h is, a s mentioned by key informants, is the low 

salary, compared to private hospitals and NGOs, of staff. For data clerks 

the difference in salary exists even between the government hospitals . 

This variety occurs because the hiring organization might not necessarily 

be the hospital they work in. For example, the data clerks for Zewditu, 

Minilik II and Yekatit 12 hospitals are hired with the support of the 

Globa l Fund. John Hopkin s has also hired data clerks for Ras Desta, 

Gandhi and additional data clerk for Yekatit 12 hospitals. Thus, though 

all data clerks have the same responsibility, their salaries might va ry 

affecting their attitude and motivation towards their job. 

53 



14 

12 

Rely on data for monitoring and evaluating 

10 -~---------------------, 

8 

6 +------~--------,---------

4 

2 

0 +------1---------
Rely on data for monitoring and evaluating 

Chart 14 Dep endence on Data for Monitoring alld Evaluation 
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Facilities are provided with the necessary forms and registers and they 

report using these s tandard forms. In the observed hospitals the display 

of their target and achievement is limited. In fact it's only one hospital, 

amon g the studied, which had graphical display and even then it was a 

year old . 

Once reporting is done facilities do not receive a regular feedback on 

their reports . According to the data clerks, feedback occurs only in the 

event of er ror and discrepancy. 

Collecting data fo r the sake of collecting is pointless. The collected data, 

among other things, should be u sed to identify gaps and shortages in the 

services rendered. This identification starts from the facility level. When 

the ART staffs were asked if they can gather data to find causes of 

problems, 77 .3% said they can while 9.1% remained neutral. Once 

identification is made, 59 .1% of the respondents said that they can select 

proper interventions to resolve the problems. In reviewing results of the 
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in terven t ion, 69 .6% have said that they can evaluate if the desired 

outcomes a re reached . 
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Chart 15 Ta rget Se t t ing 

In previou s discu ssions it was found out that there is a good team work 

environmen t in the ART sections. In the area of decision making, 

responden ts were asked if they were a llowed to make decisions on minor 

things. Fifty s ix percent said they were and 26 .1 % said they were not. 

The major ity figure indicates that the staff can sometimes work outside 

th e burea ucracy to speed up the service. The figure can a lso be taken as 

an indication to the level of tru st that exists between the staff and 

supervisors. 
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Chart 16 Decision Making Po wer 

o Disagree 

• Neutral 

o Agree 

After reviewin g their colleagues, the staff were then asked to provide 

answers to ques tion s that evalu ated their a ttitude to data collection. To 

s tart with , they were asked if they fee l that data collection was forced on 

them. More than seventy percen t said they did not feel it was an 

additional burden. Another 78 .3%, of the total respondents, also believe 

that data collection is a meaningful work Though meaningful, 57.1% of 

th e respon dents find da ta collection to be boring. 
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Motivation 
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Chart 17 Mo t i vat ion 

Information collection is, according to 69,6% of the respondents, 

apprecia ted by colleagues and supervisors. On the use of data, 47.6% 

h ave sa id that collecting da ta that is not used for decision making 

discourages thenl while 42 .9% have said that it does not. 
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Chart 18 Co.lleagues Att.itude to Data Collect ion and Data Use 
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Overa ll , responden ts were asked to rate their level of satisfaction on the 

job and h ave given th e fo llowing responses . 
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Chart 19: ./oh Satis/aclion 

Job satisfaction 

o Dissatisfied 

• Neither 

o Somewhat satisfied 

III Satisfied 

~ Very satisfied 

One apparent reason for low level on job sa tisfaction was, as mentioned 

earlier , low salaries . Even those who have s ta ted th ey are satisfied with 

their job had said that their satisfaction comes from the contentment of 

helping patients than from adminis trative or monetary gains. 
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CHAPTER FIVE 

5. Summary, Conclusion and Recommendation 

5.1 Summary 

In th e previous discussions it was found out that the ART patient 

monitoring sys tem was based on inadequate personnel. These personnel 

were seen to cover more than their share of responsibilities because of 

the staff shor tage. The staff are only trained in the basics of the system 

and had no further tra inings. It is also in the belief of the respondents 

that they need additional trainings in data collection, analysis and 

display of data. 

As the system is paper based , emphasis was given to the types of forms 

and the fi elds that were fo und in them. The collected data has indicated 

that the respondents believe in the importance of the forms but are 

unsure about the questions. They believe that some of the questions in 

the forms are unnecessary and redunda nt. 

Employees know what the quality of the data should be and what body is 

responsible for each aspect of the data. The measures put in the system 

to verify the accuracy of data are not put to use. Most supervisors are 

only concerned with the completion of the reports and the Addis Ababa 

Health Bureau is unable to check each facilities effort . In this regard 

Johns Hopkins Hospital s taff are more involved . 

The reporting system is solely done manually . The data clerks manually 

tally the information from the registers and transfer it to the monthly 

reporting forms . Once the monthly reporting forms are completed they 

reach the Addis Ababa Health bureau either through the archive section, 
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dropped off by the data clerks or collected by the data ma nagers of the 

health bureau from each fac ility . There are efforts to electronize the data 

collection and reporting system but are in the testing stage. In addition, 

internet availability is limited, even though internet accounts are ready 

for the facilities . 

The faci lities do not u sually receive feedbacks from the health bureau or 

HAPCO . In the rare occasions they do , it is only to clear up discrepancies 

or errors. The mon itoring system also does not have a means to collect 

feedback from patients from each facility . The collection is done 

informally and is based on the willingness of involved personnel. 

Data indicated that in the surveyed hospitals decisions a re not made 

arbitrarily. The responden ts believe that supervisors make decisions 

based on the presented eviden ces and other relevant reasons. Political 

interferen ce and personal likings a re seen to have a limited influence on 

the making of decisions. 

In general , supervisors had received a positive evaluation from their 

subordinates. Respondents have stated that supervisors promote tea m 

work and are willing to listen to employee problems, though they might 

not always be able to solve them. They also empower their subordinates 

to make decisions concerning minor things to speed up the process. 

The review of employees through the eyes of their colleagues was a lso 

positive. The respondents trus t that their co-workers are punctual, 

believe in the importance of their job and a re willing to help a colleague . 

The staff are a lso evaluated to have the ability to identify problems and 

take n ecessary actions. 
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Employees a re not provided with incentives but a re h eld accountable for 

poor perfo rmance. Employees in government run hospitals are paid less 

than th eir private hospital counterparts. High er payments provided by 

these priva te hospitals and other private inst itutions have contributed to 

staff shortages and high employee turnover. Regarding data clerks , 

beca u se the funding for their salaries is acquired from various sources, 

the amount of the ir sala ries varies, even though their job description 

remains the same. 

Personnel involved in th e data collection process accept that data 

collection is part of th eir job. Though they admit this aspect of their job 

is meaningful for them they a lso mentioned that they find it boring. The 

data collected has shown that the overall level of on job satisfaction is 

average. 

5 .2 Conclusion 

The system as a whole has the advantage of being the standard for 

reportin g and collecting ART data. The various hospitals and health 

cen tres use the same type of forms and report using the same format. 

This uniformity helps not only the health centres, which would h ave had 

to develop their own fo rms, but a lso HAPCO and MoH, as the same 

reporting fo rmat reduces confusion and helps quick country wide 

aggregat ion of the data. This aspect is quite an improvement from the 

general HMIS progra m that is plagued by "parallel reporting mechanisms 

with programmatic and donor-supported initiatives resulting in multiple 

reporting formats and an increased administrative workload". 

The u ser friendliness of the forms should also be pointed out as the 

strength of the system. These fo rms had redu ced th e problem of ha rd to 
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read ha ndwri tings and have also reduced the relatively longer time the 

data clerks and h ealth professionals would have spent in filling out 

patien t information. 

On the other hand , though there is a supervision schedule built in the 

system, it is rarely u sed in the monitoring of hospitals. The verification of 

the data and the com pletion of the reporting forms on time entirely falls 

on the data clerks . This work practice, in a system where the data is 

aggregated manually u sing a tally system, creates an opportunity for 

discrepancies and errors . The data managers at the Addis Ababa health 

bureau can on ly verify that the current month 's report has no drastic 

differences with I'he previous month's report and have no means of verify 

the new month's report. 

There is a condu cive working environment m the ART sections. 

Superv isors are open to their employees' views, listen to their problems 

and t ry to find solu tion s to the said problems. The level of trust between 

employee and supervisor is such that employees are empowered to make 

deci s ions on minor issues . 

Most of the identified p roblem s revolve around personnel. They are either 

not adequately t rained, not paid satisfactorily or there is significant 

shortage of them. Though teamwork reduces the stress that occurs on 

the sys tem becau se of sta ff shortage it cannot act as a substitute for full 

staffing . Th us, addressing these issu es will greatly help in the smooth 

fun ctioning of the system. 
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5. 3 Recommendation 

For the sake of simplic ity , the following recommendations are divided 

in to sections in which the a nalysis of the study was based upon. 

Con.cerning Data Flow 

The ART sy[,tcm has its own form of reporting the collected da ta. But 

wh a t is observed is that a number of means are utilised for the monthly 

report to reach the Addis Ababa Health Bureau. It would be better to 

abandon the institution a l exchange, as it is the slowest of the three 

discussed ways, a nd have the data managers collect the finished reports. 

The health bureau data managers already go to the sites when the da ta 

is late so it would not be a completely new experience, though it might 

require hiring additional staff and arranging m eans of transportation . 

Concerning Technical Determinants 

The study has fou nd out that personnel working in the ART sections 

believe that there are unnecessary questions in the ART forms . 

Elim ina tion of these question s \Vill reduce redundancy and save the time 

employees would have wasted. 

The current ART monthly reporting fo rms do not h ave field s for reporting 

lost and dropped cases. Th e Addis Ababa Health bureau is currently 

working with simple forms to collect information on the subject. If this 

form is standardised and accepted by the MoH, it would give a clearer 

picture a bout the ART patients' situ a tion in the country. 

Accuracy verification should be given more a ttention. The data clerks 

tally every patien ts information by hand and they are also the ones who 
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are expected to ver ify what they tran sferred from the regis ter is correct. 

Thus, a second view of the data can identify mistakes before they reach 

the health bureau or higher . 

Concerning Determinants at the Individual and System Level 

The study has fou nd out that the personnel themselves feel that th ey 

n eed more training in the a rea of their work. Therefore, providing them 

with refresher and advanced training will not only help in the correct 

workings oJ the system but by boosting their confidence it will create an 

additional advantage . 

Apart from training the already exis ting staff, additional staff sh ould be 

hired. The ART personnel are already overextended and they will not be 

able to provide the necessary and adequ ate service future patients will 

requIre. Hence, if it is expected to maintain quality of care addition al 

staffing of the ART centres becomes necessary. Though the ART 

personnel carryout their duties with personal responsibility, the strict 

adherence to the supervision schedule will guarantee the completion of 

the work according to the set standards . 

The speedy implementation of the software under testing would have a 

great contribution in addressing the major difficulties of the system. It 

would decrease the t ime spent entering the data and the verification of it . 

The software will eliminate the need for tallying data manually and thus 

would reduce the opportunity for error occurrence. In addition to this, if 

the hospitals acquire the u se of the internet account they are provided 

with , the reporting system would a lso be greatly improved. 
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Concerning Behavioural Determinants 

The salary of the data clerks is different from one hospital to another. 

This dispa rity of income for the same type of job would create 

unfavourable impact on the motivation of the da ta clerks. Thus, an effort 

shou ld be made to bring up the salary of those tha t are paid less tha n 

their counterpar ts . Also, the lower salary, compared to NGO and priva te 

h ospitals, of a ll ART section employees is mentioned as the reason for the 

high employee turnover. Hence, addressing this problem would reduce 

the turnover and increase loyalty of employees. 

In the hospitals employees do not feel that promotions are based on 

merit. This aspect will decrease the motivation of employees. In addition, 

there are no incent ives fo r a work well done . Thus, if awareness is 

created r egarding the bases of promotion and incentives were provided 

for the workers, it would h ave a major impact on the motivation of the 

workers. 

In general, while implemen t ing these recommendations, it should be 

understood that solving the problem of one specific determinant will not 

address the problem of the whole system. Future interventions should 

target all the three de terminants if they are to achieve the intended 

improvement. 
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ANNEXA 

Monthly HIV Care and ART Update 
Updates as of end of Yekatit (March 10, 2007) 



Monthly HIV Care and ART Update 

Persons 'on ART 

Children on 1st line regimen 

Adults on 1s' line regimen 

Monthly 

Total on 1s' line regimen 

Children on 2nd line regimen 

Adults on 2nd line regimen 

Total on 2nd line regimen 

d4t(30)-3TC-NVP 
d4t(40)-3TC-NVP 
d4t(30)-3TC-EFV -
d4t(40)-3TC-EFV 

AZT-3TC-NVP 
AZT-3TC-EFV 

Tota l 

2802 
57803 
60605 

13 
218 
231 

Adult Regimens 
21195 
6021 
9841 
2617 

11038 
7091 

57803 

Update 

ABC-ddl-LPV/R 
ABC-ddl-N FV 

TDF-ddl:..LPV/R 
. TDF-dd l-NFV 

Not specified 
Total 

5 
2 

23 
0 

188 
218 

- .. Percent on 15t line -. '. 99.60% ' .' Percent on 2nd line 0.40% 

Reporting Facilities 

Number of treatment sites opened in the monlh 
Number of treatme"t sites operational 
Number of reporting treatment sites 
Monthlyupdate released on Megabit 16, 1999 (April 24, 2007) 

Source: MOH - HAPCO 

260 
249 
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Source: MOH - HAPCO 2 



Monthly HIV Care and ART Update 

2 -Aira HP 142 55 73 

3 Ambo Ho 2103 1124 869 

4 ~~Ia HI" 1619 769 368 
5 i ' HP 1664 596 495 

~~HP 171 84 89 
i I HP\ 120 44 49 

8 I Chiro HP 430 276 226 

9 I Dadar HP 149 77 77 

10 I HP 341 170 144 

11 Fk:h;;:iP 1160 630 438 

12 ~ I ) HP 117 55 72 

13 GamboHP 91 21 19 

14 Gimbi A -", t HP 149 79 67 

15 IHP 65 23 33 

16 GinirHP 11 6 63 63 

17 I Goba HP712 377 287 
- 18 r-:;;;;;;;;; HP 2285 1328 1036 

191Lim~ 135 42 _~ 
20 , HP 251 137 103 

-21 ' MettuHP 706 402 306 

22 ' Neaele Rorena HP 356 237 168 

23 Neio HP 128 40 54 

24 t HP 1843 1064 700 

25 J HP 240 148 190 

26 ,HP 960 459 .41l.1 
, 27 I Woliso HP 982 366 317 
, 28 ~ . 304 172 136 

- 29 IAd~m~ HC 92 24 21 

30Adol~ 104 32 50 

31 Aaaro HC 22 10 18 

32 Ambo HC 0 0 .12 
33 ~ 1 1 0 

34Ars~HC 51 10 10 
35 Assela- HC 0 0 0 

36 Bedelle Hr. 0 0 0 

37 ,Hr. 0 0 0 

38 I Derra He 87 17 50 

39 I Dher;HC22 4 4 

I 40 DodolaHc 49 24 25 

141 IHC 48 16 14 
I 42 Gebre r. I HC 0 0 0 

I 43 Gimbi Hr. 42 11 28 

Source: MOH - HAPCO 3 



Monthly HIV Core and ART Update 

44 Ginchie HC 34 9 9 
45 ~ He 57 8 8 

46 ~M"v"HC: 71 3 3 

47 -Himaa HC 12 2 2 
48 HolotaHc m 48 

49 ~ 89 12 11 

50 M;;;;;HC 109 30 39 
-51 Movale HC 14 4 5 
52 Hc 26 4 9 

53 ~ 93 13 25 
!i4- Sehela HC 165 60 54 
55 ;He 126 36 48 

56 ~ 66 15 16 

57 i IHC 0 0 0 
58 I Wnli,o HC 141 50 36 
59 I YabelloHc 24 8 16 

160 ~ 110 67 84 

1 --; i ;-;:;P 1453 881 541 

2 AtlatHP 531 254 213 

3 -~::,oo<, HP 783 458 421 
4 Bnnaa HP 163 54 57 
5 B~ 455 214 169 

(3 HP -166 11 3 100 
7 ~ 688 306 238 

8 Dubo HP 183 57 48 
9 ~rameHP W4 37 42 

10 ~ 28 10 12 
11 I HP 516 259 206 
12 Jinka HP 384 194 149 

13 ~ 651 414 327 
14 ~ 1065 572 417 

1-5 I Tercha HP - 68 . 33 31 
16 i HP 2099 1406 1236 

17 ~ 30 8 7 
18 ;-;:;c 6s 0 0 
19 rA;kaHC 17 0 0 
20 . ,HC 6 0 0 
21 I Bele HC 25 0 0 
22 I Birbir HC 61 11 22 

23 ~ 74 22 22 
24 ~ 23 5 6 
2s lB.illeHc 1 0 0 
26 I n _. C I, HC 51 20 21 
27 I JHC 1 0 0 
28 ;He 28 6 14 

29 --;:- -:;: ;:-;::;c 9 0 0 

Source: MOH • HAPCO 4 



Monthly HIV Care and ART Update 

30 Fo!a HC 10 0 0 

31 ,HC '2 0 0 

32 Karat HC 17 2 11 

33 Kala HC 9 0 0 

34 Kev AferHC 8 1 1 

35 , HC 2 0 0 

36 Lanta HC 2 0 0 
37 Laska HC --.;- 0 0 

38 Mesha HC 17 3 3 

39 Mizan HC 42 9 9 
40 Sawla HC 93 48 58 

41 Selam Bere H C 7 ~ 0 

42 Sheko HC 8 .7 6 

43 .HC 26 8 9 
44 i , HC 42 13 15 

45 Shone HC 42 11 14 
46 Sodo He 14 0 0 
47 Tebela HC 9 5 2 

48 Teoi HC 82 27 31 
49 Wacha He 6 0 0 
50 ) He 8 0 0 

! 51 I Welkita HC 62 9 7 

I 52 , He 34 1 8 
, 53 ,HC 33 14 21 

I--- ~493~ 
~ Abivadi HP 54 20 28 

2 AdiQrat HP 6s7 402 337 
3 Aduwa HP 298 158 177 
4 , HP 490 271 278 
5 Axum HP 893 436 309 
6 . HP 2s83 916 787 
7 I HP . 390 218 196 
8 Mekele HP 3561 2742 1848 
9 Quia HP 86 31 32 

10 . I HP 240 1.2:7 185 
11 Wukro HP 253 131 138 
12 Adigrat HC 13 3 3 
_n HC 22 0 0 
14 Aleoa HC 28 4 4 
15 Axum HC 0 0 0 
16 ,no He 8 0 0 
17 Enticho HC 30 2 2 
18 ,HC 36 3 18 

, 19 Hn",;po HC 9 4 7 

.2.9, HC 28 2 2 
21 Kasech HC 27 7 10 
22 ' HC 8 0 0 

Source: MOH - HAPCO 
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11 AkakIHC 212 48 50 

12 A;;;daHC 311 123 159 

13 I , He 11 2 48 43 
14 Bole He 17 840 249 315 
16 ~ 192 65 97 

17 ~ lR5 60 37 
18 216 65 66-
19 Kirkos He W 62 67 

20 ~ 376 65 160 
21 ~ 
22 , i del" Hr. 330 65 11 5 
23 , Noo 0;;;;;;- 53 53 53 
24 1-::- ;He 252 67 57 
2s -;:;;;;-h;;r nf r.hMilv r.linic 393 206 200 
26 Nefasilk NO.2 He 326 135 205 

27 ~ 206 52 88 
2a ;-Hr.. 

391 92 142 
- ;'9 IHe 407 131 217 

30 ~ 322 100 152 
31 ;-m:;c 
32 ;?He 189 80 74 
133 l Ye'" Hr. 147 44 22 

~ ~ 
1fjB66 

~ "1 Addis ~ I 285 
"2 rBeIheI 592 255 222 
3 766 687 324 

4 I Rillal " 34 25 33 
5 i 

6" -;:: i -;::;: -:;: 67 67 67 
7 I -H~~at 480 217 149 
8 I Mr.M 

9 IMMD 140 11 2 32 
10 ~- . 476 "238 238 
11 ~ 173 -'49 68 

! 12 I TZNA 51 46 33 
. 13 695 686 298 

I Pavino ; lolal 3759 2708 1690 
~ total (PubliC & 

1" ~ 713 478 351 
2 ~ 1218 987 574 
3 i";';assa Ar""~ 54 26 29 
4 . Bella 728 502 271 
5 Feder"1 Prisoo Pol iv Hr. 117 41 52 
6 . Harar Armv 479 307 226 

-:; ~ 53 42 35 
8" ~ 83 25 25 

Source: MOH - HAPCO 7 
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ANNEXB 

List of Stakeholders Receiving Monthly Report 



Addis Ababa University Tikur Anbesa Hosp ital 
ALERT Hospital 
Armed Forces Hospital 
Bella Hospital 
CDC- Ethiopia 
Colombia University 
Drug Administration and Control Office of Ethiopia 
Emanuel Hospital 
ENHAPA 
Ethiop ian Health and Nutrition research Institute 
FHI- Ethiopia 
FMOH, Department of Disease Prevention and Control 
FMOH, Department of Family Health 
FMOH, Department of Planning and Programming 
FMOH, Health Education &Extension Services Office 
FMOH, Pharmaceuticals Supply and Logistics Provisional Department 
FMOH, Provisional Department for Human Resou rses Development 
Intra Health 
I-Tech- Ethiopia 
JHPIEGO- Ethiopia 
Johns Hopkins University 
MSF- Ho lland 
National Network of Associations PLWHA 
PLCU 
Police Ho sp ital 
RPM+ 
St. Paulos Specialized Hopital 
St. Peters TB specialized Hospital 
UNAIDS-Ethiopia 
UNICEF- Ethiopia 
USAID- Ethiopia 
WFP- Ethiopia 
WHO- Ethiopia 

., 
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ANNEXC 

Monthly Reporting Forms 



FEDERAL MINISTRY OF HEALTH OF ETHIOPIA 
Health Facility Monthly Pre ART and ART Reporting Form 

Month Year 

Region Woredal Klfle Ketema 

Nome of HeaHh Focllfty 

1. HIV care (non·ART and ART) • new and cumulative number of persons enrolled 

Cumulative number of 
New persons enrolled in Cumulative number o f 

persons ever enrolled in persons ever enrolled in 
HIV care at this facility 0 1 HIV care at this facility 

HIV care at this facility at 
beginning o f month during the month 

end of month 

I. Children under 18 months 

2. Children 18· 60 monlh 

3. Children 5 - 14 years 

4. Mole I > 14 years) 

5. No n-pregnant females ( > 14) 

6. Pregnant females (> 14 years) 

Total 

.0' '. ::~~s'", . .; .:. :_.~r:?N,:£.;-'::i!i:~;~r,7~: ri /,:;";,'1; -,""" : •. . :': 
. . -,:. 

Tntal number of persons who are enrolled and 
eligible for ART but have not been starled on ART 

. ',' :~'~'- ~: ' .... '~-.. ~,. ,'::~ :i~: ':,:;; ~; ~.;,~,,: :Si.jw~ 

2. ART ~ new and cumulative number of persons started 
r. ;;;;;;: number of Cumulative number of 
persons ever started on New persons started on 

persons ever storied on 
ART at this fac ility af ART at this fac ility during 

ART at this facility at end 
of month the month 

of month 
1. Children under 18 months 

2. Children 18 - 60 month 

3. Children 5 - 14 yeors 

4, Mole I > 14 years) 

5. females I > 14) 

6. Pregnont females (> 14 years) 

Toiol 
---;;':' ';~'~"""!_~';;:""1J I ,y,' ;\, ': :l~i ~";ilii.", . :'itli , 

'I }Jt:I;)U I I ;) on ART and already enrolled in 
)-wh"d"tronsferred into facili ty during the month 

Number of persons who restarted ART during the 
month, after stopping ART for af teast 1 month 

t:~'~'{::: . ~y,~,.,;;", .. :' ~ . i·:iI~'~~':.~ 

HEALTH FACILITY 
MHAR1 - Vr 1/97 



FEDERAL MINISTRY OF HEALTH OF ETHIOPIA 

Health Facility Monthly Pre ART and ART Reporting Form 

3. ARV regimen 01 end 01 monlh 

On lsI-line ARV regimen 

3.1. Adulls (>14 years) 

10130) .onl , 

10140) 

l b130) 

lb140) '~ '" 
lc AII-,m .. -Nv, 

ld Al;~"e. ,e~v 

Totol 

3.2. I (0-14 ye ars) L';~ ~ 
40 ,,~ ,p 

4b d 4t-3TC-EFV 

4c ALI" I e.-I" v r 

4d '' ' '-O ,'-'''V 

Totol 

Total adults and children on 
1 sl·line regimens 

'" :. " {~ '" " 
K, ", 

On 2nd-line ARV regimen Mole Female Tolol 

3.3. Adults (>14 years) , .,' 
20 AI II PV/R 

2b 

2c TDF.(irll.1 PV IP 

2d I 

Totol 

3.4, i I (0-14 years) '<,~,:,> : '~,~' c" " ~ .. 'r.;';i~'"t :,~._ , ,:" .,",'.1(, '"1; 

50 ,,"e., IOV/P 

5b AI I 

5c Iu,·uul·lPV/R 

5d II 

Totol 

Tofol adulls and children on 
2nd-line regimens 

~,~~( l~:;" • "', '''·.}~S , ~ , "';&:;;1.'~··'mf;P (, ,::,'\1 
, 

.~~ ',\.t 

Totol adults and children on Tolol currenlly 
1 sf- and 2nd-line regimens on ART 

Completed by: _ _ _ ___ _ ___ Signolure: _______ Dote: _____ _ 

Checked by: _ _ _ ________ Signoture: ______ _ Dote: _ ____ _ 

HEALTH FACILITY --
MHART - Vrl/97 



ANNEXD 

HIV Care/ART clinic intake form 



, 

FEDERAL MINISTRY OF HEALTH OF ETHIOPIA 

IV Care / ART clinic intake form A. PATIENT REGISTRATION FORM 

ealth faci li ty Name' ________________ _ __ _ Date, ___ / ___ / __ _ 

ATIENT IDENTIFICATION 

!ame' _________ _ Father's Name', _ _______ Grandfather's Name _______ _ 

ate of Birth, __ / ___ / __ Age' ___ _ Gender: 0 Mole a Fema le 

IRT Unique ID No., ___________________ _ Patient Card No., ___ / ___ _ 

I 

IARTIAL STATUS: LEVEL OF EDUCATION: RELIGION: 

Never Married 

Married (incl. de facto) 

Separated 

Divorced 

Widow / Widower 

0 

0 

0 

0 

No education 0 

Primary 0 

Secondary 0 

Tertiary 0 

0 

Occupotion, _______________________ _ 

IUSBAND / WIFE AND DEPENDENT CHILDREN AT HOME 
Husband/Wife Children 0 Yes 0 No 

IfYes,Age~ __ ~ __ ~. __ _" ___ ~ ___ ~ 

ATIENT ADDRESS 

Muslim 

Orthodox 

Protestant 

Catholic 

Other 

eg ion' ___________ Woreda / Kif le Ketema' ___________ _ 

ebele/Peosant Association: _______ _______________ House No.: _ _ __ _ 

elephone Number: Home ___________ Mobile _______ _ Work, ______ _ 

IA TIENT REFERRAL INFORMATION 

~om with-in the hospital 

0 In-patient 0 Medica l Outpat ient 

0 PMTCT 0 General YCT 

)utside the Hospita l 

0 Health Centers 0 Pub lic Hospita l 

0 Private Clinic 0 Self-referred 

o TB Clinic 

o Pediatric Outpa tient 

o Private Hospita l 

a Community Referred 

:ARE GIVER/EMERGENCY CONTACT INFORMATION: 

o STI Clinic 

o O ther Outpatient 

o NGO/ FBO Hospita l 

o Others o Unknown 

ull Name, Age', ____ _ 

;ender: 0 Mole 0 Fema le 

e la tion, 0 Other (Specify) ____________ _ 

lddress: .0 Same as patie nt's address 

eglon, Woreda/Klfle Ketema' _________ _ 

ebele/ Peasant Association' _______________________ House No., ____ _ 

elehone Number: Home _____ ____ _ Mobile ' ________ _ Work _______ _ _ 
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INSTRUCTIONS: A. PATIENT REGISTRATION FORM 

Note: All fields must be filled in 

Health Facility Narne - Health Facility nome as reg istered at the Min1stry of Health 

Date:- Use Ethiopian calendor and a format of DD/MM/YYYY 

Nome:- Enter patient's name 

Father's Name:- Enter patient's father's name. If not known enter NA. 

Grandfather's Name:- Enter patient's grandfather's nome. If not known enter NA 

Patieni Card Number:- 6 digit number followed by year found on patient cord to be issued to patient by facility at 

registration. 

ART Unique 10 No.- Potients should be assigned Unique ART number. This will be (region number/Woreda/ 

Facility / potient assigned 5 digit numberj. The first patient to stort ART in the cl inic wi ll be given 00001. 

Dote of Birth:- Use Ethiopian colendar and a forma t of DD/ MM/YYYY. If on ly month and year are known then enter 

00 fo r doy, if onl y year is known then enter 00 for day and 00 for month. 

Age:- Enter patient 's current age in yeors. If patient is less than 5 years old, enter age in months. 

Gender:- Hli in the appropriate circle 

Marital Status:- fill in oppropriate circle 

level of Education:- fill in appropriate circle 

Religion:- fi.1I in appropriate eil-de 

Occupation: Please fill in patient's job. 

Husband/ Wife and dependent children at home: Please fill the appropriate circle (Husband or Wife). fill in the 

appropriate circle for children. If there are children, please list all the ages in ascending order leg 2,5,7 ... ) 

Patient Address:- Enter address at which patient normally lives 

a. Region - Enter one of the following number codes 

1. Tigray (TG) 6. Benshangul. Gumuz (BG) 

2. Alar (AF) 7. SNNPR (SN) 

3. Amhara (AM) 12. Gambella (GA) 

4. O romia (OR) 13. Harar (HA) 

5. Somali (SO) 14. Addis Ababa (AA) 

1 S. Dire Oawa (~O) 

b. Woreda/Kifle Ketema - Fo r Addis Ababa enter patient's kifle ketema. For other regions enter 

patient's Woreda #. 

c. Kebele - Enter patient's Kebele number 

d. House No.- Enter patient's house. number 

e. Home Telephone - Enter patient's telephone number. If patient does not have a telephone enter NA. 

f . Mobile - Enter patient's mobile (cell) t~lephone number. If patient does not have a moqile enter NA. 

g . Work:- En'ler patient's work telephone number .. If patient does not have a work te lephone enter NA. 

Patient Referred" From:- fill in appropriate circle, If patient is referred from Outside Clinic/Health Facility fill in the 

name of Clinic/Health Facility. If patient is referred from other fill in nome of the other facility. 

Care giving Relative Information:- Enter the name of family member that is aware of patient's serostatus to ovoid 

unintended disclosure 

a. Name:- Enter nome of next of kin 

b. Father's name - Enter the father's nome of next of kin 

c. Age- Enter the age, in yeors, of the next of kin 

d . Relation - fill in the appropriate circle that best describes the relationship between the patient 

and the relative 

Core giving Relative Address: - If the re lative's address is the some os the patient, fill in the appropriate circle. 

If it is different then f.iII in the spaces using the some codes as listed above for Patient Address fields. 

a . Region - Enter one of the region numbe'r codes listed above under Patient Address Region field , 

b . Woreda/Kifle Ketema - Fo r Addis Ababa enter the Kifle ketema. For other regions enter the Wore do # . 
c. Kebele/Peasant Association - Enter re lative's Kebelej j Peasont Association Number 

d. House No.- Enter relative's house number 

e. Home telephone - Enter relative telephone number. If they do not have a telephone number enter NA. 

f . Mobile - Enter re lat ive 's mobile (cell) telephone number. If they do not have a mobile enter NA. 

Work - Enter relative 's work telephone number. If they do not have a work te lephone number enter NA. 

, 
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FEDERAL MINISTRY OF HEALTH OF ETHIOPIA 

HIV Care / ART clinic intake form B. PAST MEDICAL / TREATMENT HISTORY FORM 

Health facility Name', _____________________ _ Dote, / / --- -----

PATIENT IDENTIFICATION 

Name' _ __________ Father's Narroe' _ ______ _ Grandfather's Name' _______ _ 

ART Unique ID No., _________________ _ Patient Card Na.' ____ / ___ _ 

PAST OPPORTUNISTIC IllNESS (MARK ALL THAT APPLY) 

o Candidiasis 0 Encephalopathy o · Pneumocystis Codnii Pneumonia 

o Candid ia sis (Oropharyngeal) 0 Fever (> 1 month; unexp lained) 0 Pneumonia (recu rrent) 

o CMV 0 Herpes Simplex (> 1 month) 0 Recurrent URTls 

o Cryptococcal Infection 0 Kaposi Sarcoma 0 Salmonella Septicemia 

o Cryptococcal Meningitis a Minor Mucocutaneous Manifestations 0 TB -Extrapulmonory 

o Cryptosporidiosis 0 Mycosis 0 Toxoplasmosis (brain) 

o Diarrhea (> 1 month) 0 PGL 0 Wasting 'Syndrome 

o Disseminated Atypical Mycobacteriosis o PML 

Other (specif y) _________________ _ 

PAST TESTS/TREATMENT 
TB 

o TB Smear Date' __ -J/ __ / __ Site/Health facility, _______________ _ 

Result: 0 Note Determined o Negative o Positive 0 Pos+ 1 0 Pos+2 0 Pos+3 ·0 Unknown 

TB T x 0 Yes 0 No Comp leted T x 0 Yes 0 No 

Date Tx Sta rted ___ / __ /___ Date completed ___ _ / ___ ,/ _ _ 

Regimen: 0 Not Determined o 2SRHZ/ 6EH 0 2HRZES/ l HRZE/ 5HRE 0 2HRZE/ 6HE 

Post Treatment smear: o Sputum smear + Date ___ LJ __ Smear negative Date -1_/ __ _ 

HIV 

HIVTest oYes 

ARV Rx 0 Yes 

o No, if yes Date, /_/ __ Site/Health facility, _______ ______ _ 

o No, if yes Start, __ / -1 __ Length (weeks) _____ _ o Still on Treatment 

Regimen: o d4t (30)-3TC-NVP 0 d4t (40)-3TC-NVP o d4t (30)-3TC-EFV 

o d4t (40)-3TC-EFV 0 AZT-3TC-NVP o 2nd line 

o PMTCT 0 Yes o No If yes Site/Health facility, ____ ______ _______ _ 

Regimen: 0 Nevirap ine o Non-Nevirapine _________ _ Baby Treated. _______ _ 

CD4 

o (D4+ 0 Yes o No, if yes Date, ___ / -1 __ Site Hea lth f acili ty, ____ Result ____ ,/mm3 

MEDICA TIONS: 

Cotrimoxazole o Yes o No INH 0 Yes 0 No Fluconazo~e 0 Yes 0 No 

Other Medication/ s (Specify) , ____________________________ _ 

Known Drug - related Allergies 

o Penicillium o Cepha losporin o Sulfonamides (Cotrimox azole, etc.) 

o Amino glycosides (Streptomycin, etc) o Other _____________ (specify) 
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INSTRUCTIONS: B. PAST MEDICAL / TREATMENT HISTORY FORM 

Note: All fi e ld s mu st be filled in 

Health Facility Name ~ Health Faci lity name as registered at the Ministry of Health 

Date:- Use Ethiopian ca lendar and a format of DD/ M.M/YYYY 

ART Unique 10 No.- Patients should be assigned Unique ART number. This wi ll be (reg ion number /Wo redoJ 

Facility / potient assigned 5 d igit number/. The first potient to start ART in the clinic wi ll be g iven OOOOL 

Patient Card No.- 6 digit number followe d by year found on patient card to be issued to patient by facility. 

Pa st Opportunistic IIlness- fill in a ll applicable circles. Note thot this information con be obtained from both the 

patien t a nd any ava ilable medica l/ lab records. 

Post Tests / Treatment- If a patient has had more thon one o f these tests in the post, list only the most recent ones. 

Indicate the test dote using Ethiopian calendar and a format of DD/MM/YYYY. The site refe rs to the facility at which 

the test was performed. If unknown enter NA in space. Fo r CD4test, if result is not available/ unknown enter NA ill 

result space. 

o. TS-Enter date upon which p atient initiated T8 treatment and completed treatment using Ethiopian ca lenda r 

and DD / MM/ YYYY format 

b. A~V - Enter dote on which pat ient init iated ARV t reatment using Ethiop ian ca lendar and DD/ MM/ YYYY 

format. Enter the length of treatment (in number ? f weeks) colcu lated from the sta rt dote to dote the 

treatment ended. If p a tient is current ly on ARV treatment, calculate leng th of trea tment from start dote to 

today. Fill in the appropria te circle for regimen and for outcome. 

c. PMTCT - Some as wi th ARV 

Proph y la x is - Same general instructions as Post Treatment fields. 

Currenty M edicatio ns - fill in all applicable circles. If 'Other' write in medications. 

Known Drug. Allergies - Fi ll in all appl ica ble circles. If 'Other' write 

in drug name/class 

I 
I 
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FEDERAL MINISTRY OF HEALTH OF ETHIOPIA 

ARV CLINIC PATIENT RECORD C. GENERAL CONDITION/PHYSICAL EXAM 

Heallh Facility Name:: ______________________ _ Dale:~~ __ 

PATIENT IDENTIFICATION 
Name: _________ Father's Name: _________ Grandfather's Name: _______ _ 

ART Unique 10 No.: _ _ ___________ _ 

VITAL SIGNS AND FUNCTIONAL LEVEL 

Heighl (cm) Weigh I (kg) HR (b/m) 

SYMPTOM SCREEN 

o Chronic Cough o Night Sweats 
o Dyspnea o Fever > I month 

Palient Cord No.: ____ -'1 ___ _ 

BP (sid mmHg) 
- - _1- _ 

RR (Rim) 

o Numbness/Tingling 

o Persistent Headaches 

o Hemoptysis a Dysphagia andlor Odynophagia o Mental Confusion 

o Chronic Fatigue 

o Weight loss 0 _% body wt 

a Flu-like (URTI) 

o Nausea and/or Vomiting 

o Abdominal Poin 

PATIENT'S PREGNANCY STATUS 

o Pregnant EDD~~_ o Not Pregnant 

GENERAL APPEARANCE OF PATIENT AT PRESENTATION: 

PHYS ICAL EXAM 

Physical Exam Normal Abnormal 

HEENT 

lymph nodes 

Chesl 

Heart 

Abdomen 

Genitourinary System 

Musculo·skeletol system 

Skin 

Nervous System 

Other findings: 

o Chronic Diarrhea 

a STI Symptoms 

a Nol Applicable (male) 

Specify Abnormal Finding 



INSTRUCTIONS: C. GENERAL CONDITION/PHYSICAL EXAM 

Note: All fields must be filled ill 

Health Facility Name - Health Facility name as registered at the Ministry of Health 
Date:· Use Ethiopian calendar and a format of DD/MM/YYYY. 
ART Unique 10 No. - Patients should be assigned Unique ART number. This will be (region 
number/woreda/facility/patient assigned 5 digit number). The first patient to star t ART in the clinic 
will be given 0000l. 
Patient Cord No. - 6 digit number followed by year found on patient card to be issued to patient by 
facility 
Fu nctional status-W or Work = worki ng, A or A m b = ambu la tory, B or B ed = bedridden (Working=able 
to perform usualwork in or out of the house, harvest, go to school. Ambulatory=ambulatory but not 
able to work. Able to performactivities of daily living. Bedridden=not able to perform activities of 
daily living. 
Vita l Signs - Enter a ll the indicated vital signs. Symptoms - Fill in all applicable circles. Note the 
following: 

a. For 'Cough' you can fill in duration and whether it is productive if applicable 
b. For 'Fever' you can fill in duration if applicable 
c. For 'Weight Loss' you can fiII in if > than 10% of body weight 
d. For 'Amenorrhea' you should enter the date of LMP using Ethiopian calendar and 

DD/MM/YYYY format 
c. For 'Diarrhea' you can enter duration and if there is blood present 

Patient's Pregnancy Status - fill in appropriate circle. if patient is currently pregnant indicate the 
Expected Delivery Date using Ethiopian calendar and a format of DD/MM/YYYY Physical and 
Mental Examination - fill in all applicable circles. Note that the left-hand column should be fill ed 
in if findings are normal. If findings are abnormal for any system, fill in appl icable circles or spaces 
to the right. 
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ARV CLINIC PATIENT RECORD 

FEDERAL MINISTRY OF HEALTH OF ETHIOPIA 

D. CLINICAL REVIEW 
Health Facility Name: ________________________ _ Dale:-------.I-------.I __ _ 

PATIENT IDENTIFICATION 

Nome: ____________ Father's Nome: ______ ______ ,Grondfolher's Nome: _________ _ 

ART Unique 10 No.: Patient Card No.: _____ 1 ____ _ 

WHO STAGING 

WHO Stage 1 Conditions 

a Per.;islenl Generalized Lymphadenopathy (PGLJ 

WHO Stage 2 Conditions 

o Minor Mucocutaneous Manifestations o Herpes Zoster 

o Weight Loss < 10% of Body Weight o Recurrent Upper Respiratory Tract Infections 

WHO Stage 3 Conditions 

o Ora! Candidiasis 

a Oral HaiFy l eukoplakia 

o Weight loss > 1 0% of Body Weight 

o Bacterial Pneumonia 

o Unexplained Chronic Diarrhea (> 1 month) o Other Severe Bacterial Infections (i.e. pyomyositisJ 

o Unexplained Prolonged Fever (> 1 month) o Pulmonary Tuberculosis 

WHO Stage 4 Conditions 

o Extrapulmonory Tuberculosis o HIV Wasting Syndrome 

o Atypical Mycobacteriosis 0 Candidiasis (Esophagus. Trachea. Bronchi or Lungs) 

o Crytococcosis Extrapulmonary 0 Cryptosporidiosis with Diarrhea (> 1 month duration) 

o Herpes Simplex (mucocutaneous> 1 month, or visceral 0 CMV Disease (other than fiver, spleen, lymph nodes) 

o HIV Encephalopathy 0 Karposi's Sarcoma 

o Lymphoma 0 PML 

o Mycosis, Disseminated (i .e. Histoplasma, Coccidioides) 0 Pneumocystis Carinii Pneumonia (PCP) 

o Salmonella Septicemia, Non-typhoid 0 Toxoplasmosis of the CNS 

CLINICAL REVIEW 

Does the Patient need evaluation for cough or TS? 

o No o Yes if Yes, Order: o TB sputum smear o Empiric Antibiotics 0 Chest X-Ray 

Does the Patient need evaluation for diarrhea? 

o No o Yes Order: o Stool Examination 0 Empiric Antibiotics 0 Empiric Antiparasitics 

Does the Patient need evaluation for fever? 

o No o Yes Order: 0 Urine Analysis 0 Malaria Slide o Hb, WBC, Difl 

o Blood Culture 0 Empiric Antibiotics 0 other (specify __________ _ 

Does the Patient need prophylactic medication? 

Does the Patient need evaluation for ARV treatment? 

o No 

o No 

o Yes 

o Yes 

a Start Education Sessions If Yes: 0 Hgb, WBC with differential 0 liver function test (ALT) o CD4 count 



INSTRUCTIONS: D. CLINICAL REVIEW 

Note: All field s must be filled in 

Health Facility name - Health Facility name as registered to the facility by the Ministry of Health 
Date: . Use Ethiopian calendar a nd a format of DD/MM/YYYY 
ART Unique 10 No. -Patients should be assigned Unique ART number. This will be (region 
number/Woreda/facility/patient assigned 5 digit number ). The first patient to start ART in the 
clinic will be given 00001. 
Patient Card No. - 6 digit number followed by year found on patient ca rd to be issued to patient by 
facility. 
WHO Slaging - fill in all applicable circles in each level. Note that a patient's WHO stage is the 
highest stage th at has at least one circle fi lled in. 
Clinical Review - The purpose of thi s section is to help the clinical provider develop an appropriate 
plan of ca re based on HI V/AIDS treatment guidelines. Any 'Order' circles filled in should be 
foll owed up with the appropriate laboratory/X-ray request for m. 
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FEDERAL MINISTRY OF HEALTH OF ETHIOPIA 

HIV Carel ART Clinic Intake form E. SOCIAL ASSESSMENT 

Health Facility Name: ___________________ _ Date: __ -II ___ ./ ___ _ 

PATIENT IDENTIFICATION 
Name: ___________ Father's Name": _________ Grandfather's Name:, _______ _ 

ART Unique·ID No.: ______________ _ Patient Card No.: ______ / _____ _ 

EMPLOYMENT 

Current employment: o Working full time 0 Working part-time 0 Not working / Studying due to ill health 

o Unemployed 

Other (S'pecify): _________________ _ 

Employer's Name ____________ Department _________ Position' ________ _ 

Does/Did illness affect ability to carry out this employment/study? 0 Yes 0 No If yes how often, ______ _ 

If No is there any impact due to illness? ____________________ _ 

LIVING CONDITIONS 
Home: Number of rooms _____________ 0 Running water o Electricity 

Numbe.r of people in the household ______ _ 

RELIGIOUS/SUPPORTIVE CARE 

Re ligious conviction 

o Muslim o Orthodox 0 Protestant 0 Catholic o Other 

Spiritual caregiver _______________________ _ 

Community Support/HIV support groups 0 Yes o No 

DISCLOSURE 

Does anyone else know about your HIV Status? 

Family 0 Wife/ Husband 0 Own Child (ren) o Parents (s) o Brothers(s)/Sister(s) 

Others o Relatives o Friends 

FAMILY MEMBERS - SPOUSE 

Conditio'n of wife/husband: 0 Healthy 

HIV tested Result 0 Not Asked 

o Chronic III 

o Negative 

o Dead 

o Positive 

o Unknown 

o Unknown 

TB Result 0 Not Asked 0 Negative 0 Positive 0 Unknown 

Was/ Is on ARV treatment Yes 0 No 0 Was/Is on TB treatment Yes 0 No 0 

FAMILY MEMBERS - CHILDREN 

Number of children alive __ Number HIV tested ___ Number positive __ Number chronically ill __ 

Number of children died __ Number HIV tested __ Number positive __ Number were chronically ill __ 

ISSUES/CONCERNS INDENTIFIED 

General 

o Concerns about financial issue w ithin the family o Bereavement/ grief o Other concerns 

o Concerns about the children o HIV status disclosure concerns 

o Concerns regarding marital relationship o Adherence to treatment concerns 

o Concerns regarding family relations o Dietary Problems 
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INSTRUCTIONS: 

Health Facility name - Health Facility name as registered at the Ministry of Health 

Date: - Use Ethiopian calendar and a format of DD/MM/YYYY 

E. SOCIAL ASSESSMENT 

ART Unique 10 No.- Patients should be assigned Unique ART number. This will be. (region number /Woreda/ 

Facility /patient assigned .5 digit number). The first Patient to start ART in the clinic will be given 00001. 

Employment Details (especially important if the clinic is workplace clinic) 

Company - Fill in the name of the company where the patient works. If the patient is not working at !his time 

enter NA. 

Department - Fill in the department in which the patient works. If not known or not applicable enter NA 

Employer's Working /Study: -

a. Working full time - If the patient is full time employee 

b. Working part - time - If the patient works on part time base. 

c. Not Worki ng/ studying due to ill health. -If the patient couldn't work/ or study due to HIV / AIDS 

related problems 

d. Unemployed ~ If the patient doesn't work due to not HIV / AIDS related problems but other factors 

e. Other (specify)- Include students, housewives and other employment categories. 

Disclosure: if anyone knows the status of the patient/ child at work place, school, family and other community 

members. 

Family Members: 

o . Family: Spouse and/ or children aware of the patient's serostatus 

b. Others: other relatives, fri e nds e tc who are aware of the patient's serostatus 

Family Member: spouse: please fill in the appropriate circle to indicate the hea lth status of the spouse 

Family Member: children: please fill in the appropria"te circle to indicate the health status of the child 

Issues/ Concerns Identified: please fill in the appropriate circle to indicate the issues/ Cqncerns identified 

Social assessment should be conducted whenever the patient comes to 

the Health facility by counselors or ART nurse 
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FEDERAL MINISTRY OF HEALTH OF ETHIOPIA 

HIV Carel ART Clinic F. ART ADHERENCE COUNSELING 

Health Facility Name" ___________________ _ Date" __ --II __ -II 

PATIENT IDENTIFICATION 
Name, ___________ Father's Name', _________ Grandfather's Name, 

ART Unique ID No., _______________ _ Patient Card No., / - --- . -

HEALTH EDUCATION & KNOWLEDGE 
o Attended HIV related hea lth education session(s) in the past 

o Attended HIV related counsel ing session(s) ill the past 

Understanding of HIV disease, o NA 0 - 0+ 0++ o +++ 

Understanding of HIV transmission, o NA 0- 0+ 0++ o +++ 

Understanding of prophylaxis and treatment of 01, o NA 0- 0+ 0++ o +++ 

Understanding of ART medication adherence, o NA 0- 0+ 0++ o +++ 

RISK - BEHAVIOR 
o Has regular sexual partner 

o Has casual sexual portner(s) - Number of casual partners in last 3 months 0 1 o 2 o 3 0 > 3 

Condom use 0 NA 0 Never 0 Rarely 0 Sometimes 0 Mostly o Always o No response 

Addictions 

Tobacco 

Alcohol 

Soft Drugs 

Hard Drugs 

o NA 

o NA 

o NA 

o NA 

0-

0 -

0-

0-

0+ 

0+ 

0+ 

0+ 

Adherence: Concerns/barrier; 10 ART: 

0++ 

0++ 

0++ 

0++ 

o Stigma (family and friends will f ind out) 

o Afraid of medications (side effects; "poison") 

o Doubt· that medications will work 

GENERAL FEELING 

o +++ 

o +++ 

o +++ e.g., Khat, Shisha, pills, etc 

o +++ e .g., cocaine, morphine, i.v.·drugs, etc. 

o Depressed/anxious 

o W ill forget to take medications 
o Other ___________________________ _ 

Since your lost visit, have you had any problems or comp laints? Have you been hospitalized? 

o No 0 Yes 

How has your appetite been since your last visit? 

How has your strength been since your last visit? 

o No 

o Not Asked o Good 

o Yes 

o OK o Poor 

o Normal o Weak, but not in bed 0 Very w eak, often in bed 0 Extremely weak, mostly ic bed 

How many days have you been too sick to work? ___ _ o lost job due to current i,lIness 

Evaluator's impression about mental condition 

o At ease 0 Confused o Depressed 0 Anxious 0 Suicidal 

APPROPRIATE REFERAL 

o Physician o Phormacy o Social Services o laboratory o Community Based Organizations 
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INSTRUCTIONS: F. ART ADHERENCE COUNSELING 

Note.: All fields must be filled in 

This form must be completed each time a patient is seen at the ART clinic 

Health Facility name - Health Facility name as registered at the Ministry of Health 

Date: - Use Ethiopian calendar and a format of DD/ MM/ YYYY 

ART Unique 10 No.- Patients should be assigned Unique ART number. This wil l be. (region number/ Woreda / 

Facility / patient assigned 5 dig it number). The first Patient to start ART in the clinic will be given 0000 1. 

Patient Card No.-6 digit number followed by yearfound on patient card to be issued to patient by f acility. 

Health Education & Knowledge - fill in appropriate circles_ Scale is from '- None' to '+++ A g reat deal' 

Life Style - fill in appropriate circles. Scale is from'-No use' to'+++ A great deal of use' 

Issues Identified - fill all applicable circles, counsel and refer when necessary_ 

Adherence questions - fill in appropriate circle for each question. Educate patient adhe"rence ot every visit. 

General Feeling questions- fill in appropriate circles. Some questions moy be more appropriate at follow-up. 

,Counsel patient accordingly. 

Appropriate referral: fill in appropriate circles and refer patient according to identified needs discovered during 

counseling. 

The Adherence counseling form need to be filled by the counselor or 

nurse every time the patient comes to clinic. This form should be copied. 
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FEDERAL MINISTRY OF HEALTH Of ETHIOPIA, 
~, ~ . ! " . . ,)'1' '. T ' It " .J" " C', 

HIV C~;el ARJ Clinic Intake form ' . , 
G. ART ASSESSMENT AND PLAN 

Oate', ___ -II __ -II ___ _ 

if -"--'----"-=:---,c'-----" Father's Name' ________ Grandfather's Name', ______ _ 

ART Unique 10 No., ______________ _ Patient Card No., _____ ~!_- _. ____ _ 

ARV ELIGIBILITY CRITERIA ..... ' (' . 
.. " ";. 

o Yes ... ; 
o Yes 

~es 
" -. .. f!"; 

j' r,·,.; .. r ~~ ".,. fa '~~")J~~ 'T. ,,' - o Yes o No 
). 

No identified barriers for adherence o Yes o No 

PLAN 

1. 01 Prophylaxis (dd/mm/yy) 

:olrimoxazole, Start-l-l __ Continue_! -1 __ Disconlinue-l-l __ Slart 01 a laler dale-l-l __ 

NH, Start_! -1 __ Conlinue_I __ I __ Disconlinue_1 -1 __ Slart 01 a later date-l_I _ _ 

'Iuconazole, Start---1-1 __ Continue-l-l __ Disconlinue-l-l __ Slart 01 a later date-l-l _ _ 

2. Treatment for other conditions: o Yes, __ _ 

If Yes, 

If Yes, 

Diagnosi5:, _____ _ 

Diagnosis, ____ _ 

3. Recommend ART 

a Yes ____ _ o No ____ ~ 

If yes, specify regimen, 

o I a( 30) = d4t (30)-3TC-NVP 

o 10(40) = d4t (40)-3TC- NVP 

o I b(30) = d4t (30)-3TC-EFV 

o I b(40) = d4t (40)-3TC-EFV 

o Ic = AZT-3TC-NVP 

old = AZT -3TC-EFV 

o No __ _ 

Treatment, ______ _ 

Treatment, ______ _ 

o Deferred (State reason) ______ _ 

INTART-VrI /9g 

i 



INSTRUCTIONS: G. ART ASSESSMENT AND PLAN 

Note: All fields must be filled in 

Form G is to be completed at the second visit by the treating physician 

Health Facility name - Nome as registered at the Ministry of Health 

Date: - Use Ethiopian ca lendar and a format of DD/MM/YYYY 

ART Unique 10 No_- Patients should be assigned Unique ART number. This will be. (region number/Wore da/ 

Facility /patient a ssigned 5 digit number). The first Patient to start ART in the clinic will be given 0000 I . 

Patient Card No.-6 dig it number followed by year found on patient cord to be issued to patient by facility. 

ARV Eligibility Criteria - Clinical Criteria: fill in the appropriate circle to indicate the ARV Eligibility Clinical Criteria 

ARV Eligibility Criteria - Social Criteria: fill in the appropriate circle to indicate the ARV Eligibility Social Criteria 

Plan- 01 Prophylaxis: please use the appropriate blank space to fill the appropriate dote (dd/mm/yy) 

Plan- Treatment for other conditions: fill in the appropriate circle 

Plan- Recommend ART: please fill in the appropriate circle 



ANNEXE 

Questionnai re 



QUESTIONNAIRE 

Thi s questionnaire is part 0 (' the Masters Thes is study entitl ed " An Assess ment of the ART Pat ient Mon itoring 

Systcm in Ethi opia"- The o bjec tive o f this survey is to id entify the strong and weak points o f the ART 

monitorin g system in Ethiopia. 

T hi s qu estion nai re has three types of quest ions, In the first type o f questions you shou ld find and c ircle one of 

th e presented alternatives that rep resent yo ur response, The second ty pes of questi ons a re open ended where 

you a re expected to write down you r responS'e. The th ird ty pes of questions are organi zed in such a way tha t 

they provide a sca le of 1-7 on which to express you r opini on. I f you d isagree with a statement then use the left 

s ide of the scal e and determine holV much di sagreement that is - st rong ly di sagree (I), mildly di sagree (2) or 

di sagree (3) and circl e th e appropriate an swer. I f you arc not sure of th e inten sity of belief or think that YOLI 

neither di sagree nor agree. then ci rcle 4. If YOli agree with the statement, then use right side of the scale and 

determ ine ho\\ much agreem ent that is - agree (5), mil d ly agree (6) or strong ly agree (7) and ci rc le the 

appropria te alls\\ "e r. 

Thi s informati on wi ll remain confidenti al and wou ld not be shared with an yone, except presented as an 

aggregated claw report. Please be frank and ch oose your answers with honesty. J npprt'c iale your assistance and 

co-operat ion in completing thi s study. 

Name o J' fa cility ___ ____ ____ ____ _ 

Titl e o f the person filling the q uest ionna ire (circle ansIVe r) 

I. Docto r 
..., Nurse 
3. Data C lerk 
4. Othe r facility staff(spec ify) ________ _ 

Age o f the person _______ _ 

Fema le Sex Male-,-,---:_ 
Education (c irc:e an swer) 

---

I. High Schoo l Ce l1ificate 2. Diploma 3 . Bache lor 4. Ma ster 

5, Doctorate Degree 

6. Other (specify) ___________ _ 

Years of employ ment _____ _ 

Thank ) ou. 
iVli chael Tsegaye 



!'mot One 

1.1 What are your responsibilities in th e facil ity? 

1.2 Did YOll receive any training ill Hea lth Management Information Systems or ART patient mon itoring 
system related acti vities in lasl six Illolllh s? Yes __ No __ 

I r so. what was th e training about? 

1.3 \-\f llat meth ods do you lise to collect inform at ion 0 11 patient s? 

1.4 What spec il'l c form s do you fi ll our? 

1.5The for ms are user friend ly 2 3 4 5 6 7 

1.6 there are unnecessary form s 2 
, 

4 5 G 7 J 

to be fi ll ed out 

1.7 Not who le form s but there are unnecessa ry 2 3 4 5 6 7 
qu estions in the form s 

1.8 There are clear sta ndards 2 3 4 5 6 7 
as what the qual ity of the data shou ld be 

1.9 Overall , the orga nization of the 2 3 4 5 G 7 
data co llecti on method is e ffi cien t 
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I. I 0 Ilow do yo u regi ster the co ll ected in formation') 

1. 11 Is there a way to cross check the accuracy of the co ll ected info rm at ion? Yes No 
I r yes, What are they? 

1. 1 I How do yo u report the co ll ected informati on? 

.12 What improvement s could be made ill the co llecting and reporting procedures? 

Part Two 

2. 1 There is cl ari ty about roles 2 " 4 5 6 7 ) 

Hnd responsibility for informa ti on use 

2.2 In health departlllent, decisions arc based on 

::::.2.1 Personal liking 2 3 4 5 6 7 

~.2.2 Superiors' directives 2 3 4 5 6 7 

2.2 .3 Evidence/fact s 2 " 4 5 6 7 ) 

2.2.4 Po liti cal interference 2 3 4 5 6 7 

2.2 .5 Strateg ic objectives 2 " 4 5 6 7 ) 

2.2.6 Community health neecl s 2 " 4 5 6 7 ) 

2.2.7 Consid er ing costs 2 " 4 5 6 7 ) 

2.2.8 Considering all alterna ti ves 
and th ei r consequences 2 3 4 5 6 7 

2.2.9 HMIS data 2 " 4 5 6 7 ) 

2.3 Overall. in the celller 2 " 4 5 6 7 ) 

decisions are based on evidence 

2.4 There is c lar ity about the fl ow 2 3 4 5 6 7 
of information throughout th e system 

3 



2.5 Thc ccntcr has enough tra ined staff 

2.6 The te lecommu nicatio n eq uipments 
are adequate 

2 3 

2 3 

4 5 6 7 

4 5 6 7 

2.7 In yo ur opinion what measures can be implemented to improve the technical capac ity of the 
cente r? 

2.8 In healt h d e pa rtm ent, supe ri o rs 

2. 8.1 Promote leam work 2 
, 

4 5 6 7 ) 

2.8 .2 Seek feedback from 
concerned persons 2 3 4 5 6 7 

2.8.3 Emp ha size data qua li ty ill 
month Iy repolts 2 3 4 5 6 7 

2.8.4 Are open to alternati ve views 2 
, 

4 5 6 7 ) 

2.8.5 Li sten to cmployees 
ideas and concerns 2 

, 
4 5 6 7 ) 

2.8.6 Allow di sagreements 
before reachi ng a dec ision 2 3 4 5 6 7 

2.8.7 Are concerned about serv ing 
target cOlll muni ty/c lients needs 2 

, 
4 5 6 7 ) 

2. 8.8 Discuss conn iets openly 
to reso lve th em 2 

, 
4 5 6 7 ) 

4 



2.8.9 Seek feedback from 
concerned COIllIl1 LlIl i ty 

2.8. 10 Use HMI S data for 
settin g targets and monitorin g 

2.9 Describe at least three ways of chec king data qualit y. 

2 3 

2 3 

4 5 6 7 

4 5 6 7 

1. ______ ______ ---,-_ ___ ____ ____ _ _ 

2. ___________ ______________ ___ __ __ 

3. ________________________________________________________________ _ 

Part Three 

3. 1 In hea lth department, s taff 

3. I. I Perform duties honestly 2 3 4 5 6 7 

3. 1.2 Arc pU llctual 2 3 4 5 6 7 

3 .1.3 Help each other in serving 
th e patients 2 3 4 5 6 7 

3.1.-1 Feel committed in improv ing 
health status ori lle target populatioll 2 3 4 5 6 7 

, 
1.5 Live o n the ir ea rned money 2 3 4 5 6 7 J. 

(do not take bribe) 

3. 1.6 Set appropr iate and doab le 
target o f their performa nce 2 3 4 5 6 7 

, 
1.7 Feel gui lty for not accomp lis hin g J 

the set target/performance 2 
, 

4 5 6 7 J 

, 
1.8 Are rewarded for good work 2 3 4 5 6 7 J 

3. 1.9 Fee l that data collection 

5 



is an important acti vity 2 3 4 5 6 7 

3. 1. 10 r ee l that pro moti on 
is based on merit 2 

, 
4 5 6 7 J 

3. 1.11 Rely on data for pllll1ning 
and monitorin g set target 2 

, 
4 5 6 7 J 

3.1.12 Are givel1 appropr ia te trai ning 
For I-IMI S acti viti es 2 

, 
4 5 6 7 J 

3.1.13 I-lave the required fo rill s 
and instructi on guides for I-I MIS acti vities 2 3 4 5 6 7 

3.1.14 Fac ilities receive time ly monthly 
feedback on the ir subm itted report 2 

, 
4 5 6 7 J 

3. 1.1 5 Fac ilities are directed to di splay data 
foo l' monitorin g th eir sel tat'get 2 " 4 5 6 7 J 

3. 1. t 6 Can gather data to lind the 
root cause(s) of the prob lem 2 " 4 5 6 7 J 

3. 1.1 7 Ca n develop ap propriate cri ter ia fo r 
selecting intervention for a given problem 2 

, 
4 5 6 7 J 

3. I . 18 Can deve lop appropriate outcomes 
of a particular intervention 2 

, 
4 5 6 7 J 

3. ! . 19 Can evaluate whether the targets 
/ou tcomes have bee n achi eved 2 3 4 5 6 7 

3.1.20 Arc empowered to 
make dec isions 2 

, 
4 5 6 7 J 

3.1.21 Are told th at thei r effons 
make a difference in improv ing 
hea lth status of the target population 2 3 4 5 6 7 

6 



3. 1.22 Are made accountab le fo r 
poor perforlll nncc 2 

, 
4 5 6 7 .l 

3. 1.23 Usua lly docllm enl whal lhey do 2 
, 

4 5 6 7 J 

, I .24 Always le ll the truth 2 
, 

4 5 6 7 J. J 

3. 1.25 rut a lot of efforts on 
HMIS activities 2 3 4 5 6 7 

3.2 Collec ting inform ation which is not L1 sed 
for decis ion making di scourages me 2 3 4 5 6 7 

3.3 Collectin g information 
makes me fee l borecl 2 3 4 5 6 7 

3.4 Collecting information is a 
meani ngful work 1'0 1' me 2 3 4 5 6 7 

3.5 Collecting inform ation give 
me tile fee ling 111 M da ta is needed 
for monitorin g facility perform ance 2 

, 
4 5 6 7 J 

3.6 Col lectin g in formation give me the 
Fee ling that it is forced 0 11 me 2 , 

4 5 6 7 J 

3.7 Co llecting informati on is apprec iated by 
Co-workers and superi ors 2 

, 
4 5 6 7 J 

3. 8 Collecting inforillat ion makes me 
fee l that I need training in 
data co ll ection, ana lys is and d isplay 2 3 4 5 6 7 

7 
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3.9 To what ex tent do yo u fee l sati s fi ed with yo ur job o n sca le o f 1-7 from very d issati sfied (I) to ve ry 
sa ti s fi ed (7). C irc le your answer. 

I . Very dissatisfied 
2. So mewhat di ssati slied 
3. Di ssati sfi ed 
4 . Ne ither dissatisfi ed nor sati sfi ed 
5. Sati sfied 
6. Somewhat sat isfi ed 
7. Very satisfi ed 



Declaration 

I, the undersigned, declare that this is my original work which has not been presented 

for a degree in this or any other univers ity and a ll sources used for the thesis have been 

duly acknowledged. 

Name M ichael Tsegaye 

Signature 

Date August 16,2007 


	MX-M464N_20180419_210130
	MX-M464N_20180419_210224
	MX-M464N_20180419_210334
	MX-M464N_20180419_210448
	MX-M464N_20180419_210502
	MX-M464N_20180419_210527
	MX-M464N_20180419_210538
	MX-M464N_20180419_210559
	MX-M464N_20180419_210611
	MX-M464N_20180419_210625
	MX-M464N_20180419_210638
	MX-M464N_20180419_210653
	MX-M464N_20180419_210705
	MX-M464N_20180419_210816
	MX-M464N_20180419_210828
	MX-M464N_20180419_210844
	MX-M464N_20180419_210915
	MX-M464N_20180419_210928

