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FOREWORD

survey of health facilities in Ethiopia. The first was the 2014 Ethiopia Service Provision

Assessment Plus Survey (2014 ESPA+). The Ethiopian Public Health Institute (EPHI) and the
Ministry of Health (MoH) have led the overall survey process. The institute undertakes research on priority
health problems and generates and disseminates research findings to improve the health of Ethiopians
throughout the country. Various research activities have been undertaken in collaboration with national
and international development partners.

The 2021-22 Ethiopia Service Provision Assessment (ESPA) survey is the second comprehensive

The purpose of the 2021-22 ESPA is to provide a comprehensive overview of the country’s health services
delivery system, specifically an assessment of the capacity and potential of all health care facilities to
provide quality health care to Ethiopians in all regions.

The Ministry of Health (MoH) included monitoring and evaluation as an invaluable component of the
Health Sector Development Programme (HSDP) which, in various phases, has been the source of health
strategy for many years. However, it is technically impossible to obtain all necessary health-related data
exclusively through the Health Management Information System (HMIS), commonly used by public and
private health facilities. Conducting regular surveys is therefore crucial to capturing selected data sets and
triangulating various sources to improve the quality of health services and the overall health system.

To measure progress in the Ethiopia health system and in quality of care, it was important to conduct the
2021-22 ESPA survey for improved planning and management of the health sector. Information from the
survey will be critical to the development of the second Health Sector Transformational Plan (HSTP-I1)
which covers the period July 2020-June 2025. HSTP-I1 is the first part of a 10-year health sector plan.
Quality health systems data are key to establishing effective and continuous equity-monitoring systems for
tracking performance towards national and international targets, and health equity at all levels of the health
system.

Equity monitoring is particularly important to systematically identify where inequalities exist in the health
system, and to design and implement equity-oriented interventions to ensure that no one is left behind and
build a resilient health system.

It is useful to further analyse the available data from the ESPA and to make it available to researchers who
want to answer priority research questions. The EPHI will continue to generate evidence for interested
groups working in the area of health policy.

| appreciate the efforts of team members from the different health development partners, who were
involved in and supported the successful implementation of the survey, despite the challenges of the
COVID-19 pandemic and security issues in some areas of the country.

I am very hopeful that the findings of the 2021-22 ESPA survey will be helpful to policymakers and
program managers as they focus on the problems identified in the survey and give attention to the
substantial gaps in service quality in the survey report. Finally, we urge health workers and program
managers from all regional governments, development partners and stakeholders to play an active role in
addressing the gaps in the provision of high-quality health services to the Ethiopian population.

Dr. Getachew Tollera, MD, MPh
Deputy Director General
Ethiopian Public Health Institute
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READING AND UNDERSTANDING TABLES
FROM THE 2021-22 ETHIOPIA SERVICE
PROVISION ASSESSMENT (ESPA)

he 2021-22 Ethiopia Service Provision

Assessment (ESPA) final report is based on

approximately 150 tables of data. For quick
reference, they are located at the end of each chapter
and can be accessed through links in the pertinent
text (electronic version). Additionally, this report
features figures that clearly highlight subnational
patterns and background characteristics.

While the text and figures featured in each chapter
highlight some of the most important findings from
the tables, not every finding can be discussed or
displayed graphically. For this reason, 202122
ESPA data users should be comfortable reading and
interpreting tables.

The following pages provide an introduction to the
organization of 2021-22 ESPA tables, the
presentation of background characteristics, and a
brief summary of sampling and understanding
denominators. In addition, this section provides
some exercises for users as they practice their new
skills in interpreting 2021-22 ESPA tables.

6.8  GENERAL ASSESSMENT AND CLIENT HiSTORY FOR OBSERVED FIRsT VisiT ANC
CLIENTS

6.8.1 General Assessment and Client History for Observed First Visit ANC Clients by
Facility Type, Managing Authority, and Rural-urban Settings

Table

summary information about client history, roatine tests, and prior pregnancy-related
complicatior 2

Client History

Figure 6.3 Client history for observed first-visit ANC
clients in facilities

Client hisfory for cbserved first visil ANG chients
(N=2.181)

75 78

15
3

Clentsage Dateoflast  Anypror  Medcines Al demonts
‘‘‘‘‘ iual pregnancy  clents  relevantto
pericd cumently  clent history

taking

pei

visit ANC clients in facilities

Reutin fests performed for observed first ANC chents
N=2787)

Total  Public =Private

85 65 85
L 50 58 58 58

122 + Antenanat Gare Services
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Example 1: Availability of Basic Client Services
A Question Asked of All Surveyed Health Facilities

Table 3.2 Availability of basic client services
Among all facilities, the percentages offering indicated basic client services and all basic client services, by background characteristics, Ethiopia SPA 2021-22
Curative care
Child Child growth services for Any modern
Background 3 vaccination monitoring children family planning Antenatal care  Services for  All basic client Number of
characteristic services! services under age 5 services (ANC) services STI services? facilities
Facility type
Referral hospital 69 78 88 94 91 100 63 2
General hospital 67 80 98 90 98 99 61 7
Primary hospital 67 84 98 96 99 100 58 15
Health centre 94 92 99 99 100 99 86 181
Health post 90 88 88 87 80 15 8 755
Specialty/higher clinic 2 24 71 5 8 58 2 7
Medium clinic 0 15 76 63 39 95 0 92
Lower clinic 0 5 93 55 20 75 0 97
Managing authority
Public 90 88 90 89 (@YD) 33 24 960
Private 1 13 87 58 32 84 1 198
Region
Afar 64 63 94 87 59 36 17 19
Amhara 70 79 83 86 69 47 22 250
Oromia 78 74 89 85 83 46 24 430
Somali 85 90 92 81 81 49 30 74
Benishangul Gumuz 82 55 98 76 45 32 13 23
SNNP 78 77 96 85 70 24 11 261
Sidama 90 85 99 90 94 31 18 44
Gambela 56 59 93 71 55 40 14 17
Harari 68 70 84 71 69 44 22 4
Addis Ababa 20 27 65 68 49 91 19 33
Dire Dawa 58 58 83 66 75 77 29 5
Urban/rural
Urban 44 51 89 76 57 75 22 271
Rural 85 82 89 87 80 32 20 887
National 4 > 75 89 84 75 42 1,158
1 Child vaccination EPI defined to include routine provision of pentavalent (DPT+HepB+HiB), oral polio, measles vaccinations (MCV1 and MCV2); bacillus Calmette-
Guérin (BCG), pneumococcal conjugate vaccine (PCV); rotavirus vaccine; and inactivated polio vaccine (IPV) vaccinations at the facility
2 Basic client services include outpatient curative care for sick children, child growth monitoring, facility-based child vaccination services, any modern methods of
family planning, antenatal care and services for sexually transmitted infections (STI).

Read the title and subtitle, highlighted in orange in the table above. They tell you about the topic
and provide a brief description of the information contained in the table. In this case, the table is about the
provision of basic client services in health facilities in Ethiopia from the 202122 Ethiopia Service
Provision Assessment (ESPA).

Scan the column headings—highlighted in green in Example 1. They describe how the information
is categorized. In this table, there are eight columns of data. Each of the first six columns represents one
basic client service—child vaccination, child growth monitoring, curative care for children under age 5,
any modern methods of family planning, antenatal care and services for sexually transmitted infections
(STIs). The seventh column shows what percentage of facilities have ALL six basic client services. The
last column, in gray, lists the number of health facilities in each category. These numbers are the
denominators, that is, the total number of facilities surveyed for each topic and each background
characteristic. In this case, 1,158 total facilities were surveyed. Of these 1,158 surveyed facilities, two are
referral hospitals, seven are general hospitals, 15 are primary hospitals, 181 are health centres, 755 are
health posts, seven are specialty or higher clinics, 92 are medium clinics and 97 are lower clinics.

Step 3: Scan the row headings—the first vertical column highlighted in blue in Example 1. These show the
different ways the data are divided into categories based on background characteristics. In this case, the
table presents the availability of basic client services by facility type, managing authority, region and
urban/rural area. Most of the tables in the 2021-22 ESPA will be divided into these same categories.
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Step 4: Look at the row at the bottom of the table highlighted in red. These figures represent the total
percentages, that is, the percentages of facilities that offer each of the six services. This table shows that

75% of health facilities offer child vaccination services. Overall, 20% of all health facilities provide ALL
six basic client services.

Step 5: To find out what percentage of public health facilities offer antenatal care services, draw two

imaginary lines, as shown on the table. This shows that 84% of public health facilities offer antenatal care
services.

Practice: Use the table in Example 1 to answer the following questions:

a) Are services for any modern methods of family planning more likely to be offered by urban or rural
facilities?

b) In which region are services for STIs least available?

¢) Which facility type is least likely to offer all six basic client services?
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Example 2: Availability of Antenatal Care (ANC) Services
A Question Asked of a Subset of Surveyed Health Facilities

Table 6.1 Availability of antenatal care services

Among all facilities, the percentage offering antenatal care (ANC) services and, among facilities offering ANC services, the percentages offering the
service on the indicated number of days per week and the percentages providing tetanus toxoid vaccine to pregnant women, by background
characteristics, Ethiopia SPA 2021-22

Percentage of
Percentage of facilities offering ANC where  facilities

3 ANC services are offered the indicated providing Tetanus
number of days per week? tetanus toxoid toxoid
Percentage of vaccine to  vaccine every  Number of
Background facilities that ~ Number of pregnant day ANC is facilities
characteristic offer ANC facilities 1-2 3-4 5 or more women? offered offering ANC
Facility type
Referral hospital 91 2 0 0 100 79 79 2
General hospital 98 7 1 1 97 78 73 7
Primary hospital 99 15 0 1 99 75 72 15
Health centre 100 181 0 0 100 95 94 181
Heath post 80 755 9 5 82 82 61 604
Specialty/higher clinic 8 7 0 0 100 42 42 1
Medium clinic 39 92 0 0 100 9 8 36
Lower clinic 20 97 0 0 100 2 2 19
Managing authority
Public 84 960 7 4 86 85 69 802
Private 32 198 0 0 99 11 10 63
Region
Afar 59 19 14 0 86 70 50 11
Amhara 69 250 3 0 97 85 74 171
Oromia 83 430 5 5 89 76 60 357
Somali 81 74 0 3 93 83 73 60
Benishangul Gumuz 45 23 12 0 88 98 98 10
SNNP 70 261 12 5 75 85 65 182
Sidama 94 44 16 3 69 84 67 42
Gambela 55 17 12 0 88 61 50 9
Harari 69 4 3 3 93 95 95 2
Addis Ababa 49 33 0 0 99 39 38 16
Dire Dawa 75 5 0 0 100 86 77 4
Urban/rural
Urban 57 271 3 0 97 69 65 154
Rural 80 887 7 4 85 82 65 711

4> uw &> o a0 6

1 Some facilities offer ANC services less often than 1 day per week, and so the total percentage may be less than 100%.
2 Among facilities offering ANC services, the percentages providing tetanus toxoid vaccine to pregnant women

Read the title and subtitle. In this case, the table is about two separate groups: (a) all health
facilities and (b) facilities that offer antenatal care (ANC) services.

Identify the two panels in green. First, identify the columns that refer to all facilities (a). Then,
isolate the columns that refer only to facilities that offer ANC services (b).

Step 3: Scan the row headings to identify the background characteristics. In this table, availability of ANC
services is presented by facility type, managing authority, region and urban/rural area.

Step 4: Now look at the first panel. What percentage of all health facilities offer ANC services? It’s 75%.
Now look at the second panel. How many health facilities offer ANC services? It’s 865 health facilities, or
75% of the 1,158 health facilities in the survey sample (with rounding). The second panel is a subset of the
first panel.

When reading and using the 2021-22 ESPA, be sure to identify which group of facilities is being
displayed. For example, look at the first column in panel b. It is NOT correct to say that 6% of all health

facilities offer ANC services 1-2 days per week. It is correct to say that 6% of facilities offering ANC
services offer these services 1-2 days per week.
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Practice: Use the table in Example 2 to answer the following questions:

a) What type of facility is most likely to offer ANC services?

b) What percentage of health facilities offering ANC services offer ANC services 3—4 days per week?

¢) How many public facilities offer ANC services? (Hint: the gray column shows the denominators, or the
number of health facilities in the sample and subsample.)

d) What percentage of health posts offering ANC services offer ANC services 5 or more days per week?

e) In which region are ANC services least likely to be provided 5 or more days per week by facilities offering
ANC services?
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Example 3: Components of Counselling and Discussions during Consultations
for All Female Family Planning Clients
Observed Consultations in the 2021-22 ESPA

Table 5.10.1 Components of counselling and discussions during consultations for all female family planning clients

Among all female family planning (FP) clients whose consultations were observed, the percentages whose consultation included the indicated components and the indicated discussions related to sexually transmitted infections
(STIs) and condoms, by background characteristics, Ethiopia SPA 2021-22

Facility type Managing authority Urban/rural 5
3 Referral General Primary Health Health Specialty/ Medium Lower
Components of consultation hospital hospital hospital centre post higher clinic clinic clinic Public Private Urban Rural National
Privacy and confidentiality
Visual privacy assured 80 78 85 81 74 81 89 92 78 90 88 75
Auditory privacy assured 73 70 81 75 64 77 79 83 71 81 7 70
Confidentiality assured 18 20 34 23 15 48 12 21 20 16 20 19 19
All three counselling conditions on privacy
and confidentiality met* 13 19 32 19 14 48 9 20 18 15 18 17 17

Discussion related to STIs and condoms

Use of condoms to prevent STls 1 1 1 1 0 0 0 0 1 0 0 1 0
Use of condoms as dual method? 0 2 1 0 0 0 0 0 0 0 0 0 0
Any discussion related to STIs? 6 11 8 6 2 0 2 0 4 1 6 2 @
Concerns, side effects and individual
client cards
Concerns about methods discussed* 67 58 56 49 50 29 44 47 50 46 48 50 49
Side effects discussed® 39 46 39 34 36 23 27 16 35 23 33 33 33
Individual client card reviewed during
consultation 86 76 81 76 61 52 52 16 71 37 61 68 65
Individual client card written on after
consultation 94 87 92 88 79 65 70 32 85 54 77 81 80
Visual aids and return visit
Visual aids were used during consultation 19 23 14 16 13 19 9 0 15 5 10 15 13
Return visit discussed 42 64 75 75 75 65 89 90 75 89 81 75 77
Number of observed female FP clients 4 22 46 92 1,160 808 2 249 189 2,121 447 1,032 1,535 2,568

! Visual and auditory privacy and confidentiality assured during consultation

2 Use of condoms to prevent both pregnancy and sexually transmitted infections (STls)

3 Discussed risks of STls, using condoms to prevent STls, or using condoms as dual method

4 Provider asked client about concerns with family planning method.

5 Method-specific side effect discussed with client, if client was provided or prescribed a method
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In the 2021-22 ESPA, consultations with family planning (FP) clients were observed by
interviewers. We can apply the same steps to read and understand tables from the previous two examples
to this table about observed consultations. Read the title and subtitle—highlighted in orange in Example 3.
In this case, the table is about the components and discussions that were observed during FP client
consultations.

Scan the column headings—highlighted in green in Example 3. In this case, each column
represents the background characteristics of facility types and basic health care centers. In this example,
background characteristics are presented as columns and not as rows.

Step 3: Scan the row headings—the first vertical column highlighted in blue in Example 3. For this table,
the rows represent the components of the consultations: privacy and confidentiality; discussion related to
STls and condoms; concerns, side effects and individual client cards; and visual aids and return visits.
These categories allow you to compare components of the consultations by facility type, managing
authority and urban/rural location.

Step 4: Note that the very last row, in gray, lists the number of observed female FP clients in each
category. These numbers are the denominators, that is, the total number of FP clients observed for each
background characteristic. In this case, a total of 2,568 female FP client consultations were observed.
Among the 2,568 consultations, 22 took place in referral hospitals, 46 were in general hospitals, 92 were in
primary hospitals, 1,160 were in health centres, 808 were in health posts, two were in specialty or higher
clinics, 249 were in medium clinics and 189 were in lower clinics.

Step 5: Look at the last column of the table. It represents the total percentage of each component observed
during FP consultations. For example, among observed FP consultations, 80% took place in an area where
visual privacy was assured and 4% involved any discussion related to STIs—the risk of STls, using
condoms to prevent STIs, or using condoms as a dual method (as defined in footnote 3).
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Example 4: Understanding Survey Weights in 2021-22 ESPA Tables

In the 2021-22 ESPA, the sample is a group of facilities that have been selected from a list of all health
facilities in the country. Most countries want to collect data and report information representing facilities
in the entire country as well as facilities in regions.

In the case of the 202122 ESPA, Table 2.3 Distribution of surveyed facilities by background characteristics
researchers want to know about health Per_cer_]t distribution and number of surveyed facilities by background characteristics,
facilities of different types, as well as Ethiopia SPA 2021-22
facilities run by different managing Weightetd
. . . percen
authorities (public and private) and distribution of —umber offacilities surveyed
N H Background surveyed
facilities at the _reglonal |eve| We want characteristic facilities Weighted 2 Unweightedl
the sample of different facility types Facility type
surveyed to resemble the actual health Referral hospital 0 2 32
.- . . General hospital 1 7 123
facility types in Ethiopia. However, Primary hospital 1 15 218
Health centre |16 181 268 |
there are many more health posts than Health post = s S
primary hospitals. Specialty/higher clinic I 7 8]
Medium clinic 8 92 139
Lower clinic 8 97 103
For example, let’s say that we he_nfe. Managing authority
enough money to visit 1,158 facilities Public 83 960 829
Private 17 198 329
for a survey that should be Reqi
. - egion
representative of all facility types (as Afar 2 19 57
H Pt Amhara 22 250 188
shown in '_I'gble 2.3). In Ethiopia, Oromia B o e
health facility types are not evenly Somali 6 74 85
Benishangul Gumuz 2 23 52
spread out; as noted, there are many SNNP 22 261 180
H Sidama 4 44 103
more health posts than primary cambela i e o
hospitals. Harari 0 4 51
Addis Ababa 3 33 84
i oL . Dire Dawa 0 5 61
A sampling statistician can determine [ .orural
how many facilities of each type Urban 23 271 606
. Rural 77 887 552
should be surveyed in order to get _
. . e National 100 1,158 1,158
reliable statistics for the specific

indicators the country is interested in. In the case of Ethiopia, the blue column (1) shows the actual
number of facilities selected and interviewed by type and province, ranging from 18 specialty/higher
clinics to 268 health centres. The sampling statistician assures us that these are enough facilities to get
reliable results for each type of facility.

But now there is a new challenge. With this distribution of facilities by type, some types are
overrepresented and some types are underrepresented. For example, the unweighted column tells us that
218 primary hospitals were surveyed, representing 19% of all facilities in the sample (218 primary
hospitals/1,158 health facilities). In reality, primary hospitals account for only about 1% of all health
facilities in Ethiopia. On the other hand, 257 health posts were surveyed, representing 22% of the facilities
in the sample. In actuality, about 65% of health facilities in Ethiopia are health posts. Would our survey
show the true state of health facilities in the target areas if we used this sample distribution?

In order to get statistics that are representative of the entire country, the distribution of the facilities in our
sample needs to resemble the distribution of the different types of facilities in Ethiopia. Primary hospitals,
for example, should contribute only a very small amount to the total. Likewise, health posts should
contribute more. The numbers of facilities of each type are weighted, or adjusted, so that each type’s
contribution to the total is proportionate to the actual distribution of health facilities in Ethiopia. The
numbers in the purple column (2) represent the “weighted” numbers. The total sample size of 1,158
facilities has not changed, but the distribution of facilities by type has been adjusted to represent their
contribution to the total number of facilities in Ethiopia.
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How do statisticians weight each category? They recalculate the categories to reflect the real distribution of
facilities in the country. If you were to compare the to the actual distribution of facilities
in Ethiopia, you would see that each facility type surveyed is contributing to the total sample with the same
weight that it contributes to the total number of facilities in Ethiopia. The weighted number of facilities in
the survey now accurately represents how many facilities are health posts—65% of the facilities—and how
few facilities are primary hospitals—only 1% of the facilities.

With sampling and weighting, it is possible to survey enough facilities to provide reliable statistics at the
national and regional levels and by facility type without distorting the overall distribution of facilities
within the country. In general, only the weighted numbers are shown in each of the 2021-22 ESPA tables,
so don’t be distressed if these numbers seem low—they may actually represent a larger number of
facilities.
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OVERVIEW OF THE HEALTH SYSTEM IN ETHIOPIA 1

1.1 COUNTRY CONTEXT

has one of the fastest growing economies in the region, with a growth rate of 6.3% in FY2020-21.1
The per capita gross national income was $960 in 2021, and the country aims to reach lower-
middle-income status by 2025.

E thiopia is the second-most populous African nation, with a population of more than 110 million. It

Ethiopia is bordered by Sudan and South Sudan on the west, Eritrea and Djibouti on the northeast, Somalia
on the east and southeast, and Kenya on the south. It is located between the equator and the tropic of
cancer, specifically between 30° and 150° north latitude and 330° and 480° east longitude.

The country has an area of 1.1 million square kilometres, with water occupying 7,444 square kilometres.
Its rich geographical diversity includes rugged mountains, flat-topped plateaus, deep gorges, and river
valleys. More than half of the country is 1,500 metres above sea level. The highest point is at Ras Dashen
(4,620 metres above sea level) and the lowest point is at Danakil (Dallol) Depression (148 metres below
sea level).

1.2 DEMOGRAPHIC PROFILE

Ethiopia is home to various ethnic groups, which speak more than 80 different languages. The country is
characterised by rapid population growth (2.6%), a young age structure, and a high dependency ratio.
There is a marked rural-urban differential in the distribution of the population. The total fertility rate in
Ethiopia is 4.6 births per woman (2.3 in urban areas and 5.2 in rural areas). The corresponding crude birth
rate was 32 per 1,000 in 2016. The average household size is 4.6, and the population is projected to reach
122.3 million by 2030.

Children under age 15 and individuals age 15-65 account for 47% and 49% of the population,
respectively. Only 4% of the population is over age 65. The sex ratio for males and females is almost
equal, and women of reproductive age (15-49) make up about 23% of the population. Nearly 80% of the
population lives in rural areas, mainly depending on subsistence agriculture.?

Ethiopia has a federal democratic republic government that operates under a 1994 constitution. It is
composed of nine regional states and two city administrations.® The regional states and city administrations
are subdivided into administrative woredas (districts). A woreda/district is the basic decentralised
administrative unit and has an administrative council composed of elected members. The woredas are
further divided into kebeles, the smallest administrative unit in the governance.

1.3 KEY ACHIEVEMENTS IN ETHIOPIA HEALTH SYSTEM

Ethiopia has shown remarkable progress in key population and health indicators in the past two decades.
According to the World Bank, life expectancy increased from 57 in 2000 to 67 in 2020. While this is above
the average for low-income countries (64 years), it remains lower than the global average (73 years) and
that of low- and middle-income countries (71 years).

! https://www.worldbank.org/en/country/ethiopia/overview
2 Ethiopia Central Statistics Agency
% This does not include the two regions recently established by referendum.
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Focusing on Ethiopia’s key maternal and child health
indicators, maternal mortality declined from 871
deaths per 100,000 births in 2000 to 412 in 2016,
according to the 2016 Ethiopia Demographic Health
Survey (EDHS) (Figure 1.1) (CSA and ICF 2017).
In 2019, it declined to 401 per 100,000 live births,
according to the 2021-22 ESPA, representing a
reduction of 54%.* However, this figure is still high
when compared with the national and Sustainable
Development Goal (SDG) targets for the year 2030.

Similarly, Ethiopia registered major achievements in
the reduction of infant and under-5 mortality rates
over the past two decades (Figure 1.2). The under-5
mortality rate decreased from 123 per 1,000 live
births in 2005 to 59 in 2019, while the infant
mortality rate decreased from 77 per 1,000 live births
to 47 in 2019. Neonatal mortality declined
moderately, from 39 deaths per 1,000 live births in
2000 to 33 in 2019 (EPHI 2019).

1.4 PROGRESS TOWARDS UNIVERSAL
HEALTH COVERAGE

Ethiopia is committed to achieving Universal Health
Coverage (UHC) through primary health care (PHC).
Substantial progress has been made over the past two
decades. According to the Ministry of Health (MoH)
annual reports, access to primary health care has
increased from 50.7% in 2000 to more than 90% in
2021-22, but the UHC service coverage index has
remained at 43%. The outpatient attendance rate
increased from 0.27 to 1.44 per capita during the

Figure 1.1 Trends in the maternal
mortality ratio, 2000-2019

Pregnancy-related deaths per 100,000 live
births

871

673 676

412 401

2000 2005 2010 2016 2019
EDHS EDHS EDHS EDHS EMDHS

Figure 1.2 Trends in early childhood
mortality rates, 2005-2019

Deaths per 1,000 live births in the 5-year
period before the survey
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same period. Similarly, according to the 8th National Health Account (NHA), out-of-pocket (OOP)
spending on health remains high, accounting for 30.5% of the Total Health Expenditure (THE) in 2019—
20, with a significant proportion of households facing catastrophic health expenses.®

1.5 HUMAN RESOURCES

Over the past two decades, the Government of Ethiopia has been implementing initiatives to increase
human resources in the field of health. The SDG index threshold of 4.45 doctors, nurses, and midwives per
1,000 population was selected as the criterion for measuring levels of health sector staffing. It serves as an
indicator for assessing the minimum density needed for health personnel (health professional density)

(WHO 2016).

According to the Ministry of Health’s 2021-22 Annual Performance Report (APR), the health professional
density (core health professional categories) for Ethiopia was 1.23 doctors, health officers, nurses, and
midwives per 1,000 population in 2021-22, which is well below the SDG threshold. Regarding the ratio of
health professionals to population, the ratio for national physicians (general practitioners, specialists,

4 https://data.worldbank.org/indicator/SH.STA.MMRT.NE?locations=ET

5 Ethiopia National health account reports 2019-20
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subspecialist, and dental surgeons) to population is 1:7,576 (1.3 physicians per 10,000 population). The
ratio for nurses to population at the national level is 1:1,415 (7.1 nurses per 10,000 population).

1.6 HEALTH INFRASTRUCTURE

Major undertakings were implemented in the past two decades to expand Ethiopia’s health infrastructure
and create access to services in the community, especially at the primary care level. According to the
2021-22 MoH Annual Performance Report (APR), there are a total of 17,534 health posts 3,673 health
centres, and 400 hospitals in the country.® In 2000, these figures were much lower—11,446 health posts,
721 health centres, and 88 hospitals.

1.7 HEALTH FINANCING

According to the 8th National Health Account (NHA), the Total Health Expenditure (THE) increased from
72 billion Ethiopian Birr (ETB), or United States Dollar (USD) 3.1 billion, in 2016-17, to ETB 127 billion
(USD 3.62 billion) in 2019-20. For the Ethiopian fiscal year (EFY), these expenditures account for
approximately 4.7% and 6.3%, respectively, of the Gross Domestic Product (GDP).

Ethiopia’s per capita health expenditure has grown steadily over the past two decades, from USD 4.5 in
1995-96 to USD 33.2 in 201617 and to USD 36.3 (including COVID-19 spending) in 2019-20. This is
still low compared with the USD 43 average for low-income African countries, and it is far less than the
USD 86 per capita spending the World Health Organization recommended for delivery of essential health
services.’

Since the introduction of the Health Sector Transformation Plan (HSTP 1), the MoH has been working
aggressively on community health insurance as a means to increase domestic resource mobilisation and
reduce catastrophic health spending at the household level. According to the 2021-22 Annual Performance
Report, 894 woredas (81%) are implementing the Community-Based Health Insurance (CBHI) programme
and will begin providing services to more than 9.8 million households, including nearly 45 million
household members.

1.8 MEDICAL PRODUCTS AND SUPPLIES

The MoH introduced and implemented various initiatives to increase the availability of pharmaceuticals
and other supplies at the facility level, and to improve overall management and in-country production
capacity during the Health Sector Transformation Plan | (HSTP-I) Period. However, there remain many
challenges to ensuring the availability of essential drugs and supplies at the facility level. According to the
2018 Service Availability and Readiness Assessment (SARA) findings, availability of essential tracer
drugs at public health facilities is 49%, with higher availability at referral hospital (86%) and health centres
(48%).

1.9 HEALTH INFORMATION SYSTEM (HIS)

MoH investment in Health Information Systems (HIS) was identified as a major focus of the
transformation agendas during HSTP I, bringing fundamental change to data quality, data use, digitisation,
and HIS governance. In the HSTP | period, the MoH adopted the District Health Information System
(DHIS2) as the national reporting platform, which improved reporting completeness to over 90%.

& MoH Annual Performance Report
7 Ethiopia National Health Account Report 2019-20
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1.10 HEALTH SYSTEM IN ETHIOPIA

The Ethiopian health system is a three-tiered, service-delivery structure, with primary-, secondary-, and
tertiary-level health care.

Figure 1.3 The Ethiopia health tier system
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Primary-level health care: This level consists of health posts, health centres, and primary hospitals. One
health centre has five satellite health posts that provide services to approximately 25,000 people. Health
posts are supposed to provide preventive care and health promotion services, in addition to treating
individual cases such as malaria, pneumonia, scabies, trachoma and other mild illnesses. Health posts refer
clients to health centres for services requiring higher-level care.

Health centres provide both preventive and curative services and serve as referral centres and practical
training sites for health extension workers. Primary hospitals offer inpatient and ambulatory services to
about 100,000 people and provide emergency surgery (including caesarean sections and blood
transfusions).

Secondary-level health care: This level consists of general hospitals and is supposed to provide similar
services to those of primary hospitals and serve, on average, one million people. They are referral centres
for primary hospitals and training centres for health officers, nurses, and emergency surgeons.

Tertiary-level health care: This is the third tier in the Ethiopian health care system and consists of a
specialised hospital that covers a population of approximately 5 million. It also serves as a referral centre
for general hospitals.

The health care tier system includes both public and private health facilities and currently there are more
than 21,000 private health facilities across the country. The private health facilities include clinics (all
levels), diagnostic centres, pharmacies, and drug stores.

1.11 ENABLING POLICIES AND SYSTEMS TO IMPROVE HEALTH OUTCOMES

1.11.1 Health Policy

The Government of Ethiopia ratified a national health policy in 1993 that has served for three decades. It is
currently being revised, with a focus on responding to sociodemographic, epidemiologic, and economic
changes in the country. The revised policy considered the government’s vision of Ethiopia becoming a
middle-income country, and the national commitment to UHC and the SDGs. The policy document has
undergone a series of consultations and been submitted to the Council of Ministers for final ratification.
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1.11.2 Health Strategic Plan

Ethiopia has been following a national health strategic plan, organised by 5-year periods, since the 1990s.
The government also implemented a health sector development plan from 1990 to 2010, that was in line
with the Millennium Development Goals (MDG). The MoH developed the Health Sector Transformation
Plan I (HSTP-I), which was implemented from 2011-12 to 2015-16, with a focus on bringing
transformative changes to the health system. MoH is implementing the second Health Sector
Transformation Plan 1l (HSTP-11) from 2020-21 to 2024-25.

HSTP-11 Objectives: The HSTP-II identified four objectives to improve the health status of the Ethiopian
population (MoH 2021a).

1. Accelerate progress towards universal health coverage
2. Protect people from health emergencies

3. Woreda transformation

4. Improve health system responsiveness

HSTP-II Strategic Directions: The HSTP-II includes 14 strategic directions, that are in line with the SDG
and other global initiatives. Strategic directions are focus areas in the plan that have detailed targets and
major activities that are implemented during the strategic plan implementation period.

HSTP-II Key Priorities: The HSTP-11 plan identified four key priorities, or health sector transformation
agendas, from the 14 strategic directions, based on the major challenges identified in the situational
analysis. The key priorities focus on investment in transforming the health system.

The transformation agendas identified were:

= Quality and equity

= Information revolution

= Motivated, Competent, and Compassionate (MCC) health workforce
= Leadership

= Health financing

1.12 PuBLIC PRIVATE PARTNERSHIP

The MoH identified public-private partnership as one of the 14 strategic directions in the national health
strategic plan. The government is working to create an enabling environment that engages the private
sector in efforts to improve access to, and quality of, health services. Increasing public-private engagement
can lead to a comprehensive range of health-related activities, including service delivery, supply
forecasting, and management of health systems strengthening.

1.13 HEALTH ALIGNMENT AND HARMONISATION

The government developed a health harmonisation and alignment manual after the 2007 Paris declaration
on aid effectiveness (FMoH 2007). The main objective was more effective and efficient harmonisation and
alignment of programmes within the public sector, and the enlistment of partners and donors to help the
country achieve more rapid progress towards the attainment of Sustainable Development Goals (SDGs)
and Universal Health Coverage. Over the past two decades, the MoH has followed the principle of one
plan, one report, and one budget in its efforts to realise harmonisation and alignment.
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1.14 COMMUNITY ENGAGEMENT

Community engagement has been a primary principle and strategy for achieving the objectives of the
national strategic plan. As part of the HSTP, the MoH identified community engagement and ownership as
one strategic focus area. The health extension programme serves as a platform for community engagement
by establishing the Women’s Development Army (WDA\) at the grassroots level. The WDA promotes the
health agenda at both the community and household levels, so that individual health literacy will continue
to improve.
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METHODOLOGY 2

2.1 OVERVIEW

kind following the 2014 ESPA+. The sample size for the ESPA 2021-22 was determined using a

combination of census data and random samples. The public health care sector in Ethiopia is
organised into a three-tier system of primary, secondary, and tertiary health care. The primary health care
system is composed of a primary hospital, health centres, and five satellite health posts. Health posts are
staffed with health extension workers (HEWSs), Ethiopian community health workers, who mainly provide
essential promotional and preventive services, with limited involvement in curative services. Tier one
(primary hospital, health centre, and associated satellite health posts) constitutes the Primary Health Care
Unit (PHCU). Tier two, the secondary health care system, constitutes general hospitals, while Tier three is
composed of specialised hospitals.

The 2021-22 Ethiopia Service Provision Assessment (2021-22 ESPA\) is the second survey of its

The 2021-22 ESPA surveyed health facilities with the aim of providing information on the general
performance of facilities that offer maternal, child, and reproductive health services, as well as services for
specific infectious diseases, such as sexually transmitted infections (STIs), HIV/AIDS, tuberculosis (TB)
and malaria; and the functions of the various components of the health system that may affect quality of
services.

To provide a comprehensive picture of the strengths and weaknesses of the service delivery environment in
Ethiopia, information was collected on each assessed service, from a representative sample of facilities
managed by the government, non-governmental organisations (NGOs), and the private sector, in Ethiopia’s
nine regions and two city administrations.

The 2021-22 ESPA provides indicators at the national level and stratified by facility type and managing
authority, according to urban-rural residence and region.

2.2 INSTITUTIONAL FRAMEWORK

The 2021-22 ESPA survey was undertaken by the Ethiopian Public Health Institute (EPHI). Technical
support for the survey was provided by ICF International under the DHS Program. The United States
Agency for International Development (USAID), the World Bank, UNICEF, Irish Aid, and the World
Health Organization provided financial support. A technical committee was constituted to oversee all
policy and technical issues related to the survey. The purpose of the 2021-22 ESPA survey was to collect
information on the delivery of health care services in Ethiopia and to examine the preparedness of facilities
for the provision of quality health services in the areas of: child health, maternal and new-born care, family
planning, sexually transmitted infections, HIV and AIDS, tuberculosis, malaria, non-communicable
diseases (NCDs), and neglected tropical diseases (NTDs).

This report presents results on facility infrastructure and service delivery based on information collected
from the health facilities. The information will help health programme managers and policy makers to
prioritise interventions that will enhance the provision of quality health services.

2.3 OBJECTIVES OF THE ESPA

The overall objective of the 2021-22 ESPA was to collect information on the availability and delivery of
health care services in Ethiopia and to examine the readiness of facilities to provide quality health services
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in the areas of child health, maternal and newborn care, family planning, sexually transmitted infections
(STIs), HIV and AIDS, tuberculosis (TB), malaria, and other diseases such as NCDs and NTDs.

The specific objectives of the 202122 ESPA were to collect and provide information in the following
areas:

= Overall availability of specific services in Ethiopian health facilities
= General readiness of health facilities to provide client services

= Service-specific readiness of health facilities

= Quality of services

= Client perception, feedback, and accountability systems

= Tracking of changes over time for future progress

2.4 DATA COLLECTION METHODS

Data collection instruments were developed for the 2021-22 ESPA, to respond to the following basic
questions:

1. What is the availability of various health services in Ethiopia?
Specifically, what proportion of the different types of health facilities offer specific health services?
2. To what extent are facilities prepared to provide quality health services?

The 2021-22 ESPA used the Facility Inventory Questionnaire and Provider Interviews to collect
information on whether a facility has the capacity to provide the specified health services at acceptable
standards of quality.

Capacity is measured by the presence of essential equipment and supplies in a location reasonably
accessible when providing a service. Quality of services, which is one aspect of capacity, is measured by
the following facility characteristics: the training and supervision of staff; the availability of service
delivery protocols and client education materials; the availability and use of health information records; the
service delivery environment; and the facility systems for maintaining equipment and supplies.

The survey assessed support systems for general management, quality assurance, logistics for medicines,
infection control, and systems for monitoring activities (such as tracking service coverage rates and
referrals). Interviewers asked whether a facility had these support systems in place and noted whether
those systems were functioning.

A facility’s basic infrastructure can affect the quality of health services provided, and influence clients’
willingness to use the facility. The 2021-22 ESPA collected data on whether facilities had electricity,
water, and client amenities, and on whether the facility kept records of the services provided and which
days of the week they are available. The 2021-22 ESPA also assessed staffing levels.

3. To what extent does the service delivery process follow generally accepted standards of care?

ESPA interviewers observed interactions between clients and providers to assess whether the process of
service delivery meets standards for acceptable content and quality. The interviewer observed
consultations for sick children, family planning services (FP) and antenatal care (ANC). They recorded
what information is shared between the client and the provider and what processes the provider follows
when assessing the client, conducting procedures, and providing treatment.
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4. What issues affect clients’ and service providers’ satisfaction with the service delivery
environment?

Each observed client was subsequently asked to participate in an exit interview to ascertain the client’s
perception of information shared and services received. This information provides further insight into the
quality of the client-provider interaction. Also, providers were interviewed about their satisfaction with the
work environment.

5. What is the level of clinical knowledge among health service providers in diagnosing and
managing selected disease conditions?

For a few selected services, the 2021-22 ESPA used Provider Interviews to collect information on whether
the health care provider has sufficient disease-specific knowledge to provide the service at acceptable
standards.

2.5 ESPA CONTENT AND METHODS FOR DATA COLLECTION
2.5.1 Content of the 2021-22 ESPA

The Ethiopia Service Provision Assessment (ESPA) consists of two major activities: (1) a national level
sample survey of formal sector, public and private functional health facilities, including sampled health
centres, private clinics, and health posts, and (2) a census of hospitals in Ethiopia’s nine regions and two
city administrations. Pharmacies, diagnostic centres, regional laboratories, and individual doctors’ offices
are typically not included in this ESPA survey.

Four high-priority health services, all interrelated to some extent, were assessed: child health, family
planning, maternal health, and specific infectious diseases (STIs, HIV/AIDS, TB, and malaria) and non-
communicable diseases. In each of these four areas, the survey assessed whether components considered
essential for quality health services are available and functional. The components assessed were those
commonly promoted in different programmes supported by the government and development partners. The
ESPA also assessed whether more sophisticated components were available, such as higher-level
diagnostic and treatment modalities or support systems for health services that are usually introduced after
basic-level services have been put in place.

The child health component of the survey was designed to assess the availability of preventive services
(immunisation and growth monitoring) and outpatient curative care for sick children, with a focus on the
process followed in providing services to sick children. Service provision was compared with the standards
set in the guidelines for the World Health Organization’s Integrated Management of Neonatal and
Childhood IlIness (IMNCI) (WHO 1997).

The family planning component focused on the process followed in counselling and providing
contraceptive (family planning) methods to clients.

The maternal health component assessed counselling and screening during ANC visits, delivery service
environment, and care during the postpartum period.

The non-communicable diseases component assessed the availability and readiness of services for
diabetes, cardiovascular diseases, chronic respiratory diseases, cancer diseases, neurological and substance
use disorders, and chronic renal diseases.

The infectious disease component assessed the availability of services for diagnosing and treating STIs, as
well as HIV/AIDS, TB, and malaria.
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2.5.2 Data Collection Instruments

To achieve the objectives of the assessment and to capture information from different categories, data were
collected using the following four main survey instruments:

The facility inventory questionnaire was used to obtain information on facility readiness to provide each
of the priority services. The facility inventory questionnaire collects information on the availability of
specific items, including the location and functional status of the facility, components of support systems
(e.g., logistics, maintenance, and management), and facility infrastructure, including the service delivery
environment. The person most knowledgeable about the facility organisation and/or the provider most
knowledgeable about each of the facility services, was interviewed by the data collectors. If another
provider was needed to provide specific information, that provider was contacted (or visited, if
appropriate) and interviewed to obtain that information. The inventory questionnaire is organised into the
following three modules:

= Module 1 collects information on service availability.

= Module 2 collects information on general facility readiness. Seven sections cover topics such as
facility infrastructure (sources of water, electricity, etc.), staffing, health management information
systems, health statistics, processing of instruments for reuse, health care waste management,
availability of basic supplies and equipment, laboratory diagnostic capacity, and medicines and
commodities.

= Module 3 collects information on service-specific readiness. The module covers child health (child
vaccination, growth monitoring and curative care), family planning, antenatal care, prevention of
mother-to-child transmission of HIV (PMTCT), delivery and newborn care, non-communicable
diseases, and infectious diseases such as tuberculosis, malaria, and HI\VV/AIDS.

The health provider questionnaire was used to obtain information from a sample of health service
providers, on their qualifications (training, experience, and continuing education), supervision they had
received, and their perceptions of the service delivery environment. The health worker interview
questionnaire was modified to include a set of service specific “knowledge” questions, based on the World
Bank’s Service Delivery Indicator (SDI) clinical knowledge assessment modules, to assess individual
health providers’ knowledge of managing common health conditions.

Observation protocols capture key components of consultations and examinations of sick children,
antenatal care, and family planning. Upon entering a facility, interviewers sought to observe a sample of
consultations for their respective service components (antenatal care, family planning, or sick child) as
they occurred. The observations, which were recorded in a checklist, covered the process used in
conducting specific procedures and examinations, and the content of information exchanged between the
provider and the client (including history, symptoms, and advice).

The client exit interview questionnaire was used to assess the client’s understanding of the consultation
and/or examination as part of their visit to the facility. Client exit interviews were conducted with clients
whose consultations had been observed.

2.5.3 Data Collection Approaches

After completing the definitive ESPA questionnaires in English, translations were prepared in Amharic
and Afan Oromo. Then the English, Amharic, and Afan Oromo versions of the facility inventory
questionnaire were loaded onto tablet computers, which were used during interviews to ask questions and
record responses. This method is referred to as computer-assisted personal interviewing (CAPI). All the
other survey questionnaires remained paper-based, but responses written on the paper questionnaires were
entered into computers and edited in the field, a technique called computer-assisted field editing (CAFE).
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2.6  SAMPLING
2.6.1 Sampling Frame

Excluding the Tigray region, a master list of 25,711 functioning health facilities in Ethiopia was obtained
from the Ministry of Health. The list included: 372 hospitals (not including the 41 hospitals newly
identified during data collection), 3,556 health centres, 16,841 health posts and 4,942 private clinics
(specialty/higher clinics, medium clinics, and lower clinics). These facilities were managed by the
following authorities: the government, private for-profit organisations, and non-governmental
organisations (NGOs).

2.6.2 Sample Design

The 2021-22 ESPA is designed to provide representative results for each of Ethiopia’s 11 regions
separately, for all facilities together, and by facility type at the national level, that is, hospitals (including
government hospitals and private hospitals), health centres, clinics, and health posts.

2.6.3 Sampling Procedures and Sampled Facilities

The 2021-22 ESPA sample is a stratified random sample of 1,407 health facilities, selected with equal
probability systematic sampling, with the sample allocation given in Table 2.1.

Stratification was achieved by first separating the health facilities in each region by facility type. Then, all
the clinics in each region, were further stratified by clinic designation (higher, medium, lower clinics, or
specialty clinics). The sample allocation featured a power allocation across regions, to achieve comparable
survey precision.

By facility type, all 413 of the hospitals in Ethiopia (both government owned and private, including 41
newly identified hospitals) are included in the sample, because of their relatively small number and the
important role played in the health system. The health centres were sampled, yielding a total of 310 health
centres. In Dire Dawa and Harari, all the health centres were included in the sample because of their small
number.

A total of 356 clinics were sampled. All the higher clinics are included in the sample because of their small
number. All the clinics in Harari region are included because of the small number of health facility in that
region. A total of 328 health posts were sampled. The sample allocation features a power allocation with
small adjustments because a proportional allocation would allocate too few health facilities, such as for
Dire Dawa and Harari regions.

By facility type, health centres are slightly oversampled compared to clinics, and clinics are slightly
oversampled compared to health posts. For clinics, all higher clinics were included, medium clinics were
slightly oversample compared to lower clinics, and lower clinics were slightly oversampled compared to
other clinics. This oversampling strategy prioritises health facilities that play an important role in the
health system, thereby increasing survey precision.

Table 2.1 presents the distribution of facilities in the sample frame and the final sample selection by
region. In this table, 135 hospitals were found for the sampling frame in Oromia, followed by Amhara
(101) and SNNPR (69). Similarly, 1,418 health centres in Oromia were followed by Amhara (866) and
SNNPR (610). The distribution of health posts shows the same pattern, with highest number in Oromia
(7,109), then Amhara (3,529), and SNNPR (3,367). The number of clinics is high in Oromia (1,810),
followed by Amhara (1,206), and Addis Ababa (722).

Because of their importance and their small numbers, all hospitals in Ethiopia were included in the survey,
which allowed for inclusion of the hospitals newly identified during the survey. A representative sample of
health centres, health posts, and clinics were selected and included in the survey. The sample selected for
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the 2021-22 EDHS was a total of 1,407 health facilities, including 413 hospitals, 310 health centres, 328
health posts, and 356 clinics.

Table 2.2 shows the percent distribution of the facilities sampled and the results following attempts to visit
those facilities. Some facilities were not covered in this survey because they were closed or not yet
operational (7%), or for security reasons (9%). Two percent of facilities were not interviewed for a variety
of reasons, including facility converted into a COVID centre, facility non-eligible, facility not found, and
facility duplication. Data were successfully collected for a total of 1,158 facilities, representing 82% of
those on the original sample list.

Table 2.3 shows the percent distribution of facilities that were successfully assessed, by background
characteristics. Most health facilities in Ethiopia (using adjusted/weighted proportions to reflect actual
facility distribution) are health posts (65%), health centres (16%), and private clinics (17% ). Hospitals
(2%) are the fewest in number. The majority of facilities (83%) are managed by the government; the
remaining facilities (17%) are privately managed.

The Oromia region has the largest proportion of health facilities (37%) followed by SNNP and Amhara
regions (22% each). The majority of health facilities are located in rural areas (77%) of the country.

2.6.4 Sampled Health Care Providers

Health care provider, for the purpose of this survey (2021-22 ESPA), is defined as one who provides
consultation services, counselling or education, and laboratory services to clients. For example, health
extension workers (HEWSs) are not eligible to carry out observations or interviews, if they only take
measurements or complete registrations. The sample of health care providers was selected from those who
were present in the facility on the day of the visit, and who provided services. A maximum of 15 providers
were interviewed in each facility. In facilities where 15 or fewer health care providers were available, all
the providers present on the day of the visit were interviewed. In facilities with more than 15 health care
providers, the required number of samples were selected at random (lottery), taking into consideration their
qualifications, department in which they work, and the services they provide.

Table 2.4 provides information on the total number of health providers present in the sampled facilities on
the day of the survey, and the number selected for interviews, by type of facility and provider. The table
also shows the proportion of providers present at the time of the assessment who were interviewed (with
the health provider questionnaire), according to provider type. At the national level, the total number of
providers present on the day of the survey was 21,298. Among these, 40% (8,564 providers) were selected
for the health provider interview with the health provider questionnaire.

Table 2.5 shows the number and percent distribution of health providers who were interviewed with the
health provider questionnaire. About 98% (8,424 providers) were interviewed, out of a total of 8,564
selected health providers, mainly from government-managed health facilities (84%), most often in health
centres (44%) and health posts (22%). By provider type, the interview was frequently carried out with
diploma nurses (21%) and BSc nurses (13%).

2.6.5 Sampled Observation and Client Exit Interview

Samples of observations and exit clients (who were to be interviewed with the client exit interview
questionnaire), were systematically selected based on the number of clients expected for each service on
the day of the survey. The rule to observe is a maximum of five clients per provider of a specific service
with a maximum of 15 observations for each service per facility. When several eligible women came for
antenatal care and family planning services, interviewers selected two new clients to follow. For child
health consultations, children younger than 5 years, who presented with an illness, rather than an injury or
accident, were selected for observation. The exit interview is conducted only for clients whose consultation
is observed before leaving the facility.

12 + Methodology



Table 2.6 shows the number of clients attending the facility on the day of the survey who were eligible for
observation, the number whose consultations were observed and interviewed, and the percentages of
eligible clients who were observed and interviewed, by type of service and type of facility. Among the
eligible clients available on the day of the survey, the highest number was the antenatal care (ANC) clients
(5,280), followed by sick children (4,363) and, family planning clients (2,931). Among ANC clients, sick
children, and family planning clients available on the day of the survey, 82% (4,335 ANC clients), 86%
(3,742 sick children), and 88% (2,572 FP clients) were observed and interviewed, respectively.

Table 2.7 shows the weighted percent distribution of observed consultations as well as the weighted and
unweighted numbers of observed clients, by type of service, facility type and selected background
characteristics.

At the national level, the percentage of observed consultations for sick children is high in health centres
(56%), followed by health posts (10%). Similarly, the percentage of observed consultation for family
planning clients is high in health centres (45%), followed by health posts (31%). The same pattern is seen
at the national level for the percentage of observed consultations for ANC clients. It is high i