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Background: Prevention of Mother-To-Child Transmission of HIV (PMTCT) is a comprehensive intervention aimed at reducing 
vertical transmission. More than 90% of pediatric AIDS cases are caused by MTCT. However, the quality of care has lagged in terms 
of service integration, client satisfaction, and facility readiness, although improvements have been observed. Evidence on the quality 
of PMTCT services is required by clinicians, and policymakers. Therefore, this study aimed to evaluate the effectiveness of PMTCT 
services provided by public health facilities in Northwest Ethiopia.
Methods: This cross-sectional study was conducted at nine public health facilities in Gondar city between June 1 and July 17, 2022. 
A total of 334 mothers were participated. The Structure-Process-Outcome components were used to evaluate service quality. About 
135 counseling sessions were observed. The SPSS 26 software was used for statistical analyses. To identify mothers’ satisfaction with 
the service, P-values < 0.25, and < 0.05 were considered in the binary and multiple logistic regression analyses to identify significant 
variables, respectively.
Results: The overall performance of the health facilities was 74.09% (72.19–76.01 CI 95%). In 88.89% of cases, the output quality 
was higher and rated as good. However, the quality of the input and process services was 60.40% and 72.97%, respectively. Women’s 
satisfaction was 67.09%. Women aged 15–24 years (AOR= 0.31; 95% CI:0.06, 0.79), formally educated (AOR=0.59; 95% CI:0.35, 
0.67), > one hour of arrival (AOR=0.71; 95% CI:0.55, 0.93), > 30 minutes waiting time (AOR=0.23; 95% CI:0.11, 0.37), sufficient 
time for counseling (AOR=2.83; 95% CI:1.72, 3.97), and opening hours (AOR=4.27; 95% CI:2.09, 6.67) were factors associated with 
satisfaction in women.
Conclusion: The quality of PMTCT service provision and mothers’ satisfaction were low. Reducing waiting time, punctuality of 
service providers, adequate counselling, and availability of basic resources can boost mothers’ satisfaction.
Keywords: determinants, evaluation, health facility readiness, quality, satisfaction

Introduction
More than 90% of HIV infections in newborns are caused by vertical transmission, which is the HIV infection that occurs 
from an HIV-positive mother to her child during childbirth and remains an issue during the postnatal period until the child 
stops breastfeeding. Infants born to mothers with a positive HIV serostatus are known as exposed infants and may contract 
the virus through nursing, childbirth, or pregnancy.1–3 Africa is the most affected continent, accounting for over two-thirds of 
all new HIV infections globally, with 25.7 million individuals living with the virus in 2018.1,4 With an HIV prevalence of 
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0.96%, which varies from less than 0.1% in Ethiopia’s Somali region to 4.8% in the Gambella region, Ethiopia is one of 21 
high-burden countries.4,5 However, the 2016 World Health Organization (WHO) report confirmed this; it estimated that 
Antiretroviral Therapy (ART) coverage for adults and children (0–14 years) was 59% and 35%, respectively.6 Hence, 
improving the quality of healthcare is vital to tackle the challenges among these segments of the population.

The quality of healthcare services plays a significant role in achieving the Universal Health Coverage (UHC) plan.7 

Only in developing countries, around 5.7 to 8.4 million deaths, and 60% of the total deaths occur due to poor quality care 
in developing countries.7 Quality in the healthcare delivery system attracts and requires more attention from different 
stakeholders.8,9 To date, every individual has a great and indistinctive need for high-quality services everywhere they 
access what they need, regardless of the quality and dimensions of quality.10 The Institute of Medicine (IOM) defined the 
quality of healthcare more precisely after capturing the definition of quality by different scholars, institutions of health, 
and countries from different points of view: the degree to which health services for individuals and populations increase 
the likelihood of desired health outcomes and are consistent with current professional knowledge.11 Because it is 
assumed that equality and quality are related and should be addressed for every individual, quality and equity are 
defined in combination in Ethiopia.12,13 Quality in Ethiopia is defined as comprehensive care that is measurably safe, 
effective, patient-centered, uniformly delivered in a timely manner, affordable to all Ethiopians, and appropriately utilizes 
resources and services efficiently. Continuous exploration of quality will help us forecast the three core elements of 
quality, namely quality planning, quality improvement, and quality control.14

Numerous studies have been conducted regarding the quality of prevention of mother-to-child transmission of HIV. Sub- 
Saharan African (SSA) women experience a disproportionately high burden of HIV infection due to inadequate screening for 
Sexually Transmitted Diseases (STDs), inappropriate infant feeding practices, male partners’ non-participation in PMTCT, 
and a lack of knowledge regarding MTCT.15,16 Other challenges for the poor-quality service of PMTCT in SSA are limited 
human resources, poor monitoring leadership in health facilities, governance, infrastructure, poor working conditions, and 
service delivery systems.17–20 SSA needs to address structural and social barriers beyond the individual level to enhance 
PMTCT services.21 Capacity building of health providers for PMTCT, hepatitis B and C, Sexually Transmitted Infections 
(STIs), syphilis, providing information, support, and counselling on infant feeding methods, and other reproductive services 
are needed.22,23 A study conducted in Tanzania on health facilities’ readiness for quality PMTCT services indicated that one- 
third of pregnant women received all five components required for Provider-Initiated Testing and Counseling (PITC), which 
implies that increasing the availability of trained staff, diagnostic tools, and ARTs among health facilities is highly 
recommended.24

Several qualitative studies from Ethiopia stated that health system factors such as a lack of appropriate follow-up 
mechanisms, inadequate access to Antiretroviral drugs, trained humans, a high turnover rate, client unwillingness, and 
inadequate equipment could contribute to decreasing the quality of PMTCT services.25–27 Another qualitative study in 
northern Ethiopia showed about 33% of input, 25% of process, and output service quality.28 Furthermore, a mixed- 
method study showed that the overall quality of PMTCT services was low (47%).29

Despite existing evidence that attempts to address some of the factors that could contribute to low-quality PMTCT 
services, only a few have examined the level of facility and health provider readiness to enhance the provision of good- 
quality PMTCT services. It is crucial to evaluate how healthcare providers and facilities are committed to reducing MTCT of 
HIV infection. For this reason, not only the availability of services but also provider and facility readiness will promise 
clients a high quality of care.30,31 Therefore, a full understanding of the relationship between facility readiness and provision 
of high-quality PMTCT clients is crucial, as little is known about this relationship. Thus, the current study provides more 
information than existing evidence. Therefore, using the Donabedian paradigm, this study aimed to assess health facility 
readiness, satisfaction, and its associated factors among pregnant mothers in Gondar city public health facilities.

Methods and Materials
Study Setting and Period
This institutional cross-sectional study was conducted in Gondar City’s public health facilities between June 1 and 
July 17, 2022. There were eight public health centers and one specialized compressive hospital in the city. The city is 
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located 748 km northwest of Addis Ababa, the capital of Ethiopia. The Central Statistical Agency of Ethiopia’s (CSA) 
2007 national census showed that Gondar has a total population of 207,044. All health facilities provide basic maternal 
and child health services, including the PMTCT. Moreover, the University of Gondar Comprehensive and Specialized 
Hospital is the only referral center for PMTCT/ART, as well as all maternal and child healthcare services, providing 
healthcare services to more than ten million people in the city and nearby catchments. This study was conducted in eight 
public health facilities and one comprehensive specialized hospital.

Source and Study Population
All public health facilities and pregnant mothers who had follow-up within these public health facilities in Gondar City 
were the source population to determine the quality of PMTCT services based on the status of health facility readiness 
and women’s satisfaction, respectively. Mothers who attended the Antenatal Care (ANC), and PMTCT services 
throughout the data collection period were included in this study.

Eligibility Criteria
This study included all pregnant women who visited health facilities and were provided PMTCT services. The study 
involved voluntary participation of health facilities, PMTCT counselors, and all pregnant women. Women who experi-
enced severe pain and those who had less than six months of experience were excluded.

Sample Size Determination and Sampling Procedure
Sample Size for Mothers
The estimated sample size was determined based on the main outcome of the study (the overall quality of PMTCT 
services) and was powered by all other specific aims, including health facility readiness and women’s satisfaction. 
Among these, the maximum sample size and the number of health facilities were considered.

Therefore, the minimum number of participants required to estimate the proportion of quality of PMTCT services and 
women’s satisfaction was determined using the best available estimates from Assefa et al and computed by using a single 
population proportion formula with the following assumptions: the overall quality of PMCT was 74.7%.32 A response 
rate of 85% was expected in the study; therefore, a 15% non-response rate was achieved. As the study was conducted at 
a multicenter level, we need to increase the precision by using a larger possible sample size. Taking this into account, 
a margin of error of five percent was considered in the sample size calculation. Then the sample size was determined 
using the concept of a single population proportion formula by considering the assumptions Zα=2= critical value for 
normal distribution at a 95% confidence level, which equals 1.96 (z value at α = 0.05), estimated proportion (p = 74.7%), 
and absolute precision or margin of error 5% (d = 0.05) using the formula Samplesize ¼ ðZα=2Þ2 � pð1 � pÞ=d2. Finally, 
considering the above assumptions, the minimum sample size was 334. However, we tried to calculate the minimum 
sample size to estimate the quality of PMTCT services based on the proportion of women’s satisfaction with PMTCT 
services, which is lower than the above sample size; we used a larger sample size to proceed further.

Each health facility’s sample size is distributed based on the total population it serves through PMTCT services. 
A systematic sampling strategy was used to gain access to clients at the ANC and PMTCT units, and proportional 
allocation was performed to select the study participants from each unit based on the existing maternal records. Facility 
readiness checkouts, record reviews, and existing interviews were conducted to address the objectives.

Data Collection Procedures and Measurement Tools
A structured and pre-tested questionnaire and a standardized facility readiness assessment checklist were used to collect 
all necessary information. An exit interview was conducted with the mothers after they received the service. The 
questionnaire was first prepared in English, translated into a local language, Amharic, and then translated back to 
English to maintain its consistency.

The list of resources, which evaluated the presence of health personnel, logistics and supplies, waiting areas, reporting 
forms and registers, PMTCT guidelines, and client education materials, was adapted from national PMTCT guidelines, 
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UNAIDS and Family Health International (FHI) and literature. About 47 indicators were taken from the national 
guidelines and used to measure the input service quality.28,32–36 A facility inventory was done to make sure that the 
necessary tools, medicines, and supplies were available.

The process service quality comes in second. To evaluate process quality, 43 process-related indicators are 
articulated.26,28 A checklist was used for non-participant observation to determine whether the service followed best 
practices. Fifteen sessions at each facility were conducted during each round of data collection. Additional variables 
pertinent to the process are obtained from a documented review. About 13 criteria taken from national guidelines were 
used to evaluate the output quality.26,28,34,35 The confidentiality of patient records was safeguarded, and only authorized 
parties were contacted. Documents were secured and patient codes were applied.

Regarding mothers’ satisfaction, the correct answers were added to create the overall mother’s satisfaction score. To 
determine the total degree of satisfaction among the respondents, the responses were classified as “satisfied” or “not 
satisfied”. To find out how satisfied service users were with PMTCT users, about twelve questionnaires were used. The 
categories “neutral”, “dissatisfied”, and “very dissatisfied” were created by combining the terms “not satisfied” and “very 
dissatisfied”.

Observations
In order to evaluate healthcare professionals’ adherence to national PMTCT guidelines, non-participatory direct observa-
tions were undertaken. The size of the observation sample was established using the UNAIDS and Ethiopian National 
Guideline Tool for HIV testing and counseling suggestions.33,35,37 For direct observation, a total of 135 sessions were 
used. Counseling sessions were observed using a standardized check list from UNAIDS best Practice Collection tools, 
and facility surveys of all the chosen institutions were evaluated using a minimum requirement for PMTCT program 
package in accordance with the national PMTCT guideline.

Data Collectors
Two supervisors and three BSc midwives participated in the data gathering process. The supervisors have assumed the 
role of overseers in order to ensure consistency and reduce errors in data collection. The authors collected the resource 
inventor and provider-client interaction observations of the data. All supervisors and data collectors participated in two 
days of intense, uniform training to maintain the highest caliber of the study objectives.

Data Quality Control
To identify any flaws in the planning and structuring of the study instruments, pre-testing of the data collection tools was 
performed at the Debark hospital using 5% of the total sample size. Debark hospital is located in a nearby community 
whose residents have characteristics similar to those of Gondar city. After the pre-test, the tools were made clearer, easier 
to understand, and more effective in gathering the necessary data for the final study.

Analysis and Interpretation of Data
The EPI data program version 4.6 was used to initially code the data before further analysis. Descriptive frequencies, 
quality ratings, and the regression analyses across all facilities visited by clients were calculated using Statistical Package 
for the Social Sciences (SPSS) version 26.

Input Dimension
The availability of the people resources, materials, medications, equipment, and supplies required for the delivery of 
PMTCT services were evaluated using this input dimension.28,38

Process Dimension
This dimension was utilized to show how service providers followed the rules when providing PMTCT service in the 
maternal and child health department.28,39
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Output Dimension
This dimension is used to assess patient satisfaction levels and the overall effectiveness of PMTCT services.39

Quality of the Service
The overall quality: this particular dimension was created by integrating the input, process, and output of three preset 
quality components.35,36,40

A five-point Likert scale (1-very dissatisfied, 2-dissatisfied, 3- neutral, 4-satisfied, and 5-very satisfied) was used to 
gauge the women’s degree of satisfaction. Customers who responded ”very satisfied” and ”satisfied” were classified as 
satisfied customers, while those who responded “neutral”, “dissatisfied”, and “very dissatisfied” were classified as 
unsatisfied customers. Finally, the satisfied, and dissatisfied answers were coded as 1 and 0, respectively.

Binary, and multiple logistic regressions were used to determine the independent factors that influence 
satisfaction. A p-value of less than or equal to 0.25 served as the cutoff point for selecting variables for the 
multiple logistic regression analysis entry in the binary logistic regression. Multiple logistic regression was used to 
identify independent determinants of maternal satisfaction in Gondar city public health facilities while controlling 
for confounders. A p-value of less than 0.05 and a 95% confidence interval were used to determine the statistical 
significance. A logistic regression was constructed using the tolerance, and Variance Inflation Factor (VIF) to 
investigate multicollinearity among the independent variables. The overall mean of VIF was 1.69. Furthermore, 
the Hosmer-Lemeshow test was used to assess the overall fitness of the final regression model.

Results
Sociodemographic Related Characteristics of the Study Participants
Interviews with 334 women resulted in a response rate 100%. The respondents’ ages ranged from 15 to 50 years, 
with a mean age of 29.33 years (± 5.97). Approximately 157 (47%) women achieved secondary or higher 
educational attainment. Two hundred and seventy-seven women (83%) were urban dwellers, and the others lived 
in the semi-urban area around the Gondar city administration. About 130 (39%) were housewives and 290 (87%) 
were married. Similarly, 264 (79%) of the mothers were Orthodox Christian. Moreover, 90 (27%) were primi (first- 
time) pregnant mothers. Regarding ethnicity, about 263 (79%) of them were belong to the Amhara ethnic group 
(Table 1).

Level of Quality of PMTCT Services in MCH Units
The Donabedian input-process-output service quality evaluation paradigm was used to evaluate the study. Eight health 
centers and one hospital made up a total of nine facilities that offered PMTCT as part of the MNCH continuum of 
treatment in Gondar’s public health facilities. The integration of PMTCT with other maternal and child health service 
units was disintegrated and unsatisfactory according to national guidelines.

Table 1 Socio-Demographic Characteristics of Pregnant Mothers 
PMTCT Service Users in Gondar City Public Health Facilities, 
Northwest Ethiopia, 2022 (n=334)

Quality of PMTCT Frequency Percentage

Variables

Age

15–24 112 34

25–34 157 47

35–50 65 19

(Continued)
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Input Service Quality
Regarding input service quality, the study found that most healthcare facilities had clinical care supplies and medications for 
PMTCT service provision that must be maintained. All the healthcare facilities had health professionals who were trained to 
provide PMTCT in accordance with the national guidelines, but waiting and counselling rooms’ cleanliness, ventilation, 
availability of Dried Blood Spot (DBS) collection kits, and job aid Information, Education, and Communication (IEC) 
materials had scored almost no more than half. The lack of these items could seriously harm the quality of PMTCT and other 
maternal and child health services. Therefore, these findings must be highlighted. For the required input service quality, not 

Table 1 (Continued). 

Quality of PMTCT Frequency Percentage

Religion

Orthodox Christian 264 79

Muslim 57 17

Others* 13 4

Marital status

Not married 44 13

Married 290 87

Number of pregnancies

First time 90 27

Not first time 244 73

Place of residence

Gondar city 277 83

Out of Gondar city 57 17

Ethnicity

Amhara 263 79

Kimant 54 16

Others** 17 5

Level of education

Unable to read and write 60 18

Primary school 117 35

Secondary and above 157 47

Occupation status

Housewife 130 39

Governmental employed 100 30

Merchant 90 27

Others$ 14 4

Notes: Others ethnicity **=Tigre, Oromia and others, *Others religion= 
Protestant, Catholic, Others occupation$=day labor, privet worker, waitress.
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more than half of the healthcare institutions had DBS test kits, medications for opportunistic infections, and trained service 
providers available. The overall input service quality was 60.40%, which was low compared to the other two dimensions. In 
this dimension, about three health facilities (33.34%) achieved the full expected criteria (Table 2).

Process Service Quality
Process service quality, the second Donabedian dimension, was also evaluated in this study. Among the top indications 
that received outstanding scores were process indicators such as conducting physical examination, conducting physical 
history collection, and reviewing ARV treatment adherence for HIV-positive patients. Only 22.2% of the health facilities 
welcomed women when they arrived, which had an impact on poor service. Similar screenings for cervical cancer and 
psychological support only received a score of (44.45%), screenings for substance addiction only received a score of 
(33.34%), and the opening hours of health facilities were among the top indicators that had received poor scores and had 
an impact on the level of service. Service consultations revealed that excessive waiting times are another problem. It was 
discovered that the majority of healthcare institutions’ health service providers were seen as not adhering to service 
standards while providing service consultation. The overall process dimension score across all health facilities was 
72.97%, indicating good performance (Table 3).

Table 2 Public Health Facilities Not Fulfilling 100% of Input Service Quality 
Performance Verification Indicators in Gondar City, Northern Ethiopia, 2022 
(n=09)

Quality Items for Input Number of 
Facilities

Percentage

Human resource and infrastructure related

Well-ventilated waiting room 5 55.56

Well-ventilated counseling room 6 66.67

Cleanness of counseling rooms 7 77.78

Trained service providers for PMTCT 9 100

Medical supplies

Cotrimoxazole prophylaxis 7 77.78

DBS sample collection kit 3 33.34

Job aid IEC materials

PMTCT broachers 4 44.45

PMTCT leaflets 4 44.45

Technical guide line 3 33.34

PMTCT cure card 5 55.56

Patient forms and registers

Referral slips 6 66.67

Referral linkage slips 4 44.45

Appointment cards 8 88.89

PMTCT link with other MCH units 5 55.56
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Output Service Quality, and Client Satisfaction
This dimension has scored a higher quality level (88.89%) than the input and process service quality dimensions, which 
are judged to be very good achievements. In this dimension, about 5 health facilities (55.56%) fulfilled the required 

Table 3 Public Health Facilities Not Fulfilling 90% of Process Service Quality 
Performance Verification Indicators in Gondar City, Northern Ethiopia, 2022 (n=09)

Quality Items for Process Number of Facilities Percentage

Facility suitable opening hour 5 55.56

Client greeting and welcoming 7 77.78

Introducing himself to clients 3 33.34

Waiting time to the counselor 6 66.67

Adequacy of counseling session 5 55.56

Counselor confidence during counseling 8 88.89

Conduct history taking 9 100

Conduct physical examination 9 100

Screening for opportunistic infection 6 66.67

Discus issues of reproductive health 3 33.34

Support for disclosure 8 88.89

Reviewing need of partner notification 6 66.67

Reviewing ARV drug adherence 9 100

Reviewing about safe sex practice 8 88.89

Reviewing of HIV infection 8 88.89

Screening for substance abuse 3 33.34

Discus issues of psychosocial support 4 44.45

Counseling for nutritional support 8 88.89

Screening for STI 7 77.78

Screening for cervical cancer 4 44.45

Calling clients by name 2 22.22

Encouraging women to ask questions 4 44.45

Reviewing mothers understanding 5 55.56

Conduct child growth assessment 9 100

Review issues of child immunization 9 100

Reviewing issues of infant feeding 8 88.89

Initiating cotrimoxazole therapy 9 100

Review TB risk assessment 8 88.89

Conduct virologic test at 6 weeks of age 9 100

Conduct anti-body test at 18 months of age 8 88.89
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criteria, which is better than the other dimensions (Tables 4–6). Regarding the overall quality performance, the quality of 
health facilities’ performance was 74.09% based on the three quality components. The output quality was better and 
judged as good at 88.89%. However, input and process service quality revealed 60.40% and 72.97%, respectively, across 
health facilities.

A total of 135 PMTCT service-related observations during the provider and client’s interaction were observed across 
all health facilities. To prevent the effect of Hawthorne, the first and the last three (six in total) observations were 
excluded from the analysis. The details are given in Table 7.

Health Care Providers Adherence
To explore the adherence of health professionals from each health facilities about 135 sessions of PMTCT services was 
observed (Table 8).

Table 5 Client Satisfaction with the Comfort and Privacy of Counseling Room, and Adequacy of Counseling Session; Quality of 
PMTCT Services in Public Health Facilities in Gondar City, Northwest, Ethiopia 2022 (n=334)

Items: How do You Rate Your 
Satisfaction With

Very Dissatisfied 
n (%)

Dissatisfied 
n (%)

Neutral 
n (%)

Satisfied 
n (%)

Very Satisfied 
n (%)

Provider’s greeting was good and friendly? 23 (6.87) 99 (29.64) 50 (15.97) 112 (33.53) 50 (15.97)

Comfort of the waiting room 32 (9.58) 60 (17.96) 67 (20.06) 112 (33.53) 63 (18.86)

Waiting time 90 (26.95) 61 (18.26) 29 (8.68) 103 (30.84) 51 (15.27)

Comfort of the counseling room 31 (9.28) 73 (21.85) 39 (11.68) 123 (36.83) 68 (20.36)

Adequacy of duration of the counseling session 12 (3.60) 77 (23.05) 9(2.69) 200 (59.88) 36 (10.77)

Privacy of the counseling room 9(2.70) 19 (5.69) 37 (11.08) 118 (35.33) 151 (45.21)

The cleanliness and sanitation of procedure 11 (3.29) 102 (30.54) 0(0.00) 137 (41.02) 84 (25.15)

Fairness of total time you spent 67 (20.06) 98 (29.34) 88 (26.35) 33 (9.88) 48 (14.37)

Open time of health facility 70 (20.10) 109 (32.63) 61 (18.26) 35 (10.50) 59 (17.66)

Table 4 Public Health Facilities Not Fulfilling 90% of Output Service Quality 
Performance Verification Indicators in Gondar City, Northern Ethiopia, 2022 (n=09)

Quality items for Output Service Number of 
Facilities

Percentage

Client satisfaction per standard 6 66.67

Clients with good treatment adherence 8 88.89

Clients involved partner testing 8 88.89

Early infant diagnosis for virological test 9 100

Confirmatory antibody test 9 100

DBS result turnaround time per standard 5 55.56

Enrolling HIV positive pediatrics to HIV chronic care 9 100

Perform CD4 count as base line during their initial visit 9 100

Perform CD4 count at least one as follow up visit 9 100
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Table 6 Client Satisfaction by Counselor’s Characteristics and Availability of Services, Quality of PMTCT Services in Public Health 
Facilities in Gondar City, Northwest, Ethiopia 2022 (n=334)

Items: How do You Rate Your Satisfaction with: Very Dissatisfied Dissatisfied Neutral Satisfied Very satisfied

Respectfulness of the counselor 0 (0.00) 101 (30.24) 28 (8.38) 100 (10.00) 105 (31.44)

Trustworthiness of the counselor 9 (2.69) 89 (26.65) 9 (2.69) 125 (37.43) 102 (30.54)

Clarity of the counselor’s explanation 7 (2.10) 9 (2.69) 98 (29.34) 190 (56.89) 30 (8.98)

The counselor’s competency 0 (0.00) 13 (3.89) 87 (26.05) 121 (36.23) 113 (33.83)

Laboratory service available when always needed 102 (30.54) 97 (29.04) 8 (2.40) 115 (34.43) 12 (3.60)

Availability of information to MTCT and PMTCT 8 (2.40) 44 (13.17) 45 (13.47) 93 (27.84) 144 (43.11)

Clear explanation about Appointment date 0 (0.00) 9 (2.69) 78 (23.35) 186 (55.69) 61 (18.26)

Table 7 Direct Observation of HCT Quality of PMTCT Services in Public Health Facilities in Gondar City, Northwest, Ethiopia 2022 (n=135)

Observation items Met, n (%) Not met, n (%)

Invite client into the room and offer chair to sit 130 (96.30) 5 (3,70)

Greet patient with respect 131 (97.04) 4 (2.96)

Introduce self to client 90 (66.67) 45 (33.33)

Call client by name 29 (21.48) 106 (78.52)

Discuss the need and benefits of HIV testing 99 (73.33) 36 (26.67)

Ensure understanding of the client by asking pertinent questions 87 (64.44) 48 (35.56)

Explain the HIV testing procedure 100 (74.07) 35 (25.93)

Explain the possible HIV test result 119 (88.15) 16 (11.85)

Inform the client when the result will be ready and how and where to receive 101 (74.82) 34 (25.18)

Complete below for negative test result only

Test result ready before post-test counseling session begins 103 (76.30) 32 (23.70)

Close the door or draws the curtains of the room to ensure privacy 111 (82.22) 24 (17.78)

Invite client into the room 121 (89.63) 14 (10.37)

Offers client a seat 130 (96.30) 5 (3.70)

Thank the client for waiting 34 (25.19) 101 (74.81)

Inform client that the test result is available 89 (65.93) 46 (34.07)

Provide result clearly and simply 127 (94.07) 8 (5.93)

Review meaning of the result, including window period 109 (80.74) 26 (19.26)

Reinforce the need to consider the test result in reference to most recent risk exposure 34 (100) 0 (0.00)

Use language that client can understand 132 (97.78) 3 (2.22)

Maintain eye contact 67 (49.63) 68 (50.37)

Answer client’s questions 120 (100) 0 (0.00)

Reinforce prevention massages (A, B, C) so that patient can stay negative 89 (65.93) 46 (34.07)

Remind the client that her result does not indicate partner’s HIV status 56 (41.48) 79 (58.52)
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Factors Associated with Women’s Satisfaction in PMTCT Service in Gondar City 
Public Health Facilities
About eleven variables were included in the multivariable binary logistic regression analysis to find characteristics 
substantially linked with women’s satisfaction with PMTCT service in Gondar city after correcting for potential 
confounders during this study. Age, educational level, waiting time, sufficiency of counseling time, arrival time, and 
clinic opening hour were found to be substantially associated with women’s satisfaction with PMTCT in Gondar city 
after multivariable analysis.

The odds of satisfaction in PMTCT among women aged 15–24 years were reduced by 69% (AOR = 0.31, 95% CI: 
0.06–0.79) compared to women aged 35–50 years. When compared to women who were unable to read and write, the 
odds of satisfaction in PMTCT for pregnant women who have an educational status of secondary and above were 
reduced by 41% (AOR = 0.59, 95% CI: 0.35, 0.67). Moreover, regarding time of arrival, when compared to women who 
arrived within an hour and more before the service being commenced, the odds of PMTCT dissatisfaction were reduced 
by 29% for women who arrived within 30 minutes (AOR = 0.71, 955 CI: 0.55, 0.93). The odds of satisfaction in PMTCT 
among women having more than 30 minutes of waiting time were reduced by 77% (AOR = 0.23; 95% CI: 0.11, 0.37), 
taking women having waiting times of less than 30 minutes as a reference. In addition, the odds of satisfaction in 
PMTCT among women who had adequate counseling were 2.83 times higher (AOR = 2.83; 95% CI: 1.72; 3.97) 
compared to women who had inadequate counseling time. Furthermore, for women who had convenient opening hours at 
the clinic, the odds of satisfaction in PMTCT were 4.27 times higher (AOR = 4.27, 95% CI: 2.09, 6.67) compared to 
women who had no convenient opening hours (Table 9). In addition, the odds of satisfaction in PMTCT among women 
who had adequate counseling were 2.83 times higher (AOR = 2.83; 95% CI: 1.72; 3.97) compared to women who had 
inadequate counseling time. Furthermore, for women who had convenient opening hours at the clinic, the odds of 
satisfaction in PMTCT were 4.27 times higher (AOR = 4.27, 95% CI: 2.09, 6.67) compared to women who had no 
convenient opening hours (Table 9).

Discussion
This cross-sectional study reports the quality of PMTCT services and determinants of women’s satisfaction with PMTCT 
services among 334 women at ANC and PMTCT units in Gondar city public health facilities.

Table 8 Direct Observation Result of Adherence Support Session of PMTCT Services in Public Health Facilities in Gondar City, 
Northwest, Ethiopia 2022 (n=135)

Observation Items Met Not Met

Invite client into the room and offer chair to sit 120 (88.89) 15 (11.11)

Greet client with respect 130 (96.30) 5 (3.70)

Introduce self to client 103 (76.30) 32 (23.70)

Call client by name 78 (57.78) 57 (42.22)

Discuss current health status with client including overall health and current problems; the latest laboratory 

result including CD4

34 (100) 0 (0.00)

Review with client possible barriers to adherence; stigma, living situation 31 (91.18) 3 (8.82)

Refill the client with standard ART regimen with clear explanation 34 (100) 0 (0.00)

Review possible drug interaction 29 (85.29) 5 (14.71)

Schedule next, discuss what should prompt and earlier visit 34 (100) 0 (0.00)

Review understanding of the client including: asking client to describe her ARV regimen 27 (79.41) 7 (20.59)
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Table 9 Binary and Multiple Logistic Regression Analysis of Associated Variables with Overall Satisfaction of Pregnant Women 
Attending in Gondar City Public Health Facilities Northwest Ethiopia 2022

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

Not Satisfied, 
n (%)

Satisfied, 
n (%)

Age

15–24 81 31 0.59 (0.37, 0.88) 0.31 (0.06, 0.79)*

25–34 79 78 1.26 (1.07,1.54) 1.19 (0.98,1.43)

35–50 24 41 1 1

Marital status

Not married 21 23 1 1

Married 90 200 2.03 (0.96,1.28) 1.12 (0.99,1.37)

Level of education

Unable to read and write 31 29 1 1

Primary school 76 41 1.25 (0.68,2.29) 1.09 (0.58,2.05)

Secondary and above 101 56 0.69 (0.49,0.85) 0.59 (0.35,0.67)*

Occupation status

Housewife 71 59 0.81 (0.66, 1.01) 0.72 (0.44, 1.15)

Governmental employed 41 59 1.17 (0.94, 1.44) 0.68 (0.39, 1.17)

Merchant 40 50 0.85 (0.66, 1.08) 1.23 (0.67, 2.22)

Others 9 5 1.15 (0.99,1.34) 0.99 (0.84,1.15)

Time of arrival

<30 minutes 23 45 1 1

30 minutes-1 hours 90 56 0.32 (0.58, 1.46) 0.96 (0.61, 1.51)

>1 hour 40 80 3.20 (1.57, 3.38) 0.71 (0.55, 0.93)*

Waiting time

<30 minutes 59 78 1 1

>30 minutes 86 111 0.94 (0.21,0.46) 0.23 (0.11,0.37)*

Counseling time adequacy

Not adequate (<15 minutes) 83 84 1 1

Adequate (> 15 minutes) 57 110 1.91 (1.34,2.99) 2.83 (1.72,3.97)*

Sex preference

No 78 89 1 1

Yes 67 100 1.31 (0.49,1.97) 1.32 (0.61,2.02)

(Continued)
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The evaluation was carried out in accordance with the Donabedian model’s three quality criteria and in accordance 
with Ethiopia’s national standards for PMTCT service provision.33,35,41,42 Accordingly, considering the overall 
Donabedian input-process and output service dimensions across all health institutions, the study’s findings indicated 
that the overall level of service quality for PMTCT was determined to be good (74.09%). It’s crucial to remember that the 
three quality components are interconnected, and each one’s impact can be seen in the other two.43 Based on data from 
the national aim set for 2020, this finding was far from being the case.44

Our study showed that about 214 (67.08%, 95% CI: 64.97, 69.31) of pregnant women were satisfied with the PMTCT 
services offered by the health facilities in Gondar city. This finding is lower than the previous studies in Ethiopia: Adama town, 
Hadiya zone, Dire Dawa, and Addis Ababa, with satisfaction of 74.7%,32 80%,26 82.2%45 and 89.8%,46 respectively. The 
study period could be a possible reason for this discrepancy in level of satisfaction with PMTCT services. The more recent the 
study, the more women expect to get better PMTCT services due to increased awareness about quality services, and this may 
cause women to be less satisfied with routine services. On the other side, this disparity could be significantly attributed to the 
study’s techniques and selection of participants.

In this study, women’s age, educational status, waiting time, adequate counseling time, time of arrival, and opening 
hours of health facilities were the factors significantly associated with women’s satisfaction with PMTCT services in the 
multiple logistic regression analysis.

This study showed that the odds of satisfaction with PMTCT service among women aged 15–24 years were 69% lower 
than those of women aged 35–50 years. This could be associated with young women having low ANC and ART utilization 
coverage. Hence, it is implied that there is a higher risk of MTCT and low awareness of the benefits of PMTCT service among 
these segment of the population.47 Studies have shown that younger women are often less satisfied with the attitude of 
healthcare workers, waiting time, and the cost of services compared to older women.48 Additionally, maternal age has been 
found to impact satisfaction at each stage of pregnancy, childbirth, and the postpartum period.49 Furthermore, factors such as 
the provision of care, clinical characteristics, and the overall experience of care can influence women’s satisfaction with 

Table 9 (Continued). 

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

Not Satisfied, 
n (%)

Satisfied, 
n (%)

Client perception with total time spent to finish all the 
services

Unfair 81 89 1 1

Fair 63 101 1.46 (0.95, 2.29) 1.31 (0.83, 2.09)

Accessibility of toilet

Dissatisfied 87 66 1 1

Satisfied 103 78 0.99 (0.16, 1.33) 0.87 (0.25, 1.47)

Opening hours of this clinic convenient

No 109 69 2.34 (2.27, 4.21) 4.27 (2.09, 6.67)*

Yes 63 93 1 1

Is there anything you did? Not like during the discussion 
about HIV/AIDS

No 100 99 1 1

Yes 79 56 0.72 (0.31,1.31) 0.81 (0.59,1.09)

Note: *Significant at p value <0.05.
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maternal health services.50,51 It is also important to consider the prevalence of mistreatment or discrimination during 
pregnancy and delivery, as these experiences can contribute to lower satisfaction among younger women. Therefore, policy-
makers should focus on improving the attitude of healthcare workers, reducing waiting times, addressing the cost of services, 
and ensuring that all women receive respectful and high-quality care to enhance the satisfaction of younger women with 
maternal and child health services.

Furthermore, the odds of satisfaction with PMTCT services among women who attended secondary education and above 
were lower than by 41% compared to women who attended no formal education. Previous studies have reported the same 
conclusion.45,52 It may be a plausible reason that educated women were better aware of PMTCT-related information or that 
those with higher levels of education were not as satisfied as those with lower levels of education due to higher service 
expectations.53 Additionally, educated women might mistakenly believe that they are more knowledgeable and less vulnerable 
to infection, which would prevent them from actively participating in counseling sessions.45

Our study demonstrated that women who arrived more than an hour earlier had 2.13 times higher odds of being 
satisfied with the PMTCT services than those who arrived within a half-hour. This could probably because the mother 
who came early did not receive the health service treatment, she sought at two o’clock after her arrival, so her chances of 
being satisfied with the service were slim. These studies54 show that the long waiting time of mothers at the PMTCT unit 
leads to lower levels of service satisfaction.

The waiting time for ANC and PMTCT counseling services was a significant factor in women’s satisfaction with PMTCT 
services. Women who were waiting longer than half an hour had lower odds of being satisfied with PMTCT services compared 
to women who waited for less than half an hour. Similar findings were reported in previous studies.45,55–58 Spending additional 
time to obtain PMTCT services could easily result in dissatisfaction because it may result in an additional loss of income 
related to timing. It could also be associated with the presence of other urgent problems that the clients need to attend to. 
Moreover, other contributing factors could have an effect on low client satisfaction, like the fact that the clinics may not settle 
as clients obtain PMTCT services in an effort to reduce waiting times.59 Short waiting times in antenatal clinics have been 
found to be more acceptable to pregnant women, making maternal health services more efficient and preventing 
dissatisfaction.60 Additionally, a study conducted in Ethiopia found that wait time was significantly associated with maternal 
satisfaction with childbirth services.61 Therefore, policymakers should consider reducing waiting times in health facilities to 
improve maternal satisfaction with maternal and child health services.

Moreover, providing adequate counseling was significantly associated with women’s satisfaction in PMTCT services.26,46,58 

The odds of satisfaction with PMTCT services among women who had adequate counseling were nearly three times higher 
compared to women who had inadequate counseling time. This may be due to the fact that women who get adequate counseling 
become more aware of the benefits of PMTCT service utilization and are more satisfied with the services. Several studies have 
indicated that counseling can significantly improve mothers’ satisfaction with overall maternal functioning.62,63 Prenatal 
counseling has been identified as a major determinant of satisfaction, as it is critical for a woman’s understanding of her health 
condition and her overall satisfaction with maternal health care.64 Additionally, individual counseling by healthcare providers 
during pregnancy has been linked to positive attitudes toward childbirth and informed decision-making, which can contribute to 
higher satisfaction among mothers.65 Therefore, providing adequate counseling, tailored to the individual needs of women, can 
play a crucial role in enhancing maternal satisfaction with maternal and child health services.

In addition to counseling time, the opening hours of the health facility were significantly associated with women’s 
satisfaction in PMTCT.54 For women who had no convenient opening hours at the clinic, the odds of satisfaction with 
PMTCT were 4.27 times lower as compared to women who had convenient opening hours. Other similar findings were 
reported from England.66 This could be because the health facilities with convenient opening hours of the PMTCT unit 
provide timely service for the women, and this could make women more satisfied with the PMTCT they get. Due to the 
fact that facility-based research yields more favorable patient answers, there may be a social desirability bias. This could 
lead to a “halo effect” that is only temporary and causes patients to feel satisfied more right away than they do afterwards.

Conclusions
This study indicates the quality of PMTCT service provision was low compared to the national guideline expectation by using 
the Donabedian structure-process-outcome quality dimensions. More than two-thirds of women were satisfied with PMTCT 
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services in public health facilities in Gondar city. The satisfaction level in this study was also low in comparison to previous 
studies in other parts of Ethiopia. The women’s age, educational status, waiting time, counseling time adequacy, time of 
arrival, and opening hours of health facilities should be taken into consideration during the provision of PMTCT services in 
public health facilities to better satisfy women’s needs for the services. Recognizing the diversity among women accessing 
PMTCT services, healthcare providers, and facilities can adopt a more individualized and patient-centered approach. This 
involves considering the women’s age and educational status to provide information and counseling that is appropriate, 
comprehensible, and culturally sensitive to their specific needs and circumstances, work on optimizing their processes to 
minimize waiting times for women seeking PMTCT services, allocating sufficient time for counseling sessions, extending 
their opening hours to accommodate women who may face challenges accessing services during regular working hours, 
implementing efficient appointment systems, and continuous quality improvement. Furthermore, focusing on the availability 
of resources (counseling room cleanliness, ventilation, illumination), HIV/AIDS-related inputs, training, and other referral 
systems, and integrating the PMTCT service with other maternal and child health service units, is mandatory. Continuous 
training in gender-sensitive and client-centered care is imperative for healthcare personnel to guarantee they possess the skills 
and information required to effectively manage the distinct requirements of women who avail PMTCT treatments. Topics such 
cultural competency, effective communication, and the significance of taking socioeconomic determinants of health into 
account should all be included in this training.
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