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Abstract 

Introduction  It is important to assess the extent of mentions of equity in policy and strategic documents for several 
reasons. First, it helps us understand the root causes of inequities, revealing both failures and successes. Second, it 
shows the readiness of stakeholders and leaders to take actions towards equity. Third, it identifies areas of improve-
ment to plan strategies towards equity. The objective of this study was to assess the degree to which equity is incor-
porated in human immunodeficiency virus (HIV)/acquired immunodeficiency syndrome (AIDS)-related policy docu-
ments in Ethiopia.

Methods  A policy content analysis was conducted on the basis of Marmot’s social determinants of health frame-
work. We have included policies, strategic plans, guidelines and reports on the basis of relevance to HIV/AIDS, timeli-
ness and availability to the public. The search for documents took place between 1 March 2023 and 1 May 2023. 
The included documents in the content analysis were published between 1998 and 2022. These documents were 
accessed from Google, the Joint United Nations Programmes for HIV/AIDS, the WHO, the World Bank, the Ethiopian 
Federal Ministry of Health and the International Institute for Primary Health Care-Ethiopia websites. These documents 
were evaluated for mentioning equity in broader view or in relation to social categories (residence, occupation/
employment, religion, sex/gender, ethnicity, education, income, region, age and multiple disadvantaged groups) 
and structural dimensions or health systems building blocks, such as health leadership and governance, workforce, 
financing, medical products and technologies and information systems. A Bardache’s eightfold policy analysis guided 
the content analysis and synthesis of findings.

Results  A total of 26 documents were reviewed and analysed. Mentions of equity in policy documents increased 
over time, but the level of mention varied among national plans, treatment guidelines and reports. Over time, 
the mentioning of equity increased in strategic plans and guidelines, while it decreased in reports. In the same 
documents, there seems to be a shift from equality to equity because mentions of (in)equity increased from 149 
between 2011 and 2015 to 328 between 2016 and 2022, while (in)equality mentions declined from 117 to 53 dur-
ing the same period. Equity was mentioned in relation to health system functions and/or social classes. Gender (in)
equity was the most frequently mentioned issue, while (in)equity related to multiple disadvantaged groups, religion, 
employment status and social capital was less frequently mentioned. (In)equity is deeply embedded in health system 
governance, but it is least integrated into the health information system.
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Conclusions  The mentioning and consideration of (in)equity in policy and strategic documents have increased 
over time, but not consistently or comprehensively. Growing emphasis has been placed on equity rather than equal-
ity. The shift from equality to equity in HIV/AIDS policy documents reflects a more nuanced understanding 
of the diverse needs of individuals and groups. More attention is given to gender issues and health system govern-
ance than to other dimensions of equity. It is vital that policy-makers revise their HIV/AIDS-related policy documents 
to promote health equity for all social strata, particularly among multiple disadvantaged groups. Health information 
systems should be designed in such a way that they generate and manage information to assess the extent of (in)
equity and the progress towards equity in HIV/AIDS services.
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Introduction
Human immunodeficiency virus (HIV)/acquired immu-
nodeficiency syndrome (AIDS) remains a public health 
agenda for the world. The worldwide dissemination of 
HIV peaked in the late 1990s [1]. Before and since then, 
various efforts have been made to combat this virus. In 
1996, the Joint United Nations Programme for HIV/AIDS 
(UNAIDS) was established with the aim of strengthen-
ing United Nations (UN) member states in responding 
to AIDS and supporting nations in need [2]. The Mil-
lennium Development Goals marked another era during 
which the world strived to reverse HIV incidence from 
the 2000 baseline by 2015 and achieve universal access to 
treatment for HIV/AIDS for those who need it, although 
these goals were not fully achieved as planned [3]. This 
provoked the UN to learn from past failures, and it pro-
posed a new target aimed at “ending the global threat of 
AIDS” in Goal 3 of the Sustainable Development Goals. 
This involves reducing HIV incidence from 2.7 million 
in 2010 to 200,000 by the end of 2030 [4]. This goal is 
planned to be achieved through universal health coverage 
(UHC), which entails prevention, promotion, rehabilita-
tion and palliative services, including HIV/AIDS ser-
vices, for all people in need, without leading to financial 
catastrophe [5]. The main emphasis has been on reaching 
those who have been left behind, with the aim of achiev-
ing health equity.

Health equity is identified as an important concept in 
policies and strategies. Equity in HIV/AIDS service pro-
vision denotes the fair allocation of resources, opportuni-
ties and care to all individuals in need by acknowledging 
social determinants of health such as income, education, 
gender, age, disability and cultural or legal factors [6]. 
Equity is a public health concept that is an integral part 
of UHC and one of the expected outcomes of health sys-
tems [7, 8], as well as one of the dimensions of quality in 
healthcare [9]. Furthermore, UNAIDS has established a 
5-year (2021–2025) strategic plan to address the gaps in 
the fight against HIV/AIDS [10]. This strategy sets forth 
evidence-based actions and promotes a leadership role 
in the global HIV response. Policy and strategy as well as 

reporting are crucial for ensuring equity [11–13]. Health 
policies aiming at reducing disparities in healthcare pro-
vision incorporate equity in their priority strategies [14] 
and enhance the health status of the population [15–17]. 
Sectors formulated health policy as a guide or a plan [18] 
by considering the country’s political and social contexts, 
which were committed to in guidelines and reflected in 
reports [19, 20]. There has been a heightened interest 
in health policy-making and implementation over time 
owing to technological advancement, population growth, 
emerging and recurring epidemics, changing burden of 
diseases and global interdependency [21–23]. Society’s 
interest and a continuing issue of human rights can also 
facilitate the iterative equity-oriented health policy pro-
cess [16].

Health policy analysis is necessary to identify past fail-
ures and set strategies [24] as well as to see the extent 
to which equity is entrenched and operationalized in 
documents [23, 25]. The same can be said about HIV/
AIDS care and treatment policies [26, 27]. Furthermore, 
the way (in)equity is defined, measured and reported in 
health-policy-related documents influences national 
and subnational implementation against inequities [28]. 
Health policy analysis regarding mentions of equity 
can be conducted for different purposes [29], including 
examining it in relation to social determinants (for exam-
ple, race and ethnicity) [30, 31] and the extent of men-
tions of equity [32].

Despite its various purposes, health policy analysis 
towards equity was not conducted in Ethiopia, according 
to our literature search. This country has experienced dis-
parities in HIV/AIDS services. For instance, behavioural 
intervention outcomes varied across social classes. Urban 
residents, individuals with higher education and those 
with higher income levels tend to have better knowledge 
of HIV/AIDS and more accepting attitudes towards peo-
ple living with HIV compared with their counterparts in 
Ethiopia [33, 34]. There was also a pro-rich bias in HIV 
testing coverage in this country [35]. More than 600 000 
people are living with HIV in Ethiopia, which aims to 
reduce new HIV infections and AIDS mortality to less 
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than 1 per 10 000 in the population [36]. To achieve this 
goal, it has endorsed strategic and operational policies, 
including the 2021 AIDS-free strategy [36].

Evaluating policy documents to understand how they 
address equity is necessary. Language serves as a pow-
erful tool for social influence [37]. In this context, men-
tioning equity in HIV/AIDS policy documents may 
contribute to improving HIV/AIDS service provision. 
Including equity in such documents allows it to become 
an official indicator, enabling the evaluation and monitor-
ing of its application [6]. This may increase awareness of 
terms and strategies that foster the likelihood of equitable 
resource allocation, ultimately leading to improved HIV/
AIDS care and service provision. Therefore, the objec-
tive of this study was to examine the mentions of equity 
in relation to social classes and health system functions 
within HIV/AIDS policy documents in Ethiopia.

Conceptual framework
We conducted a policy content analysis using Marmot’s 
equity lenses as a framework [38]. Thimm-Kaiser et  al. 
have also developed a social determinants of health 
framework, emphasizing social classes as social deter-
minants and health system factors as so-called social 
determinants processes towards health outcomes [39]. 
These two frameworks guide which social strata need 
to be evaluated in equity-oriented policy documents, by 
which policy analysis may highlight the country’s values 
and interests [40]. Another previous global and country-
based policy content analysis examined equity in terms of 

social categories, healthcare coverage, outcomes, financ-
ing, infrastructure and strategies [41], which supports the 
reproducibility of the current study.

The content-wise analysis addresses the question of 
how documents contextualize equity relating to social 
strata towards health service delivery (for example, acces-
sibility, availability and coverage), health governance 
and leadership, medical products and technologies (for 
example, drugs and smart medical technologies), work-
force, financing (for example, remuneration, funding and 
budgeting) and health information systems (for example, 
using evidence-based approaches, tools, guidelines and 
media use). Social strata include gender, religion, place 
of residence, social capital, ethnicity/language, region, 
income/poverty, occupation/employment status and 
age. In addition, the health equity perspective in terms 
of individual-level and structural (health system func-
tions) determinants for health outcomes (HIV infections 
or prevalence and AIDS-related mortality) was assessed 
(Fig. 1). The current analysis also presented the broader 
mentions of (in)equity that are nonspecific to any of the 
social classes and health system functions.

Materials and methods
Data sources
Documents were searched to find relevant policies, 
strategic plans, guidelines and reports on HIV/AIDS 
in Ethiopia. Collins stated in his article “Health Policy 
Analysis” that secondary data sources (publicly avail-
able documents) can be sufficient for policy analysis 

Fig. 1  Framework for mentions of equity analysis based on policy document contents
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[42]. These documents are health policies (strategic 
plans), guidelines and reports that contribute to steer-
ing pragmatic solutions. The included health policy 
documents were based on previous definitions and lit-
erature [32, 43, 44]. A strategic plan at the macro-level 
contains the nationwide plans to achieve specified 
health goals and targets through national investment 
in resources, financial administration, health work-
force development and health governance [45]. 
Guidelines are tools or protocols that clinicians or 
local leaders use or implement and serve as a bridge 
between a stated policy or strategic plan and the cli-
ents. Guidelines can be described as the intersection 
between population (clients) and policy [42]. Report 
documents reflect what was done and how and are 
relevant to be evaluated in terms of contexts or health 
problems addressed in reports [46, 47]. The inclusion 
criteria for this study were the public availability of the 
document and it being written in English. The docu-
ments included were policies, strategic plans, guide-
lines and reports at the national level. Documents at 
the subnational level and those written in other lan-
guages were excluded.

Hand searches were conducted in Google and of 
websites (the Ethiopian Federal Ministry of Health, the 
WHO, the World Bank, the UNAIDS and the Interna-
tional Institute for Primary Health Care – Ethiopia) 
pledged to developing countries and Ethiopia. Docu-
ments were purposefully selected on the basis of their 
relevance and timeliness. The search period for docu-
ments was between 1 March 2023 and 1 May 2023. The 
included documents in the content analysis were pub-
lished between 1998 and 2022.

Data quality assurance
We manually searched each document for its use and 
discussion of “equit*”, “inequit*”, “equal*”, “inequal”, 
“unequal*”, “disparit*” and “differenc*”. The contents 
of the policy documents were read, extracted, sum-
marized and analysed carefully. The findings were pre-
sented and evaluated to ensure the appropriateness 
of what is available in the evaluated documents. The 
extent of extracted data and synthesized information 
was appraised by rematching with documents, and any 
changes were corrected. Equity-related concepts and 
counts did not consider references, tables of contents 
or adverbial use of (in)equality, (in)equity, unequal, 
disparity or difference. Aklilu Endalamaw (the first 
author of this work) attended a health system course in 
the University of Queensland School of Public Health 
which helped him comprehensively understand health 
systems structure and policy analysis.

Data analysis
This policy content analysis was conducted in Ethio-
pia on the basis of the national-level documents. We 
followed Bardache’s eightfold policy analysis frame-
work, which guides conducting policy content analysis 
in the health system [48]. It has eight steps: (1) define 
the problem, (2) gather evidence, (3) construct alterna-
tives, (4) select the criteria, (5) project the outcomes, 
(6) confront the trade-offs, (7) make decisions and (8) 
share the results of the process. According to these 
steps, the detailed activities in the current study began 
with a deep understanding of the importance of policy 
content analysis, an area not previously studied. This 
was followed by searching for, describing and assem-
bling eligible documents and setting social classes and 
health system functions as indicators. The next steps 
involved quantifying occurrences of equity, re-evaluat-
ing the extracted data and its meaning and synthesizing 
the main findings. The final step was the dissemination 
of the main findings, with this manuscript serving as 
part of the results dissemination. Passing through these 
steps, we conducted a qualitative thematic analysis of 
policy contents, showing salient features. The occur-
rence of (in)equity, (in)equality, disparity and difference 
was counted in each document. NVivo, a qualitative 
data analysis software, was used to develop the prede-
fined guiding framework [49]. The results are presented 
in texts and tables.

Results
Characteristics of included documents
A total of 26 documents from 1998 to 2022 were 
included; 21 were HIV/AIDS-specific documents, and 
5 were comprehensives health documents. Five docu-
ments were guidelines on HIV prevention, care and 
treatment, with two in 2007 and one each in 2014, 2017 
and 2018; four documents were strategic plans specific 
to HIV/AIDS released in 2004, 2010, 2015 and 2021. 
In total, three documents were about progress reports 
on HIV/AIDS, representing 2005, 2012 and 2014; two 
were policy documents on HIV/AIDS, represent-
ing 1998 and 2001. Two were the 2007 and 2018 HIV/
AIDS mentoring guidelines; two were the 2021 and 
2022 country operation plans summary on HIV/AIDS 
care. Further, one document was the 2005 HIV/AIDS 
advocacy guideline, one was the 2011 HIV/AIDS main-
streaming guideline and one was the 2018–2020 HIV 
prevention road map. The five general policy docu-
ments were the 2019 national guidelines on the Essen-
tial Health Services Package of Ethiopia and the four 
National Health Strategic Plans released from 2005 to 
2020 (Table 1).
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Table 1  The HIV/AIDS policy documents included in the current analysis

Code for reports, guidelines 
or strategic plans (year)

Title Relevance

P1 (1998) Policy on HIV/AIDS of the Federal Democratic Republic 
of Ethiopia (AIDS Resource Support, 1998)

Policy on HIV/AIDS

P2 (2001) Workplace HIV/AIDS Policy – Guideline (CETU-HIV/AIDS Project 
Office, October 2001)

Policy on HIV/AIDS

R1 (2003–2005) Report on Progress towards Implementation of the Declaration 
of Commitment on HIV/AIDS (Federal Democratic Republic 
of Ethiopia Ministry of Health, 2006)

Progress report on HIV/AIDS

E1 (2005/6–2009/10) Health Sector Strategic Plan (HSDP-III) (Federal Ministry 
of Health, 2005)

National strategic plan for health problems including HIV/AIDS

A (2005) National HIV/AIDS Advocacy Framework and Guideline (HIV/
AIDS Prevention and Control Office, 2005)

HIV/AIDS advocacy guideline

S1 (2004–2008) Ethiopian strategic plan for intensifying multi-sectoral HIV/
AIDS response (Ministry of Health HIV/AIDS Prevention 
and Controls Office, 2004)

Multisectoral response to the HIV/AIDS epidemic

G1 (2007) Guidelines for implementation of the antiretroviral therapy 
programme in Ethiopia (Federal Ministry of Health, 2007)

ART programme

G2 (2007) Guidelines for HIV Counselling and Testing in Ethiopia (Federal 
HIV/AIDS Prevention and Control Office Federal Ministry 
of Health, 2007)

New version of the HIV counselling and testing guide

CM1 (2007) Guideline for HIV Care/ART Clinical Mentoring in Ethiopia (Fed-
eral HIV/AIDS Prevention and Control Office, Ministry of Health 
Ethiopia, 2007)

To provide HIV services in health centres and hospitals

M (2011) HIV and AIDS Mainstreaming Implementation Manual (Ethio-
pian Federal HIV/AIDS Prevention and Control Office, 2011)

HIV/AIDS mainstreaming guide to cross-cutting sectors

R2 (2012) Country Progress Report on HIV/AIDS Response (Federal 
Democratic Republic of Ethiopia, 2012)

Report on HIV/AIDS response

G3 (2014) National guidelines for comprehensive HIV prevention, care 
and treatment (Federal Ministry of Health, 2014)

Revised fourth edition of guidelines for HIV/AIDS treatments

R3 (2014) Country progress report on the HIV response (Federal Demo-
cratic Republic of Ethiopia, 2014)

Report on HIV/AIDS response

E2 (2010/11–2014/15) Health Sector Development Program IV (Federal Democratic 
Republic of Ethiopia, 2010)

National strategic plan for health problems, including HIV/AIDS

S2 (2010/11–2014/2015) Strategic Plan II: for Intensifying Multisectoral HIV and AIDS 
Response in Ethiopia (Federal Ministry of Health, 2010)

The second multisectoral strategic plan

G4 (2017) National guidelines for comprehensive HIV prevention, care 
and treatment (Federal Ministry of Heealth, 2017)

Revised fifth edition of guidelines for HIV/AIDS treatments

G5 (2018) National consolidated guidelines for comprehensive HIV pre-
vention, care and treatment (Federal Ministry of Health, 2018)

Revised edition of the guidelines for HIV/AIDS treatments

CM2 (2018) Guideline for HIV care/ART clinical mentoring in Ethiopia (Fed-
eral Democratic Republic of Ethiopia Ministry of Health, 2018)

To provide HIV services in health centres and hospitals

HS (2019) Essential Health Services Package of Ethiopia (Ministry 
of Health – Ethiopia, 2019)

Provision of essential health services (including HIV/AIDS)

E3 (2015/16 – 2019/20) Health Sector Transformation Plan (the Federal Democratic 
Republic of Ethiopia Ministry of Health, 2015)

National strategic plan for health problems, including HIV/AIDS

S3 (2015–2020) HIV/AIDS Strategic Plan: in an Investment Case Approach 
(Ministry of Health Federal HIV/AIDS Prevention and Control 
Office, 2014)

Scaling up the priority programs in the investment case 
to the set coverage targets

RM (2018–2020) HIV Prevention in Ethiopia: National Road Map (Federal HIV/
AIDS Prevention and Control Office, 2018)

A framework for the HIV prevention response

OP1 (2021) Ethiopia Country Operational Plan Strategic Direction Sum-
mary (PEPFAR, 2021)

AIDS relief support for HIV services

OP2 (2022) Ethiopia Country Operational Plan (COP) Strategic Direction 
Summary (PEPFAR)

AIDS relief support for HIV services

E4 (2020/21–2024/25) National Health Equity Strategic Plan (Ministry of Health, 2020) National strategic plan for health problems, including HIV/AIDS

S4 (2021–2025) HIV/AIDS National Strategic Plan for Ethiopia (Federal HIV/AIDS 
Prevention and Control Office)

A vision of AIDS-free Ethiopian HIV/AIDS strategy
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Occurrence of (in)equity, (in)equality and disparity 
over time
Overall, four documents were published between 1998 
and 2004, seven documents between 2005 and 2010, six 
documents between 2011 and 2015 and nine documents 
between 2016 and 2022. Over time, the inclusiveness 
of (in)equity in policy documents has increased. There 
seems to be a shift from equality to equity, as mentions of 
(in)equity increased from 149 between 2011 and 2015 to 
328 between 2016 and 2022, while (in)equality mentions 
declined from 117 to 53 during the same period (Table 2). 
The mentions of (in)equity, (in)equality and both terms 
are presented in Fig. 2.

When we examine mentions specific to document 
types, the frequency of (in)equity, (in)equality and dis-
parity increased in the national strategic plan from 2005 
to 2020. Equity has received more attention in the general 
health strategic plans than in HIV/AIDS-specific docu-
ments. The frequency of equity increased in strategic 
plans and guidelines; however, it decreased in reports. 
The 1998 HIV/AIDS policy document did not mention 
(in)equity (P1), but (in)equity was mentioned once in the 

2001 HIV/AIDS policy for workers (P2). National HIV/
AIDS-related progress reports did not mention (in)equity 
in 2005 (R1), but mentioned (in)equity twice in 2012 
(R2) and 2014 (R3). The HIV/AIDS strategic document 
did not mention (in)equity in 2004 (S1), but mentioned 
it 14 times in 2021 (S4). HIV/AIDS treatment and care 
guidelines (HIV testing, antiretroviral therapy (ART) and 
comprehensive care) mentioned equity 3 times in 2007 
(G1) and 15 times in 2018 (G5). Two clinical mentor-
ing guidelines for ART or HIV care discuss equity once 
each in 2007 (CM1) and 2018 (CM2). Country opera-
tional plans on HIV/AIDS did not state the word “equity” 
in 2021 (OP1) but stated it five times in 2022 (OP2). (In)
equity was most frequently mentioned in the National 
Health Strategic Plan; it was mentioned 10 times in 2005, 
122 times in 2015 and 244 times in 2021. There was no 
document that used the word “unequal” in the context 
of health outcomes or service distribution across social 
strata or broadly in health system contexts. Some used 
the word difference to express the disparity of HIV infec-
tion or prevalence between social strata, mainly men and 
women [50, 51]. The 2010 Health Sector Development 
Programme also used difference once [52]. Moreover, the 
2015 Health Sector Transformation Plan mentioned dif-
ference 26 times [53] and the 2020 National Health Stra-
tegic Plan mentioned difference 10 times [54]. The length 
of documents (number of pages) may not contribute to 
the frequency of mentions of equity when we examine 
each document. Some documents (for example, advocacy 
guideline) were not updated over time. The code number 
of pages, occurrences of (in)equity, (in)equality and dis-
parity in each document are presented in Supplementary 
File 1.

Equity and health system building blocks
Equity is mentioned more  in relation to health system 
leadership and governance attributes, while  it receives 
less attention in the  health information system. (In)

Table 1  (continued)
P1, P2, R1, …, S4 represent the code for each report. ART, antiretroviral therapy; CETU, Confederation of Ethiopian Trade Unions; PEPFAR, US President’s Emergency 
Plan for AIDS Relief

Table 2  Number of documents, along with their total pages and frequency of (in)equity, (in)equality and disparity occurrence in 
documents from 1998 to 2022, grouped into four periods

Code for report, guideline or strategic 
plan (year)

Total number of pages Occurrences of “(in)equit*” Occurrences of “(in)equal*” Occurrences 
of “disparit*”

1998–2004 (four documents) 152 1 11 2

2005–2010 (seven documents) 650 28 20 0

2011–2015 (six documents) 671 149 117 24

2016–2022 (nine documents) 1139 328 53 44

Fig. 2  Mentions of equity, equality and both terms from 1998 
to 2022
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equity and/or (in)equality are mentioned in relation to 
health leadership and governance roles [52–60], health-
care services activities [53, 55, 56, 58, 60, 61], health-
care supplies and technologies [36, 51–54, 62, 63], 
health financing [52–54, 58, 62], the health workforce 
[52–54] and the health information system [53, 54].

The HIV/AIDS strategic document described equity 
as the government’s need for ensuring equity; it also 
considered equity one of the principles and dimensions 
of the “Value for Money Principles” [36]. HIV/AIDS 
treatment guidelines included leadership and govern-
ance-related goals, purposes, missions or principles 
related to equity concepts. The importance of and need 
for planning and implementing equitable programmes 
[55–57], promoting human rights, social justice and 
health equity as a guiding and ethical principle were 
mentioned [55, 56, 58], which should be guaranteed 
by the constitution, and equity and human rights were 
advised to be included during equity-based programme 
evaluation, policy designation and guideline review and 
adaptation [55, 56, 58]. The responsibility to ensure 
health service equity and quality is designated to the 
Ministry of Health [55, 56, 58]. It is also suggested to 
include “ethics, equity, and human rights” as the “key 
parameters for decision-making” [55].

In relation to healthcare services, equity was frequently 
interrelated with access, coverage, availability, efficiency 
and quality of health services [50, 53–55, 57, 58, 62, 64]; 
acceptability [55, 56, 64]; equal rights and privileges [61] 
and effectiveness [53, 64]. In addition, it mentioned legal, 
social and normative challenges as the determinants of 
inequitable access to HIV services [55, 56, 58]. Regarding 
medical supplies and technologies, the presence of ineq-
uity in access to and distribution of medical supplies and 
technologies was mentioned [36, 52], as well as the need 
to promote equitable allocation in strategic plans [51–53, 
62, 63].

The health workforce was mentioned in relation to 
inequalities in health developments in army networks 
as determinant of inequality in service and health out-
comes, highlighting a need for an equitable health work-
force [52–54].

The three national health strategic plans described 
equity in health financing and one guideline about equity 
in cost–effectiveness measurement. Equity was voiced 
with ethics and human rights to be considered in the 
evaluation of cost–effectiveness [58]. They described the 
presence of equally shared funding of the health sector 
between the public and private sectors [62] and equitable 
use of donor funds [52], while the second national strate-
gic plan reported the presence of inequity in financial use 
between health sectors [52]. There was also mention of 
the presence of or plan for implementation of equitable 

financing mechanisms (for example, equitable health 
insurance) [52–54].

Regarding the health information system, the Health 
Sector Transformation Plan (2015–2020) recommended 
monitoring health inequalities and strong equity-ori-
ented health information systems [53].

Equity and social classes
Social classes, such as gender [36, 50, 51, 53–58, 62, 64–
71], place of residence [51, 53, 65], region [51, 53, 54], 
religion [54], age [53, 54, 57, 64], employment status [65], 
education status [53, 54, 58], income status [53, 54, 58, 
67] and marital status [54] have been utilized as equity 
performance indicators and measures for HIV infection 
disparity. In addition, (in)equity relating to geographic 
regions was considered an indicator for equity perfor-
mance [53, 54], and it has served as a measure of equita-
ble distribution of human resources [54, 62]. Regarding 
intersectionality (multiple disadvantaged groups), there 
was no document that directly used the word “intersec-
tionality”. However, the HIV/AIDS strategic plan [68] 
suggested providing health services to rural areas aimed 
at closing the gender inequality gap (intersectional deter-
minants are residence and gender) [68]. One document 
described how a combination of education, employment 
or income exposed disadvantaged women to HIV infec-
tion [36]. The mention of equity in health system func-
tions and social classes is presented in Table 3.

Equity‑related definitions and terminologies
Equity is mentioned as a principle of “Value for Money” 
[36], ethics [55, 56, 58] and dimensions of quality of 
care [53, 55, 56, 58]. The interrelated definition of equity 
includes human rights [53, 55, 56, 58], social justice [55, 
56, 58], fairness [53, 54], social inclusion [52], equal rights 
and privileges [61], inclusiveness [52, 53] and absence of 
avoidable or remediable differences [53]. Equity is fre-
quently interrelated with access, coverage, availability, 
efficiency, quality [50, 53–55, 57, 58, 62, 64], acceptability 
[55, 56, 64] and effectiveness [53, 54, 64] of health ser-
vices. The 2020 National Health Strategic Plan also men-
tioned that comprehensiveness, accessibility, coverage, 
continuity, quality, person-centredness, coordination and 
people-centredness are considered a principle or pillars 
of health equity [54].

Discussion
The aim of this study was to assess the degree to which 
equity is incorporated in HIV/AIDS-related policy doc-
uments in Ethiopia. Mentions of equity in policy docu-
ments increased over time. It seems to be a shift from 
equality to equity, as mentions of (in)equity increased, 
while (in)equality mentions declined during the same 
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Table 3  Equity in relation to strategies and barriers specific to health system functions and social strata

Strategies related to health system functions Strategies specific to social strata

Medical supplies and technologies
• Equitable resource allocation (Federal Democratic Republic of Ethiopia, 
2010; Ministry of Health Federal HIV/AIDS Prevention and Control Office, 
2014; the Federal Democratic Republic of Ethiopia Ministry of Health, 
2015; Federal Ministry of Health, 2005; and Ministry of Health – Ethiopia, 
2019)

Residence
• Equity-oriented strategies (for example, decentralized care for rural area) 
(Ministry of Health HIV/AIDS Prevention and Controls Office, 2004; Federal 
Ministry of Health, 2017; the Federal Democratic Republic of Ethiopia Minis-
try of Health, 2015; Ministry of Health, 2020; and Federal Ministry of Health, 
2014)

Healthcare delivery
• Compassionate patient-centred care (the Federal Democratic Republic 
of Ethiopia Ministry of Health, 2015)
• Engaging faith-based organizations (HIV/AIDS Prevention and Control 
Office, 2005)
• Decentralizing HIV care to primary healthcare facilities (Federal HIV/AIDS 
Prevention and Control Office Ministry of Health Ethiopia, 2007)

Region
• Equitable health workforce distribution across regions (Ministry of Health, 
2020, and Federal Ministry of Health, 2005)
• Entitlement for underdeveloping regions (the Federal Democratic Repub-
lic of Ethiopia Ministry of Health, 2015, and Ministry of Health, 2020)

Income status
• Entitlement for people living in poverty or pro-poor strategy (the Federal 
Democratic Republic of Ethiopia Ministry of Health, 2015; Ministry of Health, 
2020)

Health governance and leadership
• Integrating equity into the vision and general objective of the health 
system (the Federal Democratic Republic of Ethiopia Ministry of Health, 
2015)
• Equity consideration in leadership activities (Ministry of Health, 2020), 
such as planning (Federal Ministry of Health, 2017; Federal Ministry 
of Health, 2014; and Federal Ministry of Health, 2007), implementing (Fed-
eral Ministry of Health, 2017; Federal Ministry of Health, 2014; and Federal 
Ministry of Health, 2007), evaluation (Federal Ministry of Health, 2017; Fed-
eral Ministry of Health, 2018; Federal Ministry of Health, 2014; and Federal 
Democratic Republic of Ethiopia, 2010), designation (Federal Ministry 
of Health, 2017; Federal Ministry of Health, 2018; and Federal Ministry 
of Health, 2014), decision-making (Federal Ministry of Health, 2017; 
Federal Ministry of Health, 2018; and Federal Ministry of Health, 2014), 
reviewing (Federal Ministry of Health, 2017; Federal Ministry of Health, 
2018; and Federal Ministry of Health, 2014) and adaptation (Federal Minis-
try of Health, 2017; Federal Ministry of Health, 2018; and Federal Ministry 
of Health, 2014)
• Equity consideration during stakeholder and impact analysis (Federal 
Democratic Republic of Ethiopia, 2010, and the Federal Democratic 
Republic of Ethiopia Ministry of Health, 2015) and partnership (Federal 
Democratic Republic of Ethiopia, 2010, and the Federal Democratic 
Republic of Ethiopia Ministry of Health, 2015)
• Equity consideration as an agenda (the Federal Democratic Republic 
of Ethiopia Ministry of Health, 2015), goal (the Federal Democratic Repub-
lic of Ethiopia Ministry of Health, 2015), objective (the Federal Democratic 
Republic of Ethiopia Ministry of Health, 2015) and institutional response 
(Federal Democratic Republic of Ethiopia, 2010)

Gender
• Gender-based human resource equality (the Federal Democratic Republic 
of Ethiopia Ministry of Health, 2015, and Ethiopian Federal HIV/AIDS Preven-
tion and Control Office, 2011)
• Gender-based service provision (Federal Democratic Republic of Ethiopia 
Ministry of Health, 2006; Ministry of Health HIV/AIDS Prevention and Con-
trols Office, 2004; Federal Ministry of Health, 2007; Federal Democratic 
Republic of Ethiopia, 2014; PEPFAR, 2021; PEPFAR; and the Federal Demo-
cratic Republic of Ethiopia Ministry of Health, 2015)
• Gender equity consideration in mainstreaming HIV/AIDS (Ethiopian Fed-
eral HIV/AIDS Prevention and Control Office, 2011)
• Promoting gender equality (Federal Ministry of Health, 2014, and CETU-
HIV/AIDS Project Office, October 2001)
• Gender inclusiveness in multisectoral strategies and plans initiative (Fed-
eral Democratic Republic of Ethiopia, 2014)
• Gender-responsive budgeting and programming, collaboration, education 
curriculum and law and policy sensitization (Federal Ministry of Health, 
2010; Ministry of Health Federal HIV/AIDS Prevention and Control Office, 
2014; and Federal HIV/AIDS Prevention and Control Office)
• Monitoring gender inequality (Federal Ministry of Health, 2005)
• Gender mainstreaming (Federal Democratic Republic of Ethiopia, 2010; 
the Federal Democratic Republic of Ethiopia Ministry of Health, 2015)
• Gender equity and equality consideration in leadership (the Federal 
Democratic Republic of Ethiopia Ministry of Health, 2015)
• Entitlement for women (Federal Democratic Republic of Ethiopia, 2012; 
Federal Democratic Republic of Ethiopia, 2014; Ethiopian Federal HIV/AIDS 
Prevention and Control Office, 2011; Ministry of Health-Ethiopia, 2019; Fed-
eral Ministry of Health, 2005; the Federal Democratic Republic of Ethiopia 
Ministry of Health, 2015; Federal HIV/AIDS Prevention and Control Office, 
Ministry of Health Federal HIV/AIDS Prevention and Control Office, 2014; 
Ministry of Health, 2020; and CETU-HIV/AIDS Project Office, October 2001)

Health financing
• Equitable health insurance (Federal Democratic Republic of Ethiopia, 
2010, the Federal Democratic Republic of Ethiopia Ministry of Health, 
2015; Ministry of Health, 2020)
• Equity consideration in the cost–effectiveness evaluation (Federal Minis-
try of Health, 2018)
• Shared funding between the public and private sectors (Federal Ministry 
of Health, 2005)
• Equitable use of donor funds (Federal Democratic Republic of Ethiopia, 
2010)

Religion/culture
• Sociocultural appropriateness of services (Ministry of Health, 2020)

Health workforce
• Equitable health workforce development (Federal Democratic Republic 
of Ethiopia, 2010; the Federal Democratic Republic of Ethiopia Ministry 
of Health, 2015; Ministry of Health, 2020)

Health information technology
• Monitoring health inequalities and strong equity-oriented health infor-
mation systems (the Federal Democratic Republic of Ethiopia Ministry 
of Health, 2015)

Education status
• Health literacy and adult education (Ministry of Health, 2020)
• Affordable healthcare (pro-poor) (the Federal Democratic Republic 
of Ethiopia Ministry of Health, 2015)
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period. Equity was mentioned more frequently in relation 
to health systems governance attributes, while it was less 
emphasized in relation to health information systems. 
Equity was mentioned most frequently with gender, while 
religion, occupation or employment status and social 
capital as well as multiple disadvantaged groups have 
received less attention.

Attention has increasingly been given to equity. Lit-
erature addressed that equity acknowledges people’s 
different interests and that they may need different sup-
port to achieve the same outcomes [72]. Implementing 
equity ultimately achieves equality [73]. Including equity 
in HIV/AIDS policy documents reflects a more nuanced 
understanding of the diverse needs of individuals and 
groups. This underscores equitable services provision 
based on need rather than on providing the same level 
of support. This aligns with the Sustainable Develop-
ment Goal that emphasizes need-based service provision 
[5]. Global initiatives, such as the UNAIDS Global AIDS 
Strategy 2021–2026  [74] and the United States  Presi-
dent’s Emergency Plan for AIDS Relief [75], have adopted 
equity as a guiding principle and a key goal for their HIV/
AIDS response. The increasing mentions of equity were 1 
time between 1998 and 2004, 28 times between 2005 and 
2010, 149 times between 2011 and 2015 and 328 times 
between 2016 and 2022, according to this study. Parallel 
to this, HIV-related services increased, and the infection 
rate declined in Ethiopia, though it is unclear whether 
this is directly linked to the mentions of equity in policy 
documents. To illustrate, the percentage of individuals 
with accepting attitudes towards people living with HIV 
increased from 18% in 2005 to 33.5% in 2011 and 40% in 
2016 [34]. The percentage of individuals with compre-
hensive knowledge about HIV/AIDS also increased from 
20% in 2005 to 26% in 2011 and 28% in 2016 [33]. ART 
coverage has increased from 3% in 2005 to 34% in 2010, 
59% in 2015 and 88% in 2023 [76]. The cumulative effects 

may have impacted HIV incidence, which declined from 
63 000 in 2000 to 39 000 in 2005, 27 000 in 2010, 16 000 
in 2015 and 7400 in 2022 [77].

Equity was embedded in the health system functions. 
Health leadership and governance attributes were better 
articulated with equity than other health system domains, 
cascading equity as a goal, an objective, a principle, plan-
ning, implementation, evaluation, decision-making and 
responsibility. Equity alone was also addressed as a gov-
ernance attribute similar to available literature [78]. The 
saying that failing to plan is planning to fail can be applied 
to improve planning for equity actions, as has been 
explained for some healthcare services elsewhere [79]. 
The WHO identified related attributes of governance for 
health equity, such as spaces for discussion (communica-
tion-related, reflexive and pedagogical), decision-making 
(coherence, responsiveness, transparency and rule of 
law), implementation (coordination action and identifi-
cation) and evaluation (impact assessment and return of 
the results) [80]. Moreover, the UN has identified eight 
parameters for good governance: effective and efficient, 
equitable and inclusive, responsive, accountable, consen-
sus-oriented, participatory and following the rule of law 
[81]. Labonté, in his critical reflection note, identified 
attributes of health systems governance for health equity, 
which include decentralization, accountability, deci-
sion-making, distribution leadership, participation (for 
example, community engagement), transparency, repre-
sentation and resource mobilization [82]. In the present 
analysis, the examined documents underscored that the 
Ministry of Health and political leaders bear the respon-
sibility for ensuring equity [55, 56, 58]. This perspective 
should be cascaded to regional, zonal and district health 
offices, as well as to health workers and clients, who may 
have varying roles and levels of involvement.

Moreover, equity can be considered in health financ-
ing, workforce and technology. For instance, there are 

CETU, Confederation of Ethiopian Trade Unions; PEPFAR, US President’s Emergency Plan for AIDS Relief

Table 3  (continued)

Strategies related to health system functions Strategies specific to social strata

Challenges or barriers
• The responsibility for ensuring equity in health service is given to 
the Ministry of Health (Federal Ministry of Health, 2017; Federal Ministry 
of Health, 2018; Federal Ministry of Health, 2014; Federal Democratic 
Republic of Ethiopia Ministry of Health, 2018) and political leaders (HIV/
AIDS Prevention and Control Office, 2005)
• Legal, social and normative challenges (Federal Ministry of Health, 2017; 
Federal Ministry of Health, 2014; Federal Ministry of Health, 2018)
• Inequity in access and distribution of HIV/AIDS medicines and related 
resources (Federal Democratic Republic of Ethiopia, 2010; Federal HIV/
AIDS Prevention and Control Office; Ministry of Health, 2020)
• Inequity in financial use between health sectors (Federal Democratic 
Republic of Ethiopia, 2010)

Age
• Initiation of an age-appropriate law and policy (Federal HIV/AIDS Preven-
tion and Control Office)
• Youth-friendly services (Federal HIV/AIDS Prevention and Control Office)
• Age-appropriate curriculum (Federal HIV/AIDS Prevention and Control 
Office)

Multiple disadvantaged groups
• Health services to rural areas to close gender inequality (intersectional 
determinants were residence and gender) (Ministry of Health HIV/AIDS 
Prevention and Controls Office, 2004)
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plans for equitable financing [52–54], equitable distribu-
tion of health workers [83] and equity-oriented health 
information systems [53]. Equity can be demonstrated 
in patients’ payments to private providers, community 
financing, public and social health insurance and subsidy 
systems [84, 85]. Similarly, equity in the health work-
force can be demonstrated beyond equitability across 
regions and gender. Equity can also be considered in safe 
and fair working conditions, diverse composition, social 
missions of health promotion education and provider 
distribution according to the need from the population 
and clients [83]. Health information technology, another 
health system function, was not addressed in HIV/AIDS 
strategic documents, guidelines or reports. Scalability 
and sustainability, evaluation and implementation, crea-
tion and adoption, coordination, training, data capture 
and protection and standardization of electronic records 
and tools are some of the health information technology 
attributes that work together to address health dispari-
ties [86]. Therefore, HIV/AIDS-related policy documents 
should clearly state the implementation of health tech-
nologies towards achieving equity in HIV/AIDS services. 
Furthermore, structural and social determinants com-
plement each other bidirectionally to address (in)equity 
within and between them.

Equity has been mentioned in relation to strategies 
aimed at reducing disparities arising from economic 
status, level of education, geographic, gender and other 
demographic characteristics. For instance, strategies such 
as decentralized care for rural areas [53, 54] and women’s 
empowerment [36, 51, 53, 67, 70] have been highlighted. 
It is noteworthy that gender has been the most frequently 
included equity lens. Similarly, gender equity is being 
increasingly incorporated into global goals and policies 
[87–89]. The emphasis on empowering women in pro-
grammes and policies to address various human behav-
iours has gained international recognition [90]. However, 
other social classes, such as social capital, religion and 
occupation or employment status were not well-con-
ceived, although multisectoral action and policy under-
lined the importance of engaging religious leaders in HIV 
prevention activities [91, 92]. The HIV/AIDS strategic 
documents and guidelines do not address how to deliver 
a continuum of care and services to people from differ-
ent religious groups, even though HIV/AIDS-related 
services utilization is varied owing to religious practises. 
For example, Christians may prefer holy water to ART 
or consider holy water as alternative therapy [93, 94]. It 
is crucial that strategic plans and guidelines address this 
issue to ensure equitable access and utilization of ser-
vices by this group of people. Furthermore, the HIV/
AIDS strategic plans and treatment guidelines have not 
adequately considered how services should be provided 

for people from rural areas who attend health institu-
tions. They also have not clearly addressed equity in ser-
vice provision or proposed strategies on how to adapt 
interventions and practise on the basis of regional and 
individual differences, such as marital status, occupation 
and employment status. Similarly, it has been observed 
that multiple disadvantaged groups (intersectionality) 
have not been purposefully addressed in the included 
documents, similar to the results of another study on the 
maternal and child health programme in Ethiopia [95].

The policy implications of the increasing mention of 
equity suggest the importance of continuing to empha-
size it in guidelines and reports, as it has been less fre-
quently mentioned in these documents compared with 
policy and strategic ones. The infrequent mention of 
equity in guidelines indicates the need for clarification 
on how healthcare providers should conduct equity-ori-
ented interactions with and offer services to individuals 
from different social classes. Mentions of equity need to 
be clearer, particularly regarding how to translate these 
mentions into clinical practice. There should be more 
emphasis on addressing the needs of groups left behind, 
such as individuals with multiple disadvantaged identi-
ties. Social capital was also not addressed in the mentions 
of equity. Furthermore, the mentions of equity in policy 
and strategic plans need to be reflected in monitoring 
and evaluation, which should later be presented in report 
documents.

Limitations
The current policy document content analysis is entirely 
dependent on document review. The policy analysis has 
four elements: context, content, process and actors. The 
current policy document analysis was entirely dependent 
on content [25]. Assessing the context, formulation pro-
cess and actors may provide additional insights. The con-
text refers to the circumstances surrounding the situation 
being analysed. The formulation process is the method 
used to create or develop something. Actors are the peo-
ple or entities involved in the situation. By examining 
these three elements, one can gain a more comprehensive 
understanding of the situation at hand. Moreover, the 
extraction and scanning of data related to (in)equity was 
conducted manually by one reviewer. This approach may 
be prone to errors, particularly given the extensive num-
ber of documents and pages. It is important to note that, 
while it is possible that some grey reports and documents 
were inadvertently missed, this oversight would not 
greatly impact the data and overall conclusions. Moreo-
ver, we considered all relevant documents that are avail-
able online only. We agree that incorporating publicly 
unavailable documents is important, and we acknowl-
edge that this is another limitation of the current work.
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Conclusions
The mention of (in)equity in policies, strategies and pro-
gress reports increased over time, but it is not equally 
mentioned in these documents. Equity was highly 
immersed in health systems governance attributes while 
being least rooted in the attributes of health information 
technology. Gender was the most frequently mentioned 
social class with equity, while religion, occupation or 
employment status and social capital, as well as multiple 
disadvantaged groups (intersectional identity), received 
less attention.

As a result, it is critical to integrate equity into HIV/
AIDS policy documents and guidelines. It will be sup-
portive if there are identified and articulated efficient 
interventions that aim to promote health equity across 
social strata and implement targeted interventions for 
disadvantaged subgroups. Prioritizing intersectional ser-
vice provision would be beneficial, along with a shift to 
equity-oriented financing and programme implemen-
tation. HIV/AIDS-related policy documents need to 
be revised periodically on the basis of the national and 
global contexts, with the aim of realizing equity.
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