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Summary 

Background:  Covid 19 pandemic is a serious public health problem affecting the public's health, 

social, and economy. The pandemic affects different public members, including men, women, the 

youth, the elderly, adults and children, although it affects children, adolescents, and women who 

need seriously preventive health services related to reproductive and sexual health.  Measuring the 

extent of reduction in implementing maternal, child, and adolescent health services burden due to the 

pandemic is not well recognized.   

Objective: The primary purpose was to assess the effect of the COVID-19 pandemic and related 

lockdowns on providing essential reproductive, maternal, child, and adolescent health services in 

health facilities in Addis Ababa. 

Methods: Using a mixed approach having a cross-sectional design with secondary data from health 

facilities in Addis Ababa and qualitative methods, the study assessed the deficit in maternal, 

childhood, and adolescent health. Three sets of data were collected, the first having six months 

collected a year before the COVID-19 pandemic, the second data collected a year later after the 

pandemic to compare to time within six months since the starting month COVID-19 pandemic 

collected from 80 governmental and non-governmental health facilities. The qualitative data used in-

depth interviews of experts on the program and beneficiary women of the service and was analyzed 

to triangulate and supplement the quantitative outcomes.  The study used general linear measures 

using repeated longitudinal tests to measure the deficit at each health facility level compared to the 

time before the pandemic.  

Results:- Regarding the health facilities, health services like childhood immunization and antenatal 

care dominate in governmental health centers, while births attended, immediate postpartum family 

planning, safe abortion, and family planning (newly) visiting services were significantly high in the 

non-governmental clinics.  Furthermore, clients visiting for postnatal care and teenage pregnancy 

were marginally higher in non-governmental clinics.  The study appears the effect of the COVID-19 
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pandemic to show immediate dropping of maternal and child health services, and governmental 

health centers copping the problem and come back to the routine number of clients a year later, 

while non-governmental clinics are still affected by the pandemic a year later.    

At the beginning of the COVID-19 pandemic, most maternal, childhood, and adolescent health 

services have shown a fringe to a substantially high reduction in most health facilities. However, 

there was a difference in the monthly mean number of clients a year later.  In governmental health 

centers, most services like FP, antenatal care, postnatal care, births attended, and immunization have 

come to serve similar to pre-pandemic time or come to serve substantially higher clients a year later 

after the initiation of the pandemic.  Whereas non-governmental clinics have experienced 

performing a considerably lower number of clients than before the pandemic for services like family 

planning, antenatal care, immediate postpartum family planning, attending births, safe abortion, 

teenage pregnancy, and childhood immunization a year later. The clinics have also shown slightly 

increased clients a year later after the initiation of the pandemic for injectable contraceptive utilizers, 

while health centers serve marginally lower pill contraceptive users. 

Conclusion/ Recommendation: - Based on the research finding that showed the effect of COVID-

19 on maternal, adolescent, and childhood health dominating in non-governmental clinics, and the 

burden is related to the economic crisis, the government should act in the macro and microeconomic 

scenario. Understanding the share of non-governmental clinics in the maternal, youth, and childhood 

health service is high in Addis Ababa, policymakers should strengthen the economy of small and 

middle enterprises by settling some control mechanisms.  Non-governmental clinics that keep user-

fee services should maximize the subsidy to attract clients to take a higher share of the service than 

before the COVID-19 pandemic by further improving services' quality.  

Keywords: COVID-19, maternal and child, adolescent reproductive health 
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Introduction 

Coronavirus belongs to a large family of viruses, some causing illness in people and others that 

circulate among animals, including camels, cats, bats, etc.  The etiologic agent responsible for the 

present outbreak of COVID-19 is SARS- CoV-2, which is a novel coronavirus (2, 3).  The epidemic 

of respiratory illness caused by the novel (new) coronavirus has gained attention globally and is 

recognized as a severe public health threat by the World Health Organization, including the US 

Centers for Disease Control and Prevention (CDC).   

The first case was detected in Wuhan City, Hubei Province, China, and has spread rapidly (2).  As of 

February  1, 2020, the World Health Organization (WHO) declared that the outbreak of COVID-19 

is a Public Health Emergency of International Concern, with more than 150 countries now reporting 

more than half a million confirmed cases and more than one thirty-thousand deaths to date (3). 

The disease has clinical symptoms, including fever, dry cough, fatigue, dyspnea, headache, myalgia, 

or arthralgia, similar to pneumonia, fever of unknown origin, and the common cold (4).  The disease 

is a severe illness with high morbidity and mortality, mainly in the elderly and people with 

compromised chronic diseases like diabetics, cardiovascular disease, and chronic kidney disease (5-

7).  The condition also has an adverse social and economic impact, affecting both the developed 

countries and the developing world (8). 

The disease is a contagious infectious disease affecting anyone, and most people infected with the 

COVID-19 virus experience mild to moderate respiratory illness and recover without requiring 

special treatment (9-11).  Older people with underlying medical problems like cardiovascular 

disease, diabetes, chronic respiratory disease, and cancer are more likely to develop serious illnesses 

(5, 6).  Transmission of coronavirus can occur through respiratory secretion as well as nosocomial 

information has been documented in COVID-19 (12), and it has an incubation period ranging from 

2-7 days (13, 14). 
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Since the pandemics of the COVID-19 were reported, Ethiopia started screening passengers at Bole 

international airport and used to send a laboratory to South Africa to confirm suspected cases. After 

reporting the first COVID-19 case in March 2020, Ethiopia exemplified what a whole-of-

government response should look like in an emergency of this nature and magnitude. In response to 

the call from the PM, government agencies and non-governmental organizations showed greater 

coordination than ever before (15). 

During the COVID-19 pandemic in the country, the health system, including the sexual and 

reproductive health service in the country, may not be to its maximum effect (16).  Due to the 

preponderance for protection of the pandemic, including staying at home, banning transport, fear for 

the avoidance of transmission, the health service system, mainly the maternal, child, and adolescent 

health service system in the country, maybe affected maximum (17).  The lockdown strategy made 

at the initiation of the pandemic in the country continued when the pandemic worsened through time 

has minimized the public's health-seeking behavior, resulting in the reduction of the health service 

delivery related to maternal, child, and adolescent health.  The pandemic perceived by health 

authorities may have shifted the human resource, the medical supply, and financing of the health 

system related to reproductive health services.  Such shifts of reorganizing the health service also 

may have a direct and indirect effect on the change made to the leadership and governance of the 

facilities (18). 

The COVID-19 pandemic threatens to disrupt the provision of essential services due to barriers to 

the supply and demand for services in reproductive health.  Modelling estimates using the Lives 

Saved Tool (LiST) model show that COVID-19-related disruptions could leave many women, 

children, and adolescents without access to essential services and result in increased maternal and 

child morbidity and mortality (19). 

The hypothesis of this study would be to measure the extent of reduction in the implementation of 

maternal, child, and adolescent health services in Addis Ababa.  Specifically, the study hypothesized 

that 1) the reproductive, maternal, child, and adolescent health service delivery given in the country 
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after the COVID-19 would be reduced in coverage and quality of services; 2) due to shifting to 

prevention and management for COVID-19, the health workforce working in reproductive, 

childhood and adolescent health service would be reduced after the COVID-19 pandemic than it 

was.   

Furthermore, the study hypothesized that there would be a reduction in medical products related to 

procurement and supply programs to maternal, childhood, and adolescent health. The primary 

purpose of this study is to generate and share the extent to which the COVID-19 pandemic and 

related lockdowns had affected the provision of essential reproductive, maternal, child, and 

adolescent health services in health facilities in Addis Ababa.   

1.2 Literature review 

In previous epidemics, the health systems have struggled to maintain routine services, although 

decrement in the utilization of services may occur. During outbreaks, there may be a shift in health 

service coverage, human resources, health information, health care financing, and medical supplies 

due to the attempt to respond to the emergency tackling the epidemic. Such a shift in the service 

often leads to the neglect of basic, regular, and essential health services like maternal and child 

health, including adolescent reproductive health. Members of the community having health problems 

unrelated to the epidemic, especially women and children, find it challenging to access health care 

services (20). 

During this COVID-19 Pandemic, governments and health professionals commit procedures that 

restrict population movement by closing borders, banning public transport, faltering non-essential 

actions, making to stay at home, and issuing shelter-in-place orders (21). These restrictions 

negatively affect the economies that may result in the loss of income, increased prices of goods, and 

overburdening of social safety nets to push vulnerable groups further into poverty and improve 

financial and other barriers to healthcare access (22). Movement restrictions reduce physical access, 
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exacerbated by reduced transport availability and the actual or perceived threat of prosecution for 

travelling in public spaces (23). 

Many countries have committed resources and efforts toward strengthening health systems. Still, 

actionable plans and approaches to building resilient health systems have not achieved consensus, 

and health systems are unprepared for disasters. Even in highly developed countries, they cannot 

provide essential services (24, 25).  The current COVID-19 crisis challenges delivering critical 

services to the most affected segments of the population and children and families who are already 

vulnerable due to socio-economic exclusion (26). those who live in overcrowded settings are 

particularly at risk. If exceptional measures are not taken, we observe the worsening of monetary and 

multidimensional potential regression of the country's development objectives gains so far achieved 

(26).  

1.2.1 Effect of COVID-19 on the Health Service, Human resource and medical supply 

According to a WHO survey, since the COVID-19 pandemic began, prevention and treatment 

services for non-communicable diseases (NCDs) have been severely disrupted. The survey, 

completed by 155 countries for three weeks in May, confirmed global impact, but low-income 

countries are most affected (27).   The COVID-19 also is known to shift the human resource and 

medical supplies to tackle the pandemic through ignoring or neglecting the routine health service 

(28).   The reason for the shift in health service coverage for its reduction may be the direct 

restrictions made to prevent the pandemic. The lockdown strategy made at the pandemic's initiation 

and continued when the pandemic worsened through time may reduce the health-seeking behavior of 

the public, causing the dropping of coverage in the health service delivery.  

Moreover, the high increase in the number of patients affected by COVID-19 in health facilities may 

discourage patients that need health services within facilities. The pandemic perceived by health 

authorities as a serious health problem may have shifted the health system's human resources, 
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medical supply, and financing.  Such shifts of reorganizing the health service may, directly and 

indirectly, affect the change made to the leadership and governance of the facilities (18). 

1.2.2 Effect of COVID-19 on the maternal and child health 

The COVID-19 situation might deprive many women and couples of vital sexual and reproductive 

health services. COVID-19 has several effects on women's capacity to utilize contraception, 

including supply chain disruptions, which affect the manufacturing, distribution, and availability of 

contraceptive commodities, resulting in stock-outs (29). Some healthcare facilities are cutting back 

on their offerings (30, 31)); COVID-19 has shifted healthcare providers away from offering family 

planning services and toward responding to the virus (32).  It may also be due to lockdowns or fear 

of exposure to COVID-19 many women cannot access healthcare institutions (33). When women's 

and couples' family planning requirements aren't satisfied, the number of unwanted pregnancies is 

bound to grow, with long-term consequences for women and their families. 

Limitations in the supply and utilization of health services, as well as changes to the enabling 

environment, are likely to cause declines in child morbidity during the COVID-19 pandemic (34). 

Reduced coverage of prenatal care, postnatal care, and facility and community-based breastfeeding 

support and counseling might result from a shortage of competent health professionals and women's 

unwillingness to use the health system (34). 

According to anecdotal data, certain health institutions improperly isolate newborns from their 

mothers and limit nursing due to erroneous worries about COVID-19 transmission through 

breastmilk (34, 35). These circumstances may lead to a decrease in early postpartum nursing missing 

the child's first natural vaccination (colostrum) and, as a result, exclusive breastfeeding (35). 

1.2.3 Effect of COVID-19 on the adolescent reproductive health 

Ethiopian schools and colleges have been shuttered since the COVID-19 outbreak. Furthermore, the 

public has enacted measures to relieve strain on the healthcare system, such as the suspension of 
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non-emergency medical treatment and elective surgery. These disturbances significantly impacted 

individuals' physical and emotional health and quality of life. So far, there has been limited 

information on COVID-19's impact on sexual and reproductive health 

COVID-19 may influence several areas of sexual and reproductive health in sexually active young 

people, who are facing an increasing number of health concerns internationally (36, 37). On the one 

hand, many young people are under financial and psychological strain due to job loss or school 

suspension. Separation from sexual partners and a lack of access to comprehensive health care 

services, on the other hand, may increase the likelihood of unfavourable sexual health outcomes 

(38). 

Conceptual framework 

Covid 19 is considered to affect the health facility by reducing the availability of the health 

workforce both in quality and quantity, by shifting the skill to mitigate the COVID-19 pandemic.  At 

the same time, the economic crises supplemented by a shift of supplies to the treatment of COVID-

19 reduce the drug supply and equipment.  Both services could facilitate the provision of health like 

maternal and child health and adolescent reproductive health. 

Similarly, COVID-19 is also known to reduce the public's demand for medication and other health 

problems by reducing the health-seeking behaviour [fearing the pandemic].  Moreover, partial and 

complete lockdowns and transportation problems may also facilitate access to health services.  Both, 

in turn, may reduce health service utilization, resulting in reduced coverage in all health service 

categories. 
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Objective 

General Objective 

The study's primary purpose was to assess the effect of the COVID-19 pandemic and related 

lockdowns on providing essential reproductive, maternal, child, and adolescent health services in 

health facilities in Addis Ababa. 

Specific Objectives 

The study explored the following specific objectives 

 To determine the magnitude of reduction in the health service delivery of the essential 

reproductive, maternal, child, and adolescent health services during the COVID-19 pandemic 

compared to before the pandemic in Addis Ababa. 

COVID-19 

Availability of health 

workers  

Availability of supplies 

and equipment  

Demand for health 

service  

Access to health 

service  

Provision of health 

services  

Utilization of health 
services  

Coverage of 
health services  

Fig 1. Conceptual framework, adopted from Roberton, T. et al. 2020,(1) 
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 To assess the extent of reducing the use of essential reproductive, maternal, child, and 

adolescent health services by type of health facility during the COVID-19 pandemic in Addis 

Ababa. 

 To explore the extent of the essential reproductive, maternal, child, and adolescent health 

services during the COVID-19 pandemic in Addis Ababa. 

Methodology 

Study Design 

The proposed research project used a mixed design approach having both quantitative and 

qualitative methods.  A retrospectively cross-sectional survey was used to assess the different health 

facilities' records of events using secondary data from the Health Management and Information 

System (HMIS) at Woreda and Sub-city health offices immediately and similar months before the 

COVID-19 pandemic and after months during the pandemic.  The study also used qualitative 

methods mainly, in-depth interviews and focus group discussions on supplementing data found using 

the quantitative design. 

Study setting 

The study was conducted in Addis Ababa City.  Addis Ababa city administration is the country's 

capital city, the quarter office for many national and international organizations, including the African 

Union. It is a centre for more than 120 embassies and residence for many tourists. The city 

administration is divided into 11 sub-cities and 120 woredas. The majority of the population lives in 

urban settings (39).  A Woreda/ District is the basic decentralized administrative unit and has an 

administrative council composed of elected members.   

The city has about 5.005 million population as of Sept 2021, based on Worldo-meter elaboration of 

the latest United Nations data, of which 50.02% are female in gender (40). According to the Health 

and Health-Related Indicators, Addis Ababa has 35 Hospitals, 100 Health Centers, and clinics of 
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different levels (41). The city also has various youth-friendly non-governmental health facilities.  

Based on the Ethiopian health service delivery, health facilities in Addis Ababa are restructured into 

a three-tier system; a primary, secondary, and tertiary level of care (42).  The primary level of care 

includes primary hospitals, health centers.   The second level of referral consists of the general 

hospital, and the tertiary level of the referral system includes specialized hospitals.  A specialized 

hospital serves an average of five million people.  The primary and secondary levels of the referral 

health facilities are governed by regional states, while the specialized hospitals at the tertiary level of 

the referral system are governed by the federal government (42). The health facilities serve the 

public, mainly women, children, and adolescents reproductive health, including basic antenatal care 

(ANC), delivery service, postnatal care (PNC), postnatal family planning, adolescent and youth-

friendly reproductive health services, neonatal health care, immunization of children, growth 

monitoring, Vitamin A and iron supplementation. 

Source population 

The source population for the study included secondary data from HMIS, health providers working 

in maternal, child, and adolescent health in governmental and non-government health facilities, 

including women and youth beneficiaries visiting health facilities in Addis Ababa. The source 

population includes the sub-city health offices and the regional health bureaus to assess the 

reproductive, maternal, child, and adolescent health services.   

The study population for each maternal, child, and adolescent health service entity was records and 

documents from governmental and non-governmental health facilities collected within six similar 

months a year ago, six similar months after a year, and six consecutive months after the first 

COVID-19 pandemic was declared in the country (Fig 2).  The study population included the local 

administration, woreda health office, sub-city health offices, and the regional health bureau. 

Furthermore, the study population consists of a sample of the technical and administrative staff of 

private and governmental health facilities and women and youth beneficiaries visiting the facilities.     
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Inclusion/ exclusion criteria 

Inclusion criteria 

The study included government and non-government health facilities that work in maternal, child, 

and adolescent reproductive health services and report monthly records to their sub-city health office 

within Addis Ababa Regional Health Bureau.  The qualitative data collection included health 

providers operating in maternal, child health, and adolescent reproductive health services in those 

eligible health facilities.  Moreover, the study also incorporated records of the eligible health 

facilities from sub-city health offices. 

Exclusion criteria 

The study excluded health facilities established less than two years at the onset of the pandemic, 

health facilities converted to or serving as a COVID-19 designated institution. It further excluded 

health facilities not involved in maternal, child, and adolescent health services. Of course, the study 

also excluded eligible study subjects who did not consent to participate in the study. 

Sample size 

The study calculated sample size using the Chow 2008 method for calculating sample size for before 

and after studies (43, 44).  Considering the standard normal deviate for Zα of 1.96, and Zβ of 0.84 

taking a minimal effect size deficit of 0.5 units, and a standard deviation of the alteration of 1.2 units 

from a previous study (45), and considering a grouping of 1:3 between government and non-

government, a total of 54 health facilities from government and another 18 from non-government 

health facilities were enough to study the difference before, during and a year later after the initiation 

of the pandemic. After considering a 10% increment for non-response due to the exclusion criteria, 

the study included 80 health facilities, 20 non-governmental and 60 governmental health facilities.  
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n= r * (Zα + Zβ)
2   / (E/SΔ)2 

Where n is the sample size, r stratified group of health facilities, Zα and Zβ are the normal standard 

deviation for α and β, respectively, 'E' describing the effect size and SΔ standard deviation of the 

effect size.  For the in-depth interview, the study selected purposefully health providers who work as 

focal personnel for maternal, child health, and adolescent reproductive health and women, girl 

beneficiaries, and it included study subjects until the information saturation. 

Sampling procedure 

For the quantitative design, the study randomly selected eight Sub-cities. After assessing the 

eligibility of the health facilities reporting to the sub-cities, the study was stratified by government 

and non-governmental facilities. The sample of health facilities from each sub-city was determined 

based on the proportion to the size of eligible governmental health facilities. In case if the non-

governmental health facilities were low in number, adjustments were considered.  The selected 

health facilities reporting to the sub-city health office HMIS were included, and their data was 

collected using a semi-structured questionnaire on the Open Data Kit (ODK).  For the qualitative 

data, a group of health providers directly working in the reproductive health services was be key 

informants for the in-depth interview. Moreover, a group including women and adolescent 

beneficiaries were recruited purposefully for a focus group discussion. 

Data collection procedure 

The study included an in-depth interview and review of records.  There was an interview guide for 

the qualitative data to perform in-depth interviews of key informants.  Furthermore, the study 

developed a checklist using ODK that is important to capture facts from records to assess the 

indicators related to reproductive health, maternal, child, and adolescent health service reported from 

eligible health facilities.  Data collection tools were pre-tested, and modifications were made 

accordingly. Therefore, the study compared data from 2020 (onset of the pandemic), 2021 (a year 
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later) compared to the non-epidemic time in 2019 to show the dose-response effect of the pandemic 

(fig 1). 

 

Fig 2. Timing of months for comparison and describe the effect size of the deficit 

The study employed eight experienced data collectors with second-degree educational backgrounds, 

one for each sub-city, and was provided with training for a day. Data collectors were trained to 

verify an eligible health facility, necessary indicators related to maternal, child, and adolescent 

health services. Two supervisors were recruited to supervise the quantitative data collection process.  

They also serve as moderators for FGD and the in-depth interview. They were also oriented on the 

contents of the interview guide and in-depth interviews to capture essential facts of the health 

system. The in-depth interview questions of the qualitative method were made based on the focal 

personnel area of concentration. 

Measurement  

The survey had a checklist developed to analyze the maternal, child, and adolescent health service 

indicators from health facilities surveyed six months ago, six consecutive months during the 

pandemic, and six months a year later during the COVID-19 pandemic.  The checklist used what 

existed monthly for six months before the epidemic, six consecutive months during the epidemic, 

and six months a year later after the pandemic on the maternal, child, and adolescent health service 
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for health service coverage, the health workforce availability, and the medical supply availability 

and in use.   

The service delivery component captured the number of women who received mainly maternal 

health, including family planning, antenatal care (ANC), delivery service, postnatal care (PNC), and 

postnatal family planning. It also included the number of adolescents who received adolescent and 

youth-friendly reproductive health services, including safe abortion, post-safe abortion, family 

planning, and teenage pregnancy positive testing.  Furthermore, it captured the number of children 

who received child health care and immunization [BCG, Penta-3, and Measles].   

Analysis 

Data from the survey, the qualitative, and record review was entered directly from the Open Data Kit 

(ODK) android software into the appropriate aggregate server and was exported into SPSS for 

windows version 26.  Data were categorized by the indicators, type of health service, and time by the 

month of activity performed, as six consecutive months during the COVID-19 pandemic and six 

months a year later after the pandemic was compared against six similar months a year before the 

COVID-19 pandemic.   

Data were analyzed by categorizing by the time of month collected before and after the epidemic for 

each reproductive health of the maternal, child, and adolescent health services. Mean number service 

for each item maternal, child, and adolescent health services performed was made and was computed 

between each other.  A repeated measure for longitudinal data within the general linear model 

(GLM) was used to compare the collected data of the same six months during the pandemic (2020) 

against six months before the COVID-19 pandemic (2010).   

Cohen's d test, taking the difference between two means and expressing it in standard deviation 

units, was used to calculate for effect size deficit by COVID-19 pandemic  (46).  The study 

described the mean service coverage of each indicator and the effect size deficit due to the pandemic 
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and was illustrated by six months and by type of health facilities, and could enable to extract the 

effect size deficit for each indicator due to the effect of the COVID-19 pandemic. 

The qualitative interviews' qualitative data were transcribed verbatim and translated into English by 

the qualitative interviewers.  The English version was prepared in text files and entered into 

computer software to handle qualitative data.  The data analysis was done by grouping into the main 

themes of the study on Microsoft Excel.  Based on the deep understanding of the context and the 

finding from the quantitative research, the findings were made to supplement the quantitative result 

and keep triangulation of the results to complement the issue of immunization activities affected by 

the COVID-19 pandemic. 

Ethical consideration 

The study got ethical approval from the Institutional Review Board (IRB) of the Ethiopian Public 

Health Association (ref. no. EPI-IA/06/ 525/21, written on November 08, 202 l) and the ethical 

committee of the Addis Ababa Health Bureau. As to the  ethical issues, every possible care was 

under taken in designing the development tools for data collection. Study participation was 

voluntary, and respondents were informed (oriented) that they were free to withdraw from the study 

at any time during the data collection process.  Similarly, informed consent was obtained from the 

health facility head or a focal person for record reviewing and interviewing. Identifiers of individuals 

were not included in the instruments. Study subjects participating in the study were informed to 

answer or refuse to answer any specific question, and each participant will obtain 

informed consent.  Strict confidentiality and privacy were maintained throughout the study. All 

respondents were provided with the name, telephone number, and email of the principal 

investigator and the IRB of the Ethiopian Public Health Association if they had any questions about 

the survey. 
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Results 

Characteristics of the health facilities 

The survey included 83 health facilities from Addis Ababa City Administration's eight sub-cities, 17 

owned by non-governmental and non-profit clinics. Almost 80% of the data came from government 

health clinics (fig 1). Only seven health facilities from the Bole sub-city were included in the study, 

with seventeen from Addis Ketema. Most health facilities provided antenatal care, family planning, 

and prevention of HIV transmission from mother to child, whereas less than half of the health 

institutions provided immediate postpartum family planning, safe abortion, and post-abortion care 

(table 1). 

Table 1. Type, place, and ownership of health facilities from in Addis Ababa, Dec 2021 

Characteristics Number Percent 

Type of health facility 

Health center 

Clinics 

 

66 

17 

 

79.5 

20.5 

Ownership 

Governmental 

Non-governmental (non-for-profit) 

 

67 

16 

 

80.7 

19.3 

Sub-city 

Addis Ketema 

Akaki Kaliti 

Arada 

Bole 

Kirkos 

Lemi-Kura 

Nefas-silk Lafto 

 

17 

9 

10 

7 

10 

9 

11 

 

20.5 

10.8 

12.0 

8.4 

12.0 

10.8 

13.3 

Services rendered 

EPI (childhood immunization) 

Family planning 

Immediate Post Partum FP 

Antenatal care 

Delivery service 

Postnatal care 

Safe abortion 

Post-abortion care 

Teenage girl service 

PMTCT 

 

74 

80 

16 

80 

75 

78 

56 

34 

54 

80 

 

89.2 

96.4 

19.3 

96.4 

90.4 

94.0 

67.5 

41.0 

65.1 

96.4 
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Fig 1. Distribution of health facilities included in the study from eight sub-cities of Addis Ababa 

City, Ethiopia, Dec 2021 [dots are health facilities assessed in this study] 
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Facility and human resource of Core Maternal and Child Services 

The research looked at the Expanded Program of Immunization (EPI), Family Planning (FP), and 

Antenatal Care offices, rooms, and human resources. Two-thirds of health institutions have at least 

one EPI room, with approximately 61%  having good or very-good rooms, and they are typically 

staffed by nurses or health officials. Similarly, the majority of health institutions (93%) have a room 

(s) for family planning services, which are staffed by nurses (93%) and health officers (12%). 

Almost three-quarters of the institutions provide good family planning services. 

Antenatal care is available in more than 87% of health care facilities, with nurses (in 97% of 

facilities), health officers (18%), and a physician at one facility. Three-quarters of health facilities 

have at least one ANC room, and 12% have two or more. However, 11 facilities have no ANC room. 

Almost two-thirds of the rooms in the facility are good or very good (Table 2). 

Table 2.  Characteristics of the maternal and childhood health service in health facilities of eight 

sub-cities in Addis Ababa, Dec 2021 

Number of rooms (EPI) 

None 

One room 

Two or more 

 

7 

57 

19 

 

8.4 

68.7 

22.9 

Condition of EPI rooms 

Good/ V good 

Intermediate 

Not good condition 

 

51 

24 

8 

 

61.4 

28.9 

9.6 

Staffed (EPI) 

Health officer  

Nurses 

Others 

 

10 

76 

4 

 

12.0 

91.6 

4.8 

Number of rooms (FP) 

None 

One room 

Two or more 

 

6 

59 

18 

 

7.2 

71.1 

21.7 

Condition of FP rooms 

Good/ V good 

 

63 

 

75.9 



 

 

24 

 

Intermediate 

Not good condition 

20 

= = 

24.1 

= = 

Staffed (FP) 

Physician 

Health officer 

Nurses 

Others 

 

1 

15 

81 

5 

 

1.2 

18.1 

97.6 

6.0 

Number of rooms (ANC) 

None 

One room 

Two or more 

 

11 

62 

10 

 

13.3 

74.7 

12.0 

   

Condition of ANC rooms 

Good/ V good 

Intermediate 

Not good condition 

 

56 

21 

6 

 

67.5 

25.3 

7.2 

Staffed (ANC) 

Physician 

Health officer 

Nurses 

Others 

 

3 

19 

77 

13 

 

3.6 

22.9 

92.8 

15.7 

Effect on Family Planning service 

The mean number of new clients coming to health facilities for a family planning services was 

higher in NGO-based clinics than in health centers.  However, the monthly average number of 

reproductive-age mothers was slightly higher in governmental health facilities than clinic clients.  

The study also found the changes made in family planning services, where FP service for new clients 

in health centers showed the presence of a decrement in the average number of users at the onset of 

the pandemic, but it was raised back even to a higher level than before the pandemic, and the change 

was statistically significant [F (1.6, 103.6) = 5.009; P = 0.014]. A similar finding was observed for 

clients who used contraceptives repeatedly, having a statistically significant change (1.8, 120.7); 

5.078; P=0.009. This change was statistically significant for age groups between 20 and 29 years for 

new FP users and clients aged 30-49 years. 

The finding for NGO-based clinics, both in newly and repeatedly using the facility, although not 

statistically significant, the mean number of clients was observed to decrease during the initial 
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pandemic markedly, and it was still lower after a year of the pandemic. This continuation of 

decrement during the pandemic was observed more in the age group between 20 and 29 years (table 

3). 

Table 3. Family planning service by age provided to mothers of reproductive age by type of health facility 

before, immediately, and a year later of COVID-19 pandemic in Addis Ababa, Dec 2021 

Health service Mar-Aug 2019 

Mean (SE) 

Mar-Aug 2020 

Mean (SE) 

Mar-Aug 201 

Mean (SE) 

Mean difference  

I 

Mean difference 

II 

F (df 

1,2)=  ; 

P-value 

Public health center       

FP total-new 51.3 (8.8) 40.8 (5.6) 54.7 (7.2) 10.5 (4.7) -3.4 (5.5) F (1.6, 

103.6) = 

5.009; 

p=0.014 

10-19 8.0 (2.5) 5.1 (1.5) 5.9 (1.5) 2.9 (1.1) 2.1 (1.9) F (1.1, 

72.6) = 

2.404; 

p=0.123 

20-29 37.4 (6.5) 30.3 (3.9) 40.8 (5.6) 7.2 (4.2) -3.4 (4.2) F (1.8, 

117.3) = 

4.172; 

p=0.022 

30-49 7.9 (1.7) 6.5 (1.1) 8.2 (1.1) 1.4 (1.1) -0.3 (1.6) F(1.3, 

86.0); 

0.996; 

p=0.343) 

       

FP total-repeat 127.9 (8.6) 115.5 (9.6) 142.5 (10.8) 12.4 (7.3) -14.6 (9.6) F (1.8, 

120.7); 

5.078; 

P=0.009 

10-19 98.4 (7.9) 99.2 (8.1) 102.2 (8.4) -0.8 (3.2) -3.8 (2.8) F (1.8, 

121.8) = 

1.005; 

P=0.365 

20-29 89.0 (6.8) 80.5 (7.0) 88.5 (7.9) 8.5 (5.8) 0.5 (7.3) F (1.9, 

122.7) 

=0.964; 

p=0.379 

30-49 30.0 (2.3) 29.8 (2.7) 37.3 (2.9) 0.2 (1.8) -7.2 (2.4) F (1.8, 

119.8); 

7.514; P 

= 0.001 

       

NG_Clinics       

FP total-new 117.7 (34.3) 83.5 (29.1) 98.3 (36.5) 34.2 (17.3) 19.4 (16.7) F (1.8, 
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22.7); 

2.537; 

P=0.110 

15-19 10.7 (1.8) 8.9 (1.9) 7.8 (1.1) 1.8 (1.7) 2.9 (1.4) F (1.9, 

123.7); 

1.460; P= 

0.236 

20-29 90.4 (27.4) 61.8 (23.3) 70.8 (27.6) 28.6 (15.2) 19.6 (14.6) F (1.4, 

19.3) = 

2.54; 

p=0.119 

30-49 26.1 (8.3) 19.4 (7.5) 25.5 (11.2) 6.7 (3.9) 0.6 (5.9) F(1.5, 

22.1); 

1.153; 

P=0.322) 

       

FP total-repeat 116.6 (42.9) 97.8 (30.2) 103.2 (31.9) 18.8 (17.2) 13.3 (17.9) F (1.3, 

19.5) = 

0.822; 

p=0.406 

10-19 10.4 (1.8) 10.2 (5.5) 9.0 (3.7) 0.2 (1.9) 1.4 (2.3) F (1.4, 

19.4) = 

0.172; 

p=0.762 

20-29 92.0 (39.7) 66.9 (23.3) 65.8 (23.2) 25.1 (19.6) 26.2 (19.3) F (1.1, 

15.8) = 

1.665; 

p=0.218 

30-49 29.6 (10.6) 26.1 (9.30 24.1 (8.9) 3.5 (3.6) 5.5 (3.6) F (1.7, 23.9); 1.442; P = 0.254 

Effect of the pandemic on methods of FP 

Regarding methods of contraceptive users, in governmental health centers, the monthly mean 

number of FP clients was markedly reduced at the initial time of the pandemic, but later it was raised 

to a higher level a year later, for new clients who use pills [F (1.8, 119.7) = 7.514; P = 0.001], and 

implants [F (1.7, 110.7); 7.546; P = 0.001], and for repeatedly using clients who use injectable [F 

(1.9, 129.6) = 4.654; P = 0.066] and [F (1.5, 101.2); 2.963; P = 0.070] contraceptives. However, in 

the non-governmental clinics, although a similar decrement in the average monthly number of clients 

was observed, it was still lower or worsened for both new and repeatedly user clients who were 

using pills and implants. However, this change in the average number of users during the pandemic 

was not statistically significant (table 4/ fig 2). 
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Table 4. Family planning methods provided to adolescents and reproductive age by type of health 

facility before, immediately, and a year later of COVID-19 pandemic in Addis Ababa, Dec 

2021 

Health service Mar-Aug 2019 

Mean (SE) 

Mar-Aug 2020 

Mean (SE) 

Mar-Aug 201 

Mean (SE) 

Mean difference 

I 

Mean difference 

II 

F (df 1,2)=  

; P-value 

Health center       

FP total-new 51.3 (8.8) 40.8 (5.6) 54.7 (7.2) 10.5 (4.7) -3.4 (5.5) P=0.014 

Pills 30.0 (2.3) 29.8 (2.7) 37.2 (2.9) 0.2 (1.7) -7.2 (2.3) P=0.001 

Injectable 14.0 (3.5) 11.8 (2.2) 14.2 (2.0) 2.2 (1.7) -0.2 (3.2) P=0.452 

Implant 20.8 (2.7) 18.0 (2.1) 24.5 (3.0) 2.8 (1.5) -3.7 (2.0) P=0.001 

       

FP total-repeat 127.9 (8.6) 115.5 (9.6) 142.5 (10.8) 12.4 (7.3) -14.6 (9.6) P=0.009 

Pills 49.9 (20.6) 32.9 (17.2) 32.8 (14.8) 16.9 (10.9) 17.0 (8.7) P=0.048 

Injectable 34.8 (3.5) 33.6 (3.5) 41.6 (3.9) 1.2 (2.9) -6.8 (2.9) P=0.066 

Implant 58.7 (5.9) 55.1 (5.7) 67.5 (5.9) 3.5 (3.5) -8.9 (6.0) P=0.070 

       

NG_Clinics       

FP total-new 117.7 (34.3) 83.5 (29.1) 98.3 (36.5) 34.2 (17.3) 19.4 (16.7) P=0.110 

Pills 29.6 (10.6) 26.1 (9.3) 24.1 (8.8) 3.5 (3.6) 5.5 (3.6) P=0.255 

Injectable 27.7 (9.0) 23.8 (8.7) 33.4 (15.4) 3.9 (3.8) -5.7 (9.8) P=0.432 

Implant 49.9 (20.7) 32.9 (17.2) 32.8 (14.8) 16.9 (10.9) 17.0 (8.7) P=0.162) 

       

FP total-repeat 116.6 (42.9) 97.8 (30.2) 103.2 (31.9) 18.8 (17.2) 13.3 (17.9) P=0.406 

Pills 14.6 (7.0) 14.1 (6.2) 12.1 (5.1) 0.4 (2.7) 2.5 (3.8) P=0.649 

Injectable 31.2 (8.7) 28.8 (8.7) 35.6 (13.1) 2.4 (3.2) -4.3 (6.6) P=0.420 

Implant 42.2 (23.2) 32.3 (14.5) 39.1 (18.7) 9.9 (11.2) 3.1 (6.9) P=0.417 
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Fig 2.  Family planning methods provided to adolescents and reproductive age in non-

governmental clinics before, immediately, and a year later of COVID-19, in Addis Ababa, 

Dec 2021 

Effect on the immediate postpartum family planning 

In general, the average number of clients who use immediate post-partum family planning (IPPFP) 

service was higher in non-governmental clinics than in government-owned health centers.  
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Regarding the IPPFP, although the average number of clients is very low, the average number of 

clients was lower during the initial months of the pandemic, but the number started to grow more 

after a year.  The change was statistically significant for all clients [F (1.7, 95.2) = 4.924; P=0.013], 

and all age groups stratified, and clients who use pills [F (1.3, 74.7); 3.985; P=0.066] and injectable 

[F (1.6, 86.1) = 4.149; P=0.028] contraceptives, (Table 5/ Fig 3).   

Table 5. Immediate post-partum family planning service by age and method contraceptives of for 

adolescents and reproductive age by type of health facility before, immediately, and a year 

later of COVID-19 pandemic in Addis Ababa, Dec 2021 

Health service Mar-Aug 2019 

Mean (SE) 

Mar-Aug 2020 

Mean (SE) 

Mar-Aug 201 

Mean (SE) 

Mean differ. 

I 

Mean differe.  

II 

F (df 1,2)=  ; 

P-value 

Health center       

IPPFP total 2.7 (0.7) 2.4 (3.4) 4.8 (1.0) 0.3 (0.7) -2.1 (1.0) P=0.013 

10-19 0.3 (0.1) 0.2 (0.1) 0.4 (0.1) 0.1 (0.1) -0.1 (0.1) P=0.073 

20-29 2.0 (0.5) 1.8  (0.6) 3.5 (0.8) 0.2 (0.5) -1.5 (0.7) P=0.023 

30-49 0.4 (0.1) 0.4 (0.1) 1.0 (0.2) -0.01 (0.1) -0.5 (0.2) P=0.005 

       

IPPFP Method       

Pills 0.02 (000) 0.06 (0.05) 0.25 (0.1) -0.05 (0.05) -0.2 (0.05) P=0.066 

Injectable 0.52 (0.2) 0.61 (0.2) 1.6 (0.5) -0.1 (0.3) -1.1 (0.5) P=0.028 

Implant 1.66 (0.6) 1.55 (0.6) 2.6 (0.7) 0.11 (0.4) -1.0 (0.6) P=0.136 

IUD 0.5 (0.2) 0.2 (0.1) 0.5 (0.2) 0.3 (0.2) 0.0 (0.3) P=0.241 

       

NG_Clinics       

IPPFP total 50.5 (30.4) 33.3 (18.8) 15.4 (10.5) 17.2 (12.3) 35.1 (28.1) P=0.240 

10-19 5.9 (4.4) 1.5 (1.0) 1.1 (0.8) 4.4 (3.5) 4.8 (4.5) P=0.299 

20-29 51.2 (31.9) 26.8 (14.6) 10.8 (7.3) 24.3 (18.5) 40.4 (30.5) P=0.216 

30-49 12.0 (7.2) 10.0 (5.4) 6.4 (4.7) 2.0 (2.4) 5.6 (7.2) P=0.454 

       

IPPFP Method       

Pills 6.3 (6.2) 3.6 (3.3) 0.3 (0.3) 2.8 (2.8) 6.0 (6.2) P=0.354 

Injectable 31.9 (20.4) 19.6 (12.1) 8.0 (5.5) 12.3 (8.3) 23.9 (19.7) P=0.257 

Implant 19.6 (10.9) 13.5 (8.5) 9.6 (6.8) 6.2 (3.6) 10.0 (5.6) P=0.106 

IUD 0.15 (0.1) 0.21 (0.2) 0.44 (0.4) - 0.06 (0.1) - 0.29 (0.4) P=0.492 
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Fig 3.  Immediate post-partum family planning service by age and method of contraceptives for 

adolescents and reproductive age in non-government-clinics before, immediately, and a year 

later of COVID-19 pandemic, in Addis Ababa, Dec 2021 

Effect of the pandemic on the ANC service 

The average monthly number of antenatal care (ANC) service users was higher in governmental 

health facilities than in clinics. The monthly mean number of clients visiting health facilities for the 

first time in health centers was markedly reduced during the first months of the pandemic, but it 

started to grow and was higher than the baseline time at the end of a year later. This change was 

statistically significant for all clients coming for the first time [F (1.8, 119.7); 19.692; P = 0.001], 

and clients that started use of the antenatal care after 16 weeks of gestational age [F (2.0, 127.4); 

10.786; P = 0.001]. Similarly, the change was statistically significant for clients who completed four 

visits to the service [F (1.8, 119.3); 7.951; P = 0.001]. However, for clients who attend ANC for the 
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first time within 16 weeks of gestational age in the health centers, the monthly mean number of 

clients continues to fall immediately and a year later after the pandemic [F (1.2, 72.7); 205.392; P = 

0.001]. (Table 6). 

The monthly mean number of clients who visited the NGO-clinics for the first time dropped during 

the first months of the pandemic and remained low after 12 months, and this change was statistically 

significant for clients who started ANC before their 16
th

 week [F (1.0, 13.4); 11.645; P = 0.004], 

after their 16
th

 week [F (1.7, 21.8) = 4.140; P = 0.036] gestational age of the pregnancy, and for 

clients with an age of 20 years or more [F (1.0, 13.0); 5.933; P = 0.030] (Fig 4). 

Table 6. Antenatal care service provided to pregnant women by type of health facility before, 

immediately, and a year later of COVID-19 pandemic in Addis Ababa, Dec 2021 

Health service Mar-Aug 2019 

Mean (SE) 

Mar-Aug 2020 

Mean (SE) 

Mar-Aug 2021 

Mean (SE) 

Mean differ. 

I 

Mean differe. 

II 

F (df 1,2)=  

; P-value 

Health center       

ANC first visit tot 107.8 (8.8) 106.0 (8.9) 125.3 (9.7) 1.62 (3.7) -17.6 (2.9) P=0.001 

Less than 16 wks 44.1 (2.9) 6.3 (0.7) 7.4 (1.0) 37.8 (2.5) 36.7 (2.5) P=0.001 

16 wks or more 64.6 (6.7) 67.9 (7.3) 77.2 (8.2) -3.3 (2.8) -12.6 (2.6) P=0.001 

ANC_4
th

 visit 72.7 (6.8) 72.0 (6.5) 80.1 (7.2) 0.66 (1.9) -7.4 (2.4) P=0.001 

       

ANC first visit (age) 107.8 (8.8) 106.0 (8.9) 125.3 (9.7) 1.62 (3.7) -17.6 (2.9) P=0.001 

First_visit_10_19yr 7.4 (0.7) 6.3 (0.7) 7.6 (1.0) 1.1 (0.6) -0.2 (0.8) P=0.203 

20yr_or_more 100.9 (8.3) 99.6 (8.4) 99.6 (8.4) 1.3 (3.4) 1.3 (3.4) P=0.686 

       

NGO Clinics       

ANC first visit tot 77.7 (25.4) 60.5 (20.3) 75.5 (28.3) 17.2 (7.3) 2.2 (16.0) P=0.376 

Less than 16 wks 27.2 (8.8) 2.5 (1.4) 5.7 (3.6) 24.7 (7.5) 21.5 (5.6) P=0.004 

16 wks or more 51.4 (19.0) 36.9 (13.7) 38.8 (15.0) 14.5 (6.2) 12.6 (5.8) P=0.036 

ANC_4
th

 visit 55.7 (19.7) 47.9 (17.9) 57.8 (23.2) 7.78 (8.7) -2.1 (18.8) P=0.637 

       

ANC first visit (age)       

First_visit_10_19yr 5.9 (4.1) 2.5 (1.5) 5.7 (3.5) 3.5 (2.6) 0.3 (1.0) P=0.203 

20yr_or_more 71.9 (22.7) 59.9 (20.7) 59.9 (20.7) 11.9 (4.9) 11.9 (4.9) P=0.030 
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Fig 4. Antenatal care service provided to pregnant women in non-governmental clinics before, 

immediately, and a year later of COVID-19 pandemic in Addis Ababa, Dec 2021 

Effect of the pandemic on birth and postnatal services 

The study showed that the mean number of births attended in governmental health offices dropped 

during the beginning of the pandemic, but it started to rise 12 months later.  Such a change in the 

mean number of services was statistically significant for attending a birth [F (1.8, 113.7); 6.551; P = 

0.002], change in the number of live births and post-natal care [F (1.9, 127.1); 5.622; P = 0.005] and 

post-natal care that was undertaken within 24 hours of birth [F (1.9, 122.9; 14.340; P = 0.001]. On 

the contrary, the mean number of clients that dropped during the start of the pandemic dropped or 

worsened for safe abortion services [F (1.4, 93.3); 3.842; P = 0.039], and even after it was stratified 

by age. 
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When it comes to non-governmental health facilities, the monthly average number of clients taking 

service continued to drop a year after the reduction in number after the pandemic began for most of 

the services given above, although it was not statistically significant. The change was statistically 

significant for services of birth attendance [F (1.4, 15.0); 5.286; P = 0.028], and safe abortion [F 

(1.2, 15.4); 5.963; P = 0.023], (table 7).  

Table 7. Births attended, live births, and postnatal care service for adolescents and reproductive age 

by type of health facility before, immediately, and a year later of COVID-19 pandemic in 

Addis Ababa, Dec 2021 

Health service Mar-Aug 2019 

Mean (SE) 

Mar-Aug 2020 

Mean (SE) 

Mar-Aug 2021 

Mean (SE) 

Mean differ. 

I 

Mean differe. 

II 

F (df 

1,2)=  ; 

P-value 

Health center       

Births attended 48.0 (4.3) 45.4 (4.0) 53.0 (4.7) 2.6 (2.2) -5.0 (1.7) P=0.002 

Live births  47.4 (4.2) 52.1 (4.4) 61.4 (5.4) -4.7 (2.9) -14.0 (2.8) P=0.001 

Post-natal care tot 57.5 (5.3) 52.1 (4.4) 61.4 (5.4) 5.4 (3.0) -3.9 (2.7) P=0.005 

Post natal care 

(24hrs) 

33.4 (3.2) 38.9 (3.3) 47.7 (4.2) -5.5 (2.7) -14.3 (3.0) P=0.001 

Safe abortion tot 6.0 (0.9) 4.2 (0.5) 4.5 (0.4) 1.8 (0.7) 1.5 (0.9) P=0.039 

10-19 1.14 (0.2) 0.63 (0.1) 0.67 (0.1) 0.5 (0.2) 0.5 (0.2) P= 0.027 

20-24 2.7 (0.4) 1.8 (0.2) 2.0 (0.2) 0.9 (0.3) 0.7 (0.4) P=0.054 

Teenage Preg +ve 27.4 (5.1) 25.1 (5.0) 33.7 (5.8) 2.3 (2.4) -6.3 (3.6) P= 0.023 

NGO Clinics       

Births attended 57.0 (24.4) 52.3 (22.9) 48.4 (21.4) 4.68 (2.5) 8.5 (3.4) P=0.028 

Live births  56.0 (24.0) 63.7 (27.8) 54.5 (24.1) -7.7 (8.5) 1.5 (5.1) P=0.299 

Post-natal care tot 61.5 (24.6) 63.7 (27.9) 54.5 (24.1) -2.2 (5.8) 7.0 (2.5) P=0.153 

Post natal care 

(24hrs) 

30.5 (20.8) 42.9 (23.4) 37.5 (21.5) -12.4 (12.2) -7.0 (11.1) P=0.385 

Safe abortion tot 102.9 (43.3) 73.9 (32.1) 93.0 (39.8) 29.0 (11.4) 9.9 (5.1) P =0.023 

10-19 14.9 (8.0) 8.6 (3.6) 8.8 (3.9) 6.3 (5.3) 6.0 (4.9) P= 0.269 

20-24 47.8 (22.4) 33.7 (14.5) 36.7 (15.4) 14.1 (9.0) 11.1 (9.7) P=0.200 

Teenage Preg +ve 34.5 (19.6) 35.7 (15.9) 21.0 (8.8) -1.3 (9.8) 13.5 (12.5) P=0.303 
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Effect on childhood immunization 

The mean number of children getting immunization services was higher in government-owned 

health centers than in non-governmental clinics for BCG, pentavalent-3 vaccine, and measles. 

However, NGO-clinics have higher variability (dispersed) clients than health centers. 

The study assessed the number of children vaccinated within six months before the COVID-

pandemic time, the first six months during the COVID-pandemic, and six months after the initiation 

of the pandemic for vaccines BCG, pentavalent vaccine-3, and measles after stratifying by type of 

health facility to determine the effect of COVID-19 on childhood immunization. The BCG vaccine 

showed a slight decrement during the initiation of the pandemic, but it was again raised and boosted 

in the health centers, and such a change was statistically significant (F (1.8, 120.8) = 6.085; P= 

0.004). However, in the non-governmental clinics, there was a decrement during the initiation and 

continued low for more than a year, although it was not statistically significant. There was a 

substantial increment in vaccinated children a year later for the measles vaccine, F (1.6, 105.6) = 

7.426; P= 0.002, although there was not much change during the initiation of the pandemic in the 

health centers. But no marked difference was visible in the NGO-clinics. In both types of health 

facilities, no significant change in pentavalent-3 was observed (table 8). 

Table 8. Immunization service provided to infants by type of health facility before, immediately, and 

a year later of COVID-19 pandemic in Addis Ababa, Dec 2021 

Health service Mar-Aug 2019 

Mean (SE) 

Mar-Aug 2020 

Mean (SE) 

Mar-Aug 2021 

Mean (SE) 

Mean differ. 

I 

Mean differe. 

II 

F (df 

1,2)=  ; 

P-value 

Health center       

BCG vaccine 87.5 (8.6) 84.1 (7.8) 95.9 (8.7) 3.4 (3.1) -8.4 (3.3) P=0.004 

Penta 3 98.4 (7.9) 99.2 (8.1) 102.2 (8.4) -0.8 (3.2) -3.8 (2.8) P=0.365 

Measles 97.1 (64.2) 97.1 (62.6) 106.4 (66.2) 0.04 (3.1) -9.3 (3.1) P=0.002 

NG_Clinics       

BCG vaccine 65.9 (26.2) 54.5 (20.1) 56.3 (26.1) 11.4 (3.1) 9.6 (5.7) P=0.319 

Penta 3 33.0 (11.8) 38.0 (13.4) 26.7 (11.7) -4.5 (2.32) 6.7 (5.4) P=0.141 

Measles 29.6 (10.8) 36.9 (13.6) 26.6 (12.8) 0.04 (3.1) -7.4 (4.1) P=0.219 
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Fig 5.  Immunization service provided to under infants by type of health facility before, immediately, 

and a year later of COVID-19 pandemic in Addis Ababa, Dec 2021 
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The Qualitative outcome 

In this in-depth qualitative interview, a total of 14 key informants were selected purposefully and 

conveniently, and eight from non-government clinics and the remaining six from governmental 

health centers were included. Seven were health providers, two of which were at the manager level 

in the health sector. Seven were female clients of family planning, one of whom was a client who got 

counseling services for teenage pregnancy. Five were males, and nine were females, with an average 

age ranging from 18 years old to 38 years. 

Key informants from health facilities [health providers and managers] described the effect of 

COVID-19 on different dimensions of the health service or provider, the clients, and economic 

background. Informants described the sudden failure (dropping out) of the various health services, 

especially those related to preventive health, of which maternal, adolescent, and child health services 

were counted. The sudden deduction of the services was due to fear of "mass fear" by both health 

providers and clients and health facilities. The absence of detailed knowledge about the COVID-19 

pandemic and its immediate impact, showing a serious outcome as a killer of many people in higher-

income countries like China, Europe, and the USA, and the lockdown made by the government to 

control the pandemic have terrorized health professionals, the government, and the public, creating a 

mass fear that hinders many routine health services. Moreover, people of advanced age and chronic 

collateral diseases have been forced to stay home due to such fears. The general public's obligation 

to remain at home may have contributed to the health service's lower performance. 

The informants also illustrated their experiences in the first months of the pandemic on the 

availability of health providers. The availability of health professionals assigned to the services was 

minimal at the beginning of the pandemic, and they added that the reason might be related to some 

health providers' consistently leaving to come to health facilities due to the lockdown and some 

shifting to work on other priority health problems like emergency activities, including shifting to 

participate in the prevention and control of COVID-19 through health education. Participants also 

depicted the effect of the pandemic on the limited availability of medical equipment and drugs for 
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the medication (e.g., pills, injectables, and implants), surgical manipulations, lab investigations, etc., 

necessary for the service. Such problems in the availability of medication, equipment, and drugs 

continued to worsen with time during the whole COVID-19 pandemic. They also described their 

experience of unavailability, augmented by the war in northern Ethiopia. Practitioners also added 

that the financial problems due to the pandemic (and the war) continuing in the country made it 

difficult for the public to use the health service, starting during the pandemic that continued to date. 

Two focal FP service providers and three FP clients participated in the family planning program 

activities. We found a nurse and two clients in a queue on arrival at the health facility's FP room. We 

conducted an in-depth interview with one of the clients and the nurse. The nurse described the 

absence of marked change in client load in general except at the initiation of the pandemic, but she 

believed that the reduction in the number of methods (options) to be chosen by clients was 

significant. She also mentioned her insistence that she insisted mothers choose available 

contraceptives. The other nurse in another health facility mentioned the relative decrement in the 

number of clients and depicted her experience of the reduction in the number of clients in a line, 

showing the length of the queue, and she associated the decline with the socio-economic problems in 

the country, making women stay at work (they don’t want to waste their time sitting in the facility). 

The three clients who participated didn’t know the problem, but a diploma-holding woman in her 

35
th

 mentioned the economical burden due to inflation resulting from the pandemic, war, and even 

the overpopulation to worsen women’s health-seeking behavior. She added that if the number of 

clients is reduced, those reasons could be possible reasons. 

Regarding the antenatal care, delivery, and postnatal services, a health provider from the 

governmental health facility described the services as increasing with time. However, he believed 

the services had dropped significantly at the beginning of the pandemic, which was reversed back to 

what they were and rose further. He continued to argue about the other services' existence and how 

they increased with time. He also tried to compare the benefits to be higher in hospitals since people 

prefer hospitals and the private sector for having quality service in case delivery complications 

come. In contrast, two health providers, one from an MCH clinic and the other from a governmental 
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health center, observed a decrement in the number of clients coming for delivery, with postnatal care 

mentioned to reduce with time. They both associated it with the economic crisis in the country due to 

the pandemic augmented by civil war. The health provider from the MCH clinic also added the 

reduced advertisement to play a greater role in the reduction by using the available health facilities. 

Finally, the youth-friendly services, including counselling services to youth, safe abortion, and post-

abortion services, were assessed at one of the NG-clinics. We met a social worker who counsels 

youth after counseling a teenage girl who visited the clinic for a safe abortion. The counselor 

claimed the presence of adolescents who came for psychosocial counseling after sustaining a 

pregnancy and almost ended it through a safe abortion, of which only a few came for post-abortion 

counseling. Regarding the presence of change in the number of youth coming for counseling, it 

could be too difficult to judge it due to the COVID-19 pandemic. Another girl who claimed to have 

tested positive for pregnancy and wanted to get rid of it claimed she came after hearing about the 

service from friends. She took a counseling service but claimed to have ended the pregnancy 

because of the unplanned pregnancy, and she was not married. 
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Discussion 

The study has tried to include a relatively representative number of government health centers and 

non-governmental clinics by including more than 90% of the health centers and all clinics of the 

eight sub-cities of Addis Ababa. Regarding the health facilities, health services like childhood 

immunization and antenatal care dominate in governmental health centers, while births attended, 

immediate postpartum family planning, safe abortion, and family planning (newly) visiting services 

were significantly high in the non-governmental clinics.  Clients repeatedly utilizing the family 

planning were slightly higher in governmental facilities, while clients visiting for postnatal care and 

teenage pregnancy were marginally higher in non-governmental clinics. 

Regarding the effect of the COVID-19 pandemic, most maternal, childhood and adolescent health 

services have shown from a marginal to a substantially high reduction in most health facilities. 

However, there was a difference in the monthly mean number of clients a year later.  In 

governmental health centers, most services like FP, antenatal care, postnatal care, births attended, 

and immunization have come to serve similar to pre-pandemic time or come to serve substantial 

higher clients a year later after the initiation of the pandemic.  Whereas non-governmental clinics 

have experienced performing a substantially lower number of clients than before the pandemic for 

services like family planning, antenatal care, immediate postpartum family planning, attending 

births, safe abortion, teenage pregnancy and childhood immunization a year later. The clinics have 

also shown slightly increased clients a year later after the initiation of the pandemic for injectable 

contraceptive utilizers, while health centres serve marginally lower pill contraceptive users. 

The study appears the effect of the COVID-19 pandemic to show immediate dropping of maternal 

and child health services, and governmental health centers copping the problem and come back to 

routine number clients a year later, while non-governmental clinics are still affected by the 

pandemic a year later.   The reduction in the mean number of clients during the beginning of the 

pandemic for maternal, adolescent, and child health services is supported by studies (47-49). The 

explanation for this drop-in health service could be related to direct fear of the pandemic as a severe 

killer and health facilities being thought the centre of the transmission, and the declared public 
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lockdown for months in the country in general and the city, in particular, may have brought to the 

substantial decrement in the services.  The change in the strategy of health facilities to tackle the 

pandemic may also have contributed to the reduction in MCH services.   

Regarding the continuation of the effect on most MCH services, especially in non-government 

clinics, a year after the pandemic's beginning may relate to the economic burden of the pandemic 

augmented by the war. This economic consequence is supported by studies made by Carlsson-

Szlezak et al. that declare the three primary transmission pathways (50, 51). According to Carlsson-

Szlezak et al., the first is the direct effect, associated with the lower consumption of goods and 

services. Consumer confidence may be affected due to the pandemic's protracted duration and 

related social distancing measures, which keep people at home apprehensive of discretionary 

spending and gloomy about their long-term economic prospects. The indirect impact, which stems 

from a financial market, may shock, and its effects on the actual economy are considered the second 

reason for the effect resulting in household wealth decline, savings rising, and consumer expenditure 

will decline. Supply-side disruptions are the third type of disruption; if constraints halt or impede 

production, they will have a detrimental influence on supply chains, labor demand, and employment, 

resulting in lengthy layoffs and growing unemployment (50, 51).  

Authors such as Baldwin (2020) define COVID-19's economic impact on the economy as a "wait-

and-see" attitude marked by uncertainty since there is less confidence in markets and in engaging in 

financial transactions (52).  He adds through three paths, and the first step starts with disease 

showing its impact by putting workers into their sickbeds, which is like temporary unemployment, 

but only temporarily. The second may be related to public-health-related containment measures, 

including lockdown measures, office closures, travel bans, quarantines, and the like, and the third is 

the expected shock. The COVID-19 crisis has consumers and firms worldwide crouched in a wait-

and-see mode, and it is the long-term consequences of the next macroeconomic crisis due to the 

continuity of the global crisis's attempt to surge and fall due to the different waves of epidemics 

(52).  In our scenario, this economic crisis at the individual level may impact searching for health 

facilities that may cost them the least, the government health centers.  The burden of health 

problems that non-governmental clinics share for their relatively costy but a quality maternal and 
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child health service may be affected by the economic crisis due to COVID-19 pandemic and 

possible civil war crisis. 

Although it has many strengths, our study is not immune to limitations. The major limitation is 

related to the small sample size of the non-governmental clinic that created difficulty to show a 

significant difference in the presence of a large effect size, which may be related to high variability.  

To minimize such a problem, the research group has tried to include all clinics in the city.  

Variability in the type of maternal and child health service among health facilities has also 

diminished the size, losing power, and resulting in difficulty showing the statistical difference.  The 

other limitation in the quantitative data included the absence of reporting youth-friendly counseling 

that was performed mainly in non-governmental clinics. In this study, the qualitative data has 

captured it but is limited to quantifying the effect of COVID-19. 

Conclusion 

Regarding the health facilities, health services like childhood immunization and antenatal care 

dominate in governmental health centers, while births attended, immediate postpartum family 

planning, safe abortion, and family planning (newly) visiting services were significantly high in the 

non-governmental clinics.  The study appears the effect of the COVID-19 pandemic to show 

immediate dropping of maternal and child health services, and governmental health centers copping 

the problem and come back to routine number clients a year later, while non-governmental clinics 

are still affected by the pandemic a year later.  

Recommendation 

Based on the research finding that showed the effect of COVID-19 on maternal, adolescent, and 

childhood health dominating in non-governmental clinics, and the burden is related to the economic 

crisis, the government should act in the macro and microeconomic scenario. Understanding the 

share of non-governmental clinics in the maternal, youth, and childhood health service is high in 

Addid Ababa, policymakers should strengthen the economy of small and middle enterprises by 
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settling some control mechanisms.  Non-governmental clinics that keep user-fee services should 

maximize the subsidy to attract clients to take a higher share of the service than before the COVID-

19 pandemic by further improving services' quality.  
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Annex I. Consent form for qualitative data (English) 

 

CONSENT/ASSENT FOR STUDY SUBJECTS PARTICIPATING IN 

BASELINE or POST-INTERVENTION SURVEY  

For self-administered questionnaire 

Hello. My name is _________________.  I am a field officer from the School of Public Health, 

Addis Ababa University (AAU). You have been selected to participate in this research study 

conducted by the School of Public Health, Addis Ababa University (AAU). The purpose of the study 

is to learn more about the impact of COVID-19 on Maternal and Child Health, including Adolescent 

Reproductive and Sexual Health in Addis Ababa and further Ethiopia 

You have been selected to participate in this study because you are a member of the health facility or 

user of service provided in the facility, and we assumed that you would represent the facility. Today, 

we would like to collect data using this Open Data Kit (ODK) (a mobile-based data collection 

instrument) to understand more about your health facility during this pandemic COVID-19 time.  

The information that we collect will help design policies and programs that aim to improve the 

Reproductive and Sexuality of the youth in Ethiopia. 

 

Before deciding whether or not to participate in this survey, we would like to explain the purpose, 

the risks and benefits of the study to you and what is expected of you. I am here to discuss the 

information with you. I will answer any questions you may have. After the procedures have been 

fully explained to you, you can decide whether or not you want to participate. If you understand the 

process and agree to participate, you will be asked to answer questions that sweets you to respond.  

Please note that: 

 Participation is voluntary. You have the right not to answer any question and to stop answering 

questions at any time. We expect that the questionnaire will take about 30-45 Minutes.   

 

 You may decide not to participate or withdraw from the questionnaire at any time without 

losing any benefits that you, your family, or your community might be entitled to in the future.  

 

 The questionnaire contains multiple sections. First, you will be asked to answer some questions 

about your background and education.  Next, you will be asked questions about your 

knowledge related to the health facility.  Finally, you will be asked questions relating to your 

practice.  

 

 The information you tell us will be confidential. We will not share it with anyone else. Your 

name or identifier will not be written anywhere in the questionnaire. 
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CONFIDENTIALITY:  (Who May See Your Records) 

 Anything you tell us during this interview or when we take measurements will be kept 

confidential.  It will not be shared with other co-workers or with anyone else.  

 We will never use your name on any document, only a coded number. No one will know that 

the coded number identifies you. 

 

POTENTIAL BENEFITS:  

 You may get no direct benefit from participating in this questionnaire, but you may benefit 

indirectly after a more extended period.  

 The long-run benefit may include policy change related to COVID-19 on Maternal and Child 

Health, including Adolescent Reproductive and Sexual Health. 

 

POTENTIAL RISK 

 Since we are not using paperwork (ODK), there is no direct risk of transmission. But we will 

follow the interview in the presence of a face mask, distancing, and not having hand-shaking 

to avoid transmission of  COVID-19. 

ALTERNATIVES: 

 You may choose not to participate in this survey.  Being in this study is up to you, and no one 

will be upset if you don't want to participate or even if you first say yes and then you change 

your mind and want to stop.  

CONTACT PERSON:   

 If you have any questions or problems related to the research work, you can contact Dr. 

Negussie Deyessa Telephone Number +251-91140005; email negdaysun@gmail.com.  In 

case if you don't receive enough information with the above address, you can request 

information from a higher body that controls the ethical issue of studies using +251-114-

166083/41. 

May I now ask whether you would like to participate in this survey and have measurements taken? 

Do you agree to participate in the questionnaire? 

[   ] Yes      [  ] No 

____________________________________ 

 

Enumerator's name and signature of confirmation        
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_____________________________________ 
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Consent form 

 

1. I confirm that I have heard and understand the information sheet and have had the 
opportunity to ask questions. 

 

2. I understand that my participation is voluntary, and I am free to withdraw at any time 
without giving a reason. 

 

3. I understood that If I have any questions, I can ask the head of the researcher group as 
well as the heads of the ethical research committee 

 

4. I agree to be interviewed without my name recorded, in a private 

 

5. I agree (my enterprise) to take part in the mentioned study. 

 

 

Mark of participant _____________________  Date ________________ 

 

 

Data collector (witness) Sign. __________________  Date: _______________  
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Annex II. Amharic Consent form 

 

የቃሌ ፈቃደኝነት መጠየቂያ ቅፅ 

በመረጃ ሰጪ የሚሞሊ 

 

ፕሮጀክት፡  ባገራችን የኮቪድ-19 ህመም በመንሰራፋቱ ምክንያት  እና በጤና ተቋም ሊይ 
ሉያመጣ የሚችሇውን አለታዊ ተፅእኖ ሇማወቅ እና ግንዛቤ ሇመውሰድ የቃሌ ፈቃደኝነት 
መጠየቂያ ቅዕ 

ጤና ይስጥሌኝ ስሜ ---------------------- ይባሊሌ፡፡  በህብረተሰብ ጤና ት/ ክፍሌ በ አዲስ አበባ 
ዩንቨርስቲ የምሰራ የመስክ ሰራተኛ ነኝ፡፡ እርስዎ በዚህ ጥናት እንዲሳተፉ ተመርጠዋሌ፡፡ የጥናቱ 
ዋና አሊማ ባገራችን የኮቪድ-19 ህመም በመንሰራፋቱ ምክንያት በእናቶችና ህፃናት አንዲሁም 
የወጣቶች በስነ-ተዋሌዶ ጤና ሊይ ሉያመጣ የሚችሇውን አለታዊ ተፅእኖ ሇማወቅ እና ግንዛቤ 
ሇመውሰድ ነው፡፡  

በዚህ ጥናት እንዲሳተፉ የተመረጡበት ዋና ምክንያት እርስዎ በዚህ ጤና ተቋም ሰራተኛ 
በመሆንዎ ወይም የአገሌግልቱ ተጠቃሚ በመሆንዎ ነው፡፡ ዛሬ የሞባይሌ መመዝገቢያ በመጠቀም 
ቃሇ መጠይቅ በማድረግ ይርስዎን ግንዛቤ ሇማወቅ እንፈሌጋሇን፡፡ ኮቪድ-19 ህመምን በተመሇከተ 
በእናቶችና ህፃናት አንዲሁም የወጣቶች በስነ-ተዋሌዶ ጤና ሊይ ሉያመጣ የሚችሇውን አለታዊ 
ተፅእኖ ሇማወቅ እና ግንዛቤ አገሪቱ ለምታደርገው በእናቶችና ህፃናት አንዲሁም የወጣቶች በስነ-
ተዋሌዶ ጤና ሊይ ፖሊሲ ለማውጣት የሚያስችለ ስሌቶችን ሇመቅረፅ ግብአት እንዲሆን ነው፡፡ 

በጥናቱ ሇመሳተፍ ከመወሰንዎ በፊት ከእርስዎ ምን እንደሚጠበቅ፤ የሚያገኙት ጥቅምና ጉዳት፣ 
አሊማ ሇመግሇጽ እንወዳሇን፡፡  እኔ እንደ መስክ ሰራተኛ እዚህ የምገኘው ከእርሶ ጋር ስሇመረጃው 
ሇመወያየት ነው፡፡  የሚኖሮዎትን ጥያቄዎች ሇማብራራት እሞክራሇሁ፡፡ ከዚህ በኋሊ ሇመሳተፍ 
ወይም ሊሇመሳተፍ የሚወስኑት የሚከተለትን ማብራሪያ አንቢቤልት የሚስማማዎት ከሆነ ብቻ 
ነው፡፡ ሇመሳተፍ ከተስማሙ እና ጥናቱን ከተረዱት ቃሇ መጠይቁን አቀርብሌዋታሇሁ፡፡ 
ካሌተስማዎትም ምስጋናዬ ከሌብ ነው፡፡ 

እባክዎትን የሚከተሇውን ያድምጡኝ፡   
 የሚሳተፉት በሙለ ፍቃደኝነት ሊይ የተመሰረተ ሲሆን፤ መጠይቁ  ከ30 እስከ 45 ደቂቃ 

ይፈጃሌ፡፡ እርስዎና እኔ የምንነጋገረው ሇብቻችን ሆነን ነው፡፡   
 የርሶ በጥናቱ ሊይ ተሳታፊ መሆን፤ ሇሚገኘው ውጤት ትሌቅ አስተዋፅኦ አሇው፡፡ 
 ባጠቃሊይ በጥናቱ ሊይ አሇመሳተፍ፤ በማንኛውም ጊዜ ጥያቄውን ማቋረጥ ወይንም 

አንዳንድ ጥያቄዎችን መመሇስ ባይፈሌጉ ሉተዋቸው ይችሊለ፡፡ 
 
የውይይቱ ሀሳብ ሚስጢራዊነት  



 

 

53 

 

 በቃሇ መጠይቁ ጊዜ የሚሰጡት መረጃ በሚስጥር የተጠበቀ መሆኑ አሳውቆታሇሁ፡፡ 
 የሚሰጡት መረጃ ሇማንም ሰው፤ ሇቤተሰብ ወይም ላሊ ሰው አይነገርም፡፡ ስምዎትም 

በወረቀት ሊይ አይመዘገብም፡፡   
የሚያገኙት ጥቅም 

 ከጥናቱ በቀጥታ ተጠቃሚ ሊይሆኑ ይችሊለ፤ ሆኖም በተዘዋዋሪ ሇህብረተሰቡ በሚቀረፁ 
ኮቪድ-19 ከእናቶችና ህፃናት አንዲሁም የወጣቶች በስነ-ተዋሌዶ ጋር በሚወጣ ፖሉሲ 
ተጠቃሚ ሉሆኑ ይችሊለ:: 

 መጠይቁ በማንበብ እና በመጠየቅ የግሌዎ እውቀት ማሳደግ ይቻሊሌ፡፡ 

የሚገኙ ያሇተፈሇጉ ጉዳቶች 

 በጥናቱ ሉመጡ የሚችለ ጉዳቶች ውስጥ በቀጥታ ኮቪድ-19 ሇመከሊከሌ ማስክ በማድረግ 
እና ርቀት በመጠበቅ እንዲሁም የእጅ ሇእጅ ንክኪ እንዳይደረግ በማድረግ ችግሩን 
እናስወግዳሇን፡፡ 

አማራጮች  

 የርስዎ በጥነቱ ሊይ መሳተፍ ሇጥናቱ በጣም ጠቃሚ ነው፡፡ ሆኖም አሇመሳተፍ ይችሊለ፡፡  
ይህ የእርስዎ ውሳኔ ነው፡፡   

 አሁን በጥናቱ ሇመሳተፍ እንደወሰኑ እና እንዳሌወሰኑ ሌጠይቆት ነው፡፡ ሆኖም ጠናቱነ 
በተመሇከተ ያሌዎትን ጥያቄ በሚከተሇው የስሌክ ቁጥር [ዶ/ር ንጉሴ ደዬሳ ስሌክ ቁ 
+251911400059] ወይም በኢ- መየል  negdaysun@gmail.com   ማነጋገር ይችሊለ፡፡ ከሊይ 
የተጠቀሰው አድራሻ ጥሩ መሌስ ካሌሰጠዎት፤ ይህን ጥናት በበሊይነት የሚቆጣጠረው 
አካሌን (የህብረተሰብ ጤና አጠባበቅ ማህበር፤ በስሌክ ቀጥር +251-114-166083/41ማነጋገር 
ይችሊለ፡፡ 

 
 በቃሇ መጠየቁ ሇመሳተፍ ተስማምተዋሌ?  
 1 አዎን      2 የሇም  
 
 የመረጃ ሰብሳቢ (ማረጋገጫ ፊርማ)   ፊርማ      

 

 

 

mailto:negdaysun@gmail.com
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የስምምነት ቅፅ 

ለመጠየቅ ተጠያቂ 

 

1. በጥናቱ የተካተቱት ሁኔታዎች አንብቤ የገባኝ መሆኔን አረጋግጣሇሁ በወቅቱም ያሌገቡኝን 
ጥያቄዎች ሇመጠየቅ እድለ ነበረኝ 

2. በጥናቱ ሊይ በፈቃደኝነት እንደምሳተፍና በማንኛውም ጊዜ ያሇምንም ምክንያት ማቑረጥ 
እንደምችሌ ገብቶኛሌ፡፡ 

3. የሆነ ጥያቄ ካሇኝ፤ የጥናቱ ባሇቤትም ሆነ ጥናቱን የፈቀደ አካሌ እንዳነጋግር አድራሻ 
ተሰጥቶኛሌ፡፡ 

4. ስሜ ሳይመዘገብ፤ ላሊ ሰው በላሇበት ብቻየን መጠይቁን ሇሞምሊት በሙለ ፈቃደኝነት 
ተስማምቻሇሁ፡፡ 

5. ባጠቃሊይም በጥናቱ ሊይ የበኩላን ሇማበርከት ተስማምቻሇሁ፡፡ 

 

 

የስምምነት ማረጋገጫ ምሌክት ____________________       ቀን ________________ 

 

የመረጃ ሰብሳቢ (ፊርማ) ____________________        ቀን ____________________ 

 

 



 

 

55 

 

 

 

 

 

 

Data collection instruments 
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Annex: An instrument for review of records 

 

Health facility Name: _____________________________  Type of Facility____________________   Owner of facility 

_______________ 

የጤና ተቋም ስም                                                                የተቋሙ ኤይነት                                        የተቋሙ ባለቤት 

 

Sub-city __________________________            Position of person   ___________________ 

ክፍለ-ከተማ                                                       ኃላፊነት 

 

Date of report _______________________________   

 

  



 

 

1 

 

i. Health service delivery 

List number of people who received health care services [curative and preventive services] 

 

 2019  2020  2021 

 Mar Apr May Jun Jul Aug  Mar Apr May Jun July Aug  Mar Apr May Jun July Aug 

2. Immunization                     

BCG/ OPV0                     

OPV1/ DPT/ PENTA3                     

Measles                     

                     

FP-total new                     

FP_age-10-14 new                     

FP_age-15-19 new                     

FP_age-20-24 new                     

FP_age- 30-49 new                     

                     

FP-total repeat                     

FP_age-10-14 repeat                     

FP_age-15-19 repeat                     

FP_age-20-24 repeat                     

FP_age- 30-49 repeat                     

                     

FP-methods new                     

FP_Oral_pill new                     

FP_Injectable new                     

FP_Implant new                     

FP_IUD new                     

FP_Other new                     

                     

FP-method repeat                     

FP_Oral_pill repeat                     

FP_Injectable repeat                     
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FP_Implant repeat                     

FP_IUD repeat                     

FP_Other repeat                     

                     

Immediate Post Partum FP_age                     

IPPF_age-10-14 new                     

IPPF _age-15-19 new                     

IPPF _age-20-24 new                     

IPPF _age- 30-49 new                     

                     

IPPF-method                     

FP_Oral_pill                      

FP_Injectable                      

FP_Implant                      

FP_IUD                     

FP_Other                      

                     

Antenatal care First visit                     

ANC-< 16 weeks                      

ANC >/= 16 weeks                     

                     

ANC-First_age                     

ANC 1
st
 10-14                     

ANC 1
st
 15-19                     

ANC 1
st
 20 or more                     

                     

ANC-Fourth by age                     

ANC 4
th

  10-14                     

ANC 4
th

  15-19                     

ANC 4
th

  20 or more                     

                     

Births attended                     

                     

Post natal care                     
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Safe abortion                     

Safe abo 10-14                     

Safe abo 15-19                     

Safe abo 20-24                     

Safe abo 25-49                     

                     

Post abo care                     

Post abo C. 10-14                     

Post abo C.15-19                     

Post abo C.20-24                     

Post abo C.25-49                     

                     

Teenage Girls +ve preg                     

TG+ve 10-14                     

TG+ve 15-19                     

TG+ve Others                     

                     

Pregnants knew their (HIV results)                     

                     

Adolescent friendly service                     

RH/ FP counselling                     

HIV-testing counselling                     

Life skill counselling                     

Career counselling                     

Other counselling                     
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Interview guideline 

Date of report _______________________________   

A. Representing ___________    

1) FP provider   2) ANC- provider  3) Delivery service provider 

4) Counselling service 5) MCH-coordinator  7) Beneficiary (women) 

7) Beneficiary (adolescent) 8) Other (specify)  ____________ 

B. Age |__|__|   

C. Sex  [1. Male  2. Female] 

D. Marital status _______________ 

E. Profession (only health provider)  

                   i. Profession_______________  ii. Department ________________             

                iii. Position ___________________ 

Questions in each scenario? 

1) How was the quality, access, safety, and coverage before and after the COVID-19 epidemic for 

the following theme of health care service? 

ለሚከተሉት የጤና አገልግሎት ትራቱ፤ ተደራሽነቱ፤ ደህንነት፣ እና የአገልግሎት ሽፋን ከኮቪድ-19 ወረርሽኝ 

በፊት እና በኋላ ለሚከተለው የጤና አጠባበቅ አገልግሎት ጭብጥ ምን አለ? 
2) How is the availability and quality of health professionals assigned in the service? 

በሚሰጠው አገልግሎቱ ውስጥ የጤና ባለሙያዎች በሥራ ላይ መገኘት እና ጥራት እንዴት እንደሚሰሩ 

ግለፅልኝ? 

 

3) Availability of medical equipment and drugs (financial, medication (eg pills), surgical 

manipulations, lab investigations, etc.) necessary for the service? 

ለአገልግሎቱ አስፈላጊ የሆኑ የህክምና መሳሪያዎች እና መድሃኒቶች (የገንዘብ፣መድሀኒት (ለምሳሌ 

እንክብሎች)፣የቀዶ ጥገና ዘዴዎች፣የላብራቶሪ ምርመራዎች፣ወዘተ) መገኘት? 
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4) Governance of the service, how do health workers interact with their heads, colleagues, and 

clients? Presence of a plan to attain service, so the presence of monitoring and evaluation in 

place? 

የአገልግሎቱ አስተዳደር፣ የጤና ባለሙያዎች ከኃላፊዎቻቸው፣ ከሥራ ባልደረቦቻቸው እና ከደንበኞቻቸው 

ጋር እንዴት ይገናኛሉ? አገልግሎት ለመስጠት የታቀደ አላማ መኖሩ፣ ስራው በትክክል ለመፈፀም የክትትል 

እና ግምገማ በቦታው አለ ወይ? 

 

a. FP [by age, method, first time/ repeated, counselling, youth involvement] 

 [በእድሜ ፣ በምጣኔ ዘዴ ፣ የመጀመሪያ / በድጋሚ ፣ ድህረ-ወሊድ ምጣኔ ሀብት፤ 

የወጣቶች ተሳትፎ፣ የምክር አገልግሎት] 

  
b. ANC [by age, first time, gestational age at first visit/ four times visit] 

[በእድሜ, ለመጀመሪያ ጊዜ, በእርግዝና የመጀመሪያ 16 ሳምንት ጉብኝት / 4ኛ ሳምንት ጊዜ 

ጉብኝት] 

 

c. Delivery service [የማዋለድ ግልጋሎት] 

 

d. Post-natal care [ድህረ-ወሊድ ግልጋሎት] 

 

e. Abortion [by age, follow up (post abortion] 

ውርጃ,     [በዕድሜ, ክትትል (ከፅንስ ማስወረድ በኋላ] 
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