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In August 2012, the Ethiopian Federal Ministry of Health (FMOH) decided to adopt the WHO 

2010 ART Guidelines to move the treatment initiation threshold to CD4 less than 350 cells/mm
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for everyone. This decision was made after an internal assessment of the cost implications of 

such a policy move, and after a consultative process with important stakeholders (WHO, 

UNAIDS, CDC, CHAI and various PEPFAR implementing partners) in the country.  

A costing model by CHAI was adapted for this exercise. This model was used by the decision-

makers to clearly understand what the cost implications of this policy move would be. The model 

considered the number of extra people who would be initiated on treatment as a result of the 

change in CD4 threshold. The model looked at the incremental costs over a multi-year period, 

assuming an eventual move towards universal coverage in 2015 under the new guidelines.  

An expert panel, consisting important stakeholders (WHO, UNAIDS, CDC, CHAI and various 

PEPFAR implementing partners), reviewed the assumptions underlying the model. The cost 

assumptions were based on the facility-based ART costing study in Ethiopia. Assumptions 

around regimen-switching rates (1L to 1L, 1L to 2L, 2L to 2L) were based on consultations with 

experts from the Ethiopian Pharmaceutical Fund and Supply Agency. The fact that the country is 

phasing out d4T was considered; the fact that there will be expected increased uptake of ATV/r 

(replacing LPV/r) was also considered. The outputs from the model included a projected need for 

the incremental number of ARVs by molecule that would be needed, and the FMOH used these 

forecasts in ordering the required extra drugs and also as part of the Global Fund RCC Phase II 

renewal application.  

By the time the decision was taken to adopt the new policy, all parties were in agreement on the 

full implications of the move, in terms of cost, logistics and the exact quantities of extra drugs 

that would need to be ordered. Ethiopia therefore now has a very clear and concise 

implementation plan, which is currently being executed. 

1) What was the ART coverage rate when the decision was taken (according to the old and 

new criteria)? 

 

When the decision was taken, the number of people receiving ART was roughly 265 000. 

The total need under the 2006 guidelines was about 306 000, so the old coverage rate was 
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about 87%. Under the new guidelines, the projected need was about 395 000, so the new 

coverage rate is 67%. 

 

2) How many more people became eligible for treatment? 

Estimate about 90 000 extra people eligible for treatment. 

 

3) What is the current first-line therapy in Ethiopia? 

d4T/AZT/TDF with 3TC and EFV or NVP. D4T being phased out over the coming 6 

months. 

 

4) Resource implications: what was the estimated additional cost in US dollars per year of 

covering these additional people until the achievement of the new universal access target? 

(it would be great if we could have data broken down  by type of expenditure, such as ARV 

and laboratories). What did the model predict in terms of additional human resources, 

laboratory capacity and infrastructure development? 

Investment costs related to new facilities, extra staff and laboratory were not considered.  

 

5) Did you consider any positive impact of reduced HIV transmission in deciding for the 

change in the threshold for treatment initiation? 

The focus of the move to the new guidelines was early initiation to reduce mortality among 

people on ART. Epidemiological modelling around expected infections averted was not 

considered.  

 

6) Were ethical or equity issues considered: especially the question of earlier threshold when 

people in need at the current threshold had not yet access, often because they are not even 

diagnosed: this could have some programmatic implications for the country as it could 

decide either to intensify testing or to treat earlier. Did the country approach this question? 

This was not considered – the model and process purely estimated the expected costs 

associated with changing the guidelines.  

 


