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ABSTRACT 

Decentralized service deliver:v refers In the mode in which sel1' ;ce de/ivel~v is done through 

de/ego/ion and devo/ulion ~f p ower frum cenler 10 local governments where by eJliciel1cy and 

eifixliveness are likely 10 be achieved. the general purpose of this sludy is 10 assess Ihe impaCI 

of Woreda Level Decenlralizalion on heallh service provisions qualily and qllanlily and 10 

examine Ihe impaci oflhe decenlralized legal, polilical, adminislralive, financial and stakeholder 

parlicipalion on healrh service delivery in Mida Kegn Mida Kegn Woreda, Wesl Shoa Zone of 

the Oromia National Regional Slate. 

To explore the impaci of Woreda Level Decentralization on health services delivery mixed 

research approach was employed. Data were collected from Regional Health Bureau, Zonal 

Health office, Woreda Health Offices, Health centers, Health center Directors, health experts , 

kebele managers and beneficiaries through questionnaire, interviews and document analysis. 

The study found that local communities have participated in health services delivery mainly in 

identifYing local problems, planning, management, monitoring, control and evaluation of their 

also found that there has been weak and incoherent vertical or horizontal coordination between 

the health institutions. 

In order to manage and sustain decentralization for effective delivery of health services, strong 

capacities in resources (hwnan, finance and institutions) and active participation are mandatory. 
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The part icipants among the Woreda chief admini strator head stated that: 

Woreda governments are the lower leve ls of governan ce which is close to peop le both 

geograph ica ll y and dec is ion makings. Therefore, they should be adequately empowered to enjo y 

decis ion making autonomy and power to address the communa l interests. Fede ral constitution 

art icle 50/4 and furthermore, revised Orom ia Nati onal Regional State constitution 2002 has 

clearly addressed local government power and· respo nsi bilities. Despite these constitutional 

prom ises, more deci sion making autonomy and powers are accum ulated at regio nal and zonal 

administrative levels. As a result, the major deci sion (deploying, procuring and purchasing 

medica l and drug equipment) making processes have influenced health sector to be decided by 

Regional Health Bureau. For example human resources are deployed by reg ional and zonal 

hea lth offices, pharmaceutical s and medical equipment. According to the regional Health Bureau 

representative informant is the mandate of the bureau to human reSQurces dep loying, 

pharmaceutica l and medical equipment make health service delivery more access ible all 

transparent, equitable and accou ntable to all communities in the state. 

The decision making about human resource related matters, according to Ato Obsa Garoma and 

health center directors: 

Human resource is one of the building blocks of health system needed to enhance the effic iency 

and effectiveness of health service delivery to beneficiaries or communities at all. To thi s end , 

the rev ised regional states constitution has empowered local governments to hire and ad mini ster 

the ir health personnel , both technical and non-technical. 

However, the decision making process on human resource is highly concentrated at regional and 

zona l offices. The existing civil service system is strictly guided by regional civil service bureau. 

So, higher positions recruitment is decided at regional and federal levels. The technical staffs that 

have BSC or BA in health sciences are deployed by mini stry of health and health personnel 

having held diploma in hea lth sciences are deployed at zonal hea lth offices. 

Woreda have a power to hire only supporting staffs those whose salary is low. Though the 

positions are decided at Woreda level all recruitments of decisions have to be approved by the 

regional Civil Service Bureau. Thus, the presence of such kind of confined admini strative 

environment does not allow the cultivation of the seeds of power devolution cultures and does 
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4.4.Facto rs Affecting the Im plementation of Decentrali zation III Hea lth service 

Delivery in Mida Kegn 

Despile the signifi cant improvements of hea lth services access commun ities in Mida Kegn since 

the introducti on of Woreda level decentrali zati on, the performance of Mida Kegn is too low 

compared with the regional performance. Thi s low performance is caused by constraints 

hindering the effective implementation of decentralized hea lth services delivery in the Woreda, 

which is re lated to financi al ( high dependence on regional or federa l block grants and 

dependence on out-pocket expenditure) and ad ministrative (lack of experienced human resources, 

purchas ing and procuring medical equipment and set health fees) problems. 

Table 4.10: Access of health service at Regional and Woreda Leve l in 2016 

Health Service Delivery Oromia performance Mida Kegn performance 

I Health extens ion service 57 45 

2 Maternal health services 69 57 

3 Prevention and communicable 80 72.33 

diseases services 

4 Clinical services 

./ inpat ient department 65 28 

./ Outpatient department 77 42 

Total 69.6 48.866 

Source: Mlda Kegn and Oromla RegIOnal Health Performance Report 2016 EFY 

(i). Inadequate Administrative Powers autonomy 

Health sector, have been carryi ng out through combination of delegation and devolution forms of 

decentrali zation . Analyz ing shifts of administrative powers from the center to local government 

considers variety of projects and functions such as range of powers and responsibilities of 

"decision spaces" and di scretion such as human resources hiring, procuring and purchasing 

medical and drug equipment, services organ ization, plann ing, access rule, governance and health 

autonomy are given to local administrations. 
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"ll'Cre pre viously accorded to Zonal and stale institlllion authorities. Yet still lhere is a huge gap 

belween legal promises and practices of planning and budgeling. Furlhermore, Ihough Ihe bOlh 

Federal 1995 orl icie 50 sub (4) and Revised Regiollal Cons/illilion allows Ihe crealion 0/ 

Wo reda wilh Iheir elecled cOllncils, lack of resources (skilled human power, financial, drug, 

medical equipmenl and inji'aslruclures) challenged Ihem 10 ej(eclively engage in dell10cralic se(f 

rule and providing effix live and efficienl public service(Tegegne,2007:4) . How did the Woreda 

level decen tra lization process of publi c hea lth services delivery impact the prov ision of hea lth 

services both in access and quality? This thesis attempts to answer thi s research question based 

on a case study of the Mida Kegn Woreda health service deli very. 

1.3 . Objective of the study 

This thes is has general and spec ifi c objectives. The general objective of thi s study is to assess the 

impact of Woreda level decentralization on the provisions of services relating to public health 

service delivery of both access and quality . The Specific Objectives are: 

>- To assess whether Mida Kegn Woreda enj oys adequate local autonomy m health sector 

deci sion making. 

>- To examine the degree of sub nat ional health sectorial lines of cooperation and coordination 

among Regional, Zonal, Woreda and kebele to deliver effective health serv ice de livery. 

>- To evaluate participation of local communities and civil societies organizations in the area of 

health services delivery in Mida Kegn Woreda. 

1.4.Research Questions 

I. Does the Mida Kegn Woreda health sector have pass necessary health sector decision 

making? 

2. Do sub-national (Regional , Zonal , Woreda and kebele) health sectors have coordination 

and clear inter-government relation? 

3. Do parti cipati on of local communities and civil society organi zations contribute to meet 

health services delivery demand in Mida Kegn Woreda? 

1.5. Significance of the Study 

The thesis identified problems, and attempts to recommend possible health services policy 

options at the local level. The researcher be lieves that the findings of the study would help policy 

5 



I. 

/ 

f. 

The FOR E Constitu ti on , 1995 (A rl. 50 ( I)) stales th3t the country is orga ni zed into federal and 
regional statcs. Art. 50 (2), states that both the fedcra l and regiona l governments have legislative, 
executi ve 'llldjud ici31 function s. Each o fthc dilTcrcnt government levels has a si milar structure: 
legis lati ve body, a court system and a number of scctor specific ad ministrations. The FORE 
Constitution , 1995 (a rti cle 51 and 52) also defincd the respective functions of the federa l and 
regional governments. According ly, except for acti vities rel ated to national defense, foreign 
po li cy and macroeconomic matters fisca l and monitory po licy, regional states are empowered to 
decide and undertake economic, social and development plans as well as maintenance of law and 
order with in their respective jurisdictions. 

The Constitution granted regional states self-rule within their own defined territory and 
empowered them to participate effect ively in the affairs of the central government through their 
representatives who are elected periodica ll y. Regional states are given power and authority 
including the ri ght to enact regional constitutions, estab li sh elected regional councils, use their 
own national languages in schools and work places etc. They are also empowered to prepare 
their own socio-economic development plans, mobilize resources for local and regional 
development, and prepare and implemcnt the regiunal budget (Federal democratic Republic of 
Eth iop ia, Constitution 1995, article 52(2)). 

At the initial stage, the devolution of power defined the relation between the centre and the states, 
leaving the powers of local government to the di scret ion of respective states. In 2002, the 
Woreda Level Development Program (WLDP), which was known as the second wave of the 
decentralization processes were moved from state to zone levels and Woreda leve ls. According 
to Ministry of Capacity Building (MoCB, 2004a) Woreda Level Development Program (WLDP) 
has many objectives, among these Institutional or organizational rearrangement - which includes 
activit ies to refine the functional assignment of Woreda, to improve local governance, build 
efficient organizational structure, and define the roles of kebeles; Woreda planning and fiscal 
contro l systems; Grassroots participation - to enhance democratic participation and 
empowerment of the rural population at grassroots level; State- Woreda revenue transfer and 
own revenue generation to allocate a budget required for local development on efficacy. 

Art icle 50(4) of the FDRE constitution states that state governments shall be established at state 
and other administrative levels that they find necessary and adequate power shall be granted to 
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the lowest un its o f government to enable the peop le to partic ipate directl y in the ad ministrat ion 

of such units. This indicates that reg ional state can devo lve adequate deci sion making authority 

and contro l over resou rces to lower leve ls of government in OI"der to promote decentral ization 

and bring government closer to the people. 

Since the adoption of the Federal Constitution In 1995, the Orom ia Nationa l Reg iona l State 

constitut io n was issued to effectivel y devolve political, fi sca l and ad ministrative powers and 

functions. The Orom ia National Regional State Rev ised Constitution of 200 I (Art. 45), 

estab li shes Regional, Woreda and kebe le ad ministrations with necessary lega l, institutional and 

financial powers. This was aimed at making them effective and efficient institutions of loca l 

government for de mocratic governance and economic development and increase local service 

delivery. 

Mida Kegn Woreda is also estab li shed in 2003 as one of the Oromia National Regional State 

woreda. Since then the Woreda has provided public services delivery in general and health 

services deli very in palticular to communities under its jurisdiction . 

1.2. Statement of problem 

Unti l the turn of the 19th century Ethiopia was highly decentralized state and the constituent units 

were ruling their respective territories. Since 1855 Ethiopia centrali zed both governance and 

public service delivery though some regions, which had been peacefully submitted in to Menelik 

IT expansion maintained their autonomy. Since the 1920s the centralization processes were 

highl y intensified and those semi-autonomous regions had come under the centralized rule. This 

processes of centralization reached its climax during the Derg regime. After the downfall of the 

reg ime the country has undergone two phases of decentralization processes. The first phase of 

decentralization (1991-2001) was the devolution of power from the center to regions or states. it 

is a paradigm shi ft from highly centralized unitary state structure to federal type of state 

arrangement. Thi s wave of decentralization was a response to the notion of ' national oppression' 

which emanated from the centralization processes (Zamalek, 2008, Tegegne and Kassahun, 

2004). 

The second phase of decentrali zation (200 1- ) was a concomitant ri se to devolution of power 

from regional states Woreda. The objective of the decentralization measure was to ensure public 
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se rvices deli ve ry by enhancing pub li c parti cipation and craft ing dirlc rcnt developmen ta l policies, 

strategies, plans and programs (Pastorali st Forum Ethiopia, 2003). 

Dcccntrali zati on from Regional sa tes to loca l governments ensured publi c servi ces deli very by 

enhancing public participations through Woreda Leve l Decentrali zati on Programme (WLDP) 

and Urban Management Program me (UM P). Unlike the first wave of decentral izat ion, which 

was country wide, Woreda Level Decentralization Programme (WLDP) and Urban Management 

Programme (UMP) were initi a ll y limited to the four regional states of Oromia, Amhara, Tigray 

and Southern Nations, Nationa liti es and Peoples. Both Woreda level decentrali zation and urban 

management programs have enabled loca l governments to reform their fi scal, institutional, 

capacity development, etc. In terms of institutional restructuring, regional governments devolved 

more powers to local governments to arrange institutions so lve their constituency problems. In 

terms of finance, local governments have been empowered to collect and retain some revenues as 

we ll as local governments are allowed to hire, administer, promote and transfer their civil 

servants. In general the devolvement administrative, fi nancial and political power to local 

governments enable them to provide effective, efficient, qualified and quantified services to their 

constituencies (Kassahun and Tegegne 2004, Tegegne, 2007). 

The services are meant to be delivered through decentrali zed manner is water supply, agricu ltu ral 

extension, rural road, public health, education as well as justice services. Specificall y, public 

health serv ices have been decentralized to local governments' zones, Woreda and Kebeles. 

Among the public health services decentralized to loca l governments are primary health care 

services such as health extension Programs and clinical services, which are conducted at primary 

hospitals, health centers and health posts. It has been 15 years since the decentralized health 

services delivery was launched to provide effective and efficient hea lth services to communities 

by entrusting zones, Woreda and Kebeles with certain functions and responsibilities in the area 

of public health services delivery because health service is a multiple jurisdictional issues. 

Decentralization alone cannot improve hea lth service inefficiency and ineffectiveness; it needs 

strong multilevel governances and community participation. 

Despite the transfer of certain functions and responsibilities in area of public health services to 

local governments, Woreda tended to face budget inadequacy to cover all the expenses of health 

services, and hence they were allowed to take over the duties of planning and budgeting which 
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makers and dec ision makers to im prove he:l lth services de li very at loca l leve ls ill general alld ill 

the study ill part icu lar. On the whole, thc thcs is has the fo ll owing significance. It may pay way 

lo r other scholars to conduct resea rch on health se rvices de li very at loca l leve ls. The li ll d in gs and 

cOllc lusion drawn from the thes is may help executi ves and legis lative bodies in creating 

awareness on improv ing hea lth services at loca l ad ministration leve ls. 

1.6. Scope of the Study 

The scope of thi s study is geographically limited to Mida Kegn Woreda in west Shoa zone of the 

Oromia Regional State. It would not be possible to cover all the Woreda of the zone due to 

financial and time limitation. 

Hea lth service delivery is quasi-good that provided both by public and private sectors. However, 

thi s study focused largely on the hea lth services provided by public sector institutions. This study 

attaches health services delivery with politica l, admini strative, financial, legal and institutiona l 

aspects of decentrali zation to see a full y-fiedged ske leton of health care provision. Preventative 

and promoti ve hea lth services deli very is d ivided to in five Programmes. These Programmes 

include (I) health extension services (2) prevention and control of communicab le di seases (3) 

materna l services (4) public hea lth emergency and preparedness services (5) clinical services. 

Therefo re, thi s study tries to assess the effects of decentral ization in all of these programs. 

1.7. Method of the Research 

1.7.I.Research Design 

Research method includes qualitative, quantitative and mixed approach. Qualitative research 

approach helps to conduct study in depth through exp loring attitudes, behaviors and experiences 

by using key informants, focu sed group di scussion and quest ionnaire so as to describe views and 

behaviors of a certain situation and events. On the other hand, quantitative research generates 

stati stics and produces numerical data and mi xed approach he lps to undertake the combination of 

the two approaches (Kasley& Kumar, 1988). 

This study has been mixed approaches and case study approaches because mixed method is used 

to exp lore views and behaviors pattern of by employing both qualitative and quantitative tools 

(Ibid). A case study design is used, because it conducted at institutional or community levels and 
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a desc riptive research des ign is used to assess the impact of decentra li zati on on hea lth services 

de li very at loca l ad ministration levels. 

1.7.2.Source and Type of Data 

Both primary and secondary data sources were employed to gather necessa ry data for the 

rea li zation o f the research. Secondary source data were co llected from published and 

unpubli shed materials founded in the form of journal articles, proclamations, government policy 

papers, federal and regional constitutions, regulations, annual plans and performances and 

resea rch papers were extensively consulted .The primary data source collected from government 

officials, health experts, health centers director's, health committee representatives and 

beneficiari es were interviewed. 

l.7.3.Population of the Study 

The study popUlation inc ludes controllers ' ] providers2 and seekersl .These are target population 

of the stud y because decentralization and health services delivery affect the whole sections of the 

Worde communities in one way or another. However, it is difficult and time consuming to 

approach all of them for data. Thus, samples from the controllers, providers and seekers which 

are expected to be representatives were considered. 

l.7.4.Sampling Techniques and Sample Size 

Cognizant of the aforementioned fact, the researcher applied both purposive and random 

sampling to select the sample units from the population. Purposive sampling helps the researcher 

to determine who can provide the best information to achieve the objective of the study. This 

type of sampling is useful to describe and explore a phenomenon in detail (R. Kumar, 2005). It is 

used for the selection of political appointees like heads of health office, finance and economic 

office and zonal health office, elected representatives such as Woreda chief administrator, 

Woreda council office, health center directors and Kebeles managers because these informants, 

lGovernmental officials like Woreda chief administration, Woreda council head, Woreda health office head ,Woreda 
economi c finance and cooperation ,and K ebeles managers 
2core business process owners, supervisor, health extensions, private clinics owners, health centers director's, health 
committee representatives 
3 Local population benefited from health institutions 
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due to the posi tion they ho ld, ~re supposed to have adequate kn owledge and ex perience about the 

health po licy, prospects and cha llenges ofdecentra [i zed health service del ivery in the Woreda. 

Furtherm ore, the resea rche r emp loyed mu [ti-stratifying sampl ing technique to se lect info rm ants 

fro m the three agro-eco [ogica[ areas: high [and , mid high [and and arid. The first two agro 

eco logies have hea lth posts and health centers, but there is no hea lth center in the arid Woreda. 

For example, the high [and has one health center, three hea lth posts and three Kebe[es. The mid 

high [and has three hea lth centers, twelve hea lth posts and twe lve Kebeles and arid has nine 

hea lth posts and ni ne Kebeles. The researcher also selected 40 inform ants from 400 outpati ents 

who had been treated fro m [/6/2009-30/6/2009EFY at Chuka[a and Ba[emi Health Centers by 

lottery method. The lottery was applied in two leve ls. First li sted all the name of the outpati ents 

a [phabeticall y who had been treated in both health centers and then simply one unit was 

considered every ten outpatients. 

Table 1.1: The Sample Kebe[es selected by agro ecology 

No No. of total Kebeles Agro -ecology Kebele selected 
I 3 high land Tuye 

2 12 Mid-high land Didiksa, Goda-Galan, Balemi , Gobe 
3 9 arid Garedo, Mafcee, Gambella 

Total 8 

Source: Mlda Kegn Woreda Health Office Report, 20 16 

Table 1.1 revea ls, the researcher se lected Tuye, Garedo, Mafcee, Gambell a, Didiksa, Goda-Ga[an, 

Ba[emi and Gobe Kura kebeles because, they are hi ghly populated ones and big in areal size, 

wh ich implies higher demands to health serv ices access. This implies that, these Kebeles need 

due attention from the Woreda administration to gain better health care. 

Tab[e I.2 : Distri bution of hea lth institutions by agro eco logy in the Woreda 

No. Health Insti tutions by agre ecology selected Sample units 

I Health centers high land 1 
Mid-high land 1 

2 Health posts high land 1 
high land 3 
arid 3 

Total 29 9 

Source: Developed by Researcher 
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Tab le 1.2 indicates that once Kebe lcs sample un its were identifi ed , healt h posts found in the 

Kebe les are selected. The researcher purpose ly se lected Salemi and Chukala health centers 

because both hea lth centers have access to transportation services and have re latively long 

ex penences. 

Tab le 1.3: List of institut ions and samp l ing size selected purposive ly 

Name of institution Purposefully chosen number of in formants 
Woreda Hea lth Office Head I 
Woreda Council Office Head I 
Woreda Administration Head I 
Finance and Economic Development Head I 
Zonal Health Office Head I 
Oromia Health Bureau Head I 
Health Centers Directors 2 

Health Centers Committees 2 
Kebeles Managers 8 
Tota l 18 

Source: Developed by Researcher 

Tab le 1.3 shows that the office head, fi nance and economic office and zonal health head office, 

Elected Representatives such as Chief Admin istrator of the Woreda, Woreda Counc il Head 

Office, Health Center Directors, Kebele Managers were selected as in formants due to the 

pos ition they hold, as they are supposed to be fami liar with the health po licy, prospects and 

cha llenges of decentralized health service delivery in the Woreda. 

Table 1.4: Health Personnel Sample Units 

No Providers type No. individual questioned 
I Health offi cers 4 
2 Nurses 6 
3 Health Extensions 7 

4 Mid w ives 2 
5 Pharmacists 2 
6 Administrative Experts 2 
7 Core Business Process Owner 2 

Total 25 
Source : Developed by Researcher 

Table 1.4 indicates the hea lth personnel working in health office, hea lth centers and health posts: 

hea lth officers, mid wives, nurses, pharmacists, adm inistrative workers and health extension 

workers selected based on lottery method . 
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T3 ble 1.5: Sa mple s ize outpati ents 

I No. Name of health No. of patients Filled OUIlhe queslioll ll<lires 
center queslioned 

I Chuka la IS 10 
2 Ba lemi 25 20 

Total 40 30(75%) 
Source: Deve loped by Researcher 

Tab le 1.5 revea ls th at the researcher se lected the outpat ients who had been treated in Salemi and 

Chuka la hea lth centers from 1/6/2009-30/6/2009. During the month , 400 outpatients, of 

which 150 and 250 had been treated at Chukala and Salemi health centers respectively. 

Tab le 1.6: Summary of the participants in the study 

Number of participants Number of individuals interv iewed or Questioned 
Woreda Health Office Head 1 
Woreda Administrat ion Office Head I 
Woreda Council Office Head 1 
Finance and Economy Cooperation Office Head 1 
Zonal Health Office I 
Oromia Health Bureau 1 
Health Centers Directors 2 
Kebele Managers 8 
Health Centers Commi ttees 2 
Core Business Owners 2 
Beneficiaries 30 
Administrati ve Workers 2 
Health Profess ionals 23 

Total 73 

Source: developed by Researcher 

Table 1.6 reveals that 73 informants participated In the study either through interview or 

questionnaire. 

1.7.5 .Data Collection Instruments 

In order to achieve the purpose of the thes is the researcher employed document analysis, 

interview and questi onnai res data collection instruments. 

1.7.S.I.Document Reviews 

Publi shed and unpubli shed documents regardin g decentra lized health services delivery such as 

j ournal s, pol icy papers, proclamations, plans and regul ations, federal and regional constitutions, 

reports and research papers have been rev iewed. 
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1.7.5.2. Interv iew 

In-dept h i11lerv iews we re conducted with politi cal appointees like head of Woreda Hea lth O ffi ce, 

t\Vo Health Ccntcrs, Wo reda Ad mini strat ion Office, Wo reda Coun ci l Office, Fi nance and 

Economic Cooperati on Office, Manager of the sample Kebeles, Core Business Owners', zonal 

Health Office Head and Orom ia Hea lth Office I-lead. The informants were purposively selected 

based on the know ledge they are supposed to have in decentra li zed hea lth servi ces de livery in 

the Woreda . 

Questionnaires were developed, admini strated and di stributed by the researcher. They were 

prepared in English and translated into Afaan Oromo language in order to ease data co llection . 

They were g iven to the selected in fo rmants. 

1.7.6.Methods of Data Analysis 

The analyses of the study was mainly descriptive that combines both primary and secondary data. 

As stated above, questionnaires and interview are good instruments for co llecting relevant data 

from primary data source such as controll ers, providers and seekers. Relevant documents were 

a lso reviewed . Data have been summari zed using tab les and percentages to give a condensed 

picture of the study. 

1.8.0rganization of the Study 

The first chapter deals with introduction, statement of the problem, objective of the study, 

research questions, research methods, signi fi cance and organization of the thesis. Chapter two to 

conceptualize decentralization, theori es and empirical studies related to decentralization , types 

and forms of decentrali zation and rationales of decentra lization . The third chapter g ives the 

overview of the Decentrali zed Ethiop ian health delivery system. Chapter four is a ll about the 

description of study area, data analysis and interpretation of health service deli very access and 

quality care at Mida Kegn Woreda. The last chapter dea ls with summary, conclus ion and 

recommendat ions. 

40epartment coordinators 
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CHAPTER TWO 

2. LITERATURE REViEW 

2. 1. Introduction 

The central a im of thi s chapter is to di scuss the concept of decentralization. Under thi s chapter 

decentralization will be defined and its various form s of will be discussed. Also arguments both 

in favor and aga inst decentralization will be deliberated. Finally empirical evidences will be 

discussed. 

2.2. The Concept of Decentralization 

There is no single internationally accepted definition of decentralization. It is defined 

contextually from the perspective of a writer who sees the subject. This means that 

decentralization is defined differently depending on the perspective of the department that is 

dealing with it. 

Decentralization refers to the process of di spersing power and responsibilities from the central 

level to local governments. These powers and responsibilities include planning, human resources 

administration, deci sion making, financial and political powers (Murugu, 2014:19). 

According to Rondinnelli (1983: 13) decentralization "the transfer of responsibilities of planning 

and managing resources have been rising to allocate, it from central government to field units of 

central government ministers or agencies, subordinate units of governments, semiautonomous 

public authorities, regional and functional authorities" 

Similarly for Anon (2003:35) decentralization is a means to empower and bring decision making 

back to the sub national governments and grass roots levels. Moreover, Tegegne and Kassahun 

(2004:36) define decentrali zation as transfer of social , economic and political authorities from 

central and its affiliates to sub-national governments in the process of making decision and 

managing diversity. In general, it is the way of governance to devolve, delegate and 

deconcentrate resources and powers concentrated at the hands of central government. 
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For Mercr3 (2004 :S) dece lllr31izati oll is the "devo lution of po\Ver" to loca l leve l authorities or 

"sharing of power" with local authorities. 

Fje ldstad (2004:20) l13s defined decentrali zat ion as "adm ini strat ive changes in whi ch, the higher 

level of governments devolved politica l, admini strati ve and fina ncia l powers to lower leve l 

governments to de li ver services. Politica ll y, e lectorates are empowered to elect and put pressure 

on po li t icians to translate their demands and requ irements. Politicians on the other hand, are 

supposed to monitor and control the bureaucrats to ensure services delivery" 

As di scussed above different meanings of decentra lization are given by different scholars but, for 

the purpose of thi s st udy, the definition given by Fjeldstad (2004:20) adopted because, his 

definition gives due emphases to service delivery. 

2.3. Theories and empirical studies related to decentralization 

Different theori es have been used to understand decentralization process. For the purpose of this 

thesis, democratic participation and systematic approaches theories have been used to explain 

decentrali zat ion process in Eth iopia because the aim of decentralization in Ethiop ia is to promote 

democracy and democrat ization at national , regiona l and Woreda by encouraging community 

participation (USAID, 2009 cited in Mulugeta, 2 102). 

It is a theory that deals the interaction among the central, regional , local governments and 

citizens. It advocates the empowerment of local governments to have political, financial and 

administrative powers that enable them to decide on their affairs (Ibid). 

Democratic participation theory is manifested in the form of authority, accountability, autonomy 

and capacity. Authority refers to the devolvement of political , financial and adm inistrative 

powers to enable local governments to decide on their own affairs. Autonomy refers to the ri ght 

that is constitutionally given to local government in order to decide on their affairs that falls 

under their jurisdiction without the interferences of third bodies. Accountability refers to the 

responsibility of locally elected officials horizontally to their people and vertically to higher 

government as we ll as capacity refers to the ability of local governments to hire human resource, 

raise taxes and constructing infrastructures that enab le them to provide public services to their 

constituencies' fa ll s under their jurisdiction (Ib id). 
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Furthermo re, systematic ap proach theo ry is a theo ry th at advocates J multil eve l partic ipati on and 

coordination o f federa l, regiona l, loca l government and community to promote democracy and 

del11ocrati za ti on. According to thi s theory even if a ll multi -leve l actors coordinated on the 

promot ion and implementati on of democracy and democrat ization, it advocates the autonol11Y of 

loca l governments to pass their own decision independent of hi gher government interventions 

(Norman, 1999 : 19) 

The federal constitution of 1995, stipulated the devo lution of pol itical , fi sca l and admin istrative 

powers and funct ions. Politica lly, it states that power belongs to the citi zens and that their elected 

representatives could decide their own fate within the ir jurisdiction. In fi sca l matters, tax powers 

are categorized into federa l, state and concurrent (FORE constitution article 96, 97 and 98). In 

terms of administration, the states have the power to ad minister the ir human resources and 

financ ial. It is based on regional functions with sectorial division of activ ities among regions and 

Woreda. The devo lution of powers are needed in health services "to develop better preventive 

and promotive as well as curative and rehabilitative of health care by including all segments of 

the population and assure accessibility and equity of health care by mobilizing and utilizing 

internal and ex ternal resources"(TGE, 1993). Due to this, health services delivery are devolved 

first at reg ional levels followed by Woreda levels. 

Administratively, decentrali zation can be explained in the form of decocentration, delegation and 

devolution . Decocentration is admin istrative types of decentralization whereby powers and 

responsibilities of decision maki ng, finance and implementation of a certain public functions 

shift from centra l government and regional governments to local government branch offices. 

Though certain public function s are transferred to local governments, central government has 

maintained full responsibilities to decide about services to be provided by local governments 

(Turner & Hulme, 1997: 153 154). 

In genera l it merel y shifts some part of administrative decentrali zation from central government 

and regional government offices to local government offices with strong field administrat ions or 

supervisions of central government ministries. This type of decentralization is practiced mostly 

in unitary state (Annon, 2003 cited in Dessalegn , 20 15). 

The roles of local governments are implementing centrall y or regionall y determined activities 

especially administrative aspects of activities. Despite the fact that, it is the first step towards 
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improving services deliveri es particu l3rly in countries where there are no C\ peri cnce with the 

other forms of decentralization (ibid). 

It is the weakest form of decentra li zati on in whi ch, the most crucial powers (po li tica l, financia l, 

admini strat ive and institutional powers) are reta ined by central government and implementation 

powers are left to local governments. (Ibid) 

Delegation is a more extensive form of decentrali zation III which local governments are 

respons ible for implementing the decis ion-making and administration of certain public functions 

on behalf of the central government or regional government authorities with proportional 

accountabilities (Matinussen, 1997:211). Despite the fact that the transferred powers are not 

constitutionally guaranteed, it is not entirely controlled by either the central government or 

regional government. Local governments are not suffered by strong supervi sion or field 

administration of central ministries or regional government bureaus rather central government 

expects proportional accountabilities from local governments . 

[t is characterized by "principal-agent relationship in which local governments act as closely as 

poss ible in accordance with the needs of central or regional governments" (ibid: 154).Under 

delegation , local governments have usually a great deal of di scretion in dec ision making .They 

may be exempted from strong field administration or supervision of central ministries or regional 

government bureaus. 

Devolution is the most extensive form of decentralization that is constitutionally devolved to 

local governments in order to manage a country 's political, social and economic activities and 

provide effective and efficient public services by enhancing public participations in decision 

making at the local levels (Dessalegn, 2015;Kumera, 2006).Devolved forms of governance is 

usually transferring full mandate and responsibility to make more effective and efficient decision 

making through mobilizing resources, increasing popular participation so as to create more 

political space conducive to actors (Ibid). 

[n a devolved system, local governments have clear and legally recognized geographical 

boundaries over which they exercise authority and deliver public services (Turner &Hulme, 1997) 
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2.4. Publi c Service 

Alike 10 clecentm li zn tion the de finiti on of public service is ambiguou s for a number of reasons. 

First, the tcrm pub li c serv ice is used interchangea ble with the term public good (no c lear 

di stincli on between good and service) . Second, those services or goods which are termed as 

public in some groups of countries may be termed as private in others. And third , even there is 

no uniformity in demarcating between private and pub li c sector itse lf among countries. This 

secti on of the paper tries to summari ze literatures on these three points. 

Phillip Maurice defined public goods or service as a product upon which there ex ists non­

exclus ion in consumption. That is to say one persons consumption is not affected by all other 

person' s consumption of the same product (Maurice, 1992, P-60) . In other words, Public goods 

or services are goods whose possess ion by one member of the public does not prevent its 

possess ion by others. By implication public goods are goods which are if avai lab le to one, shou ld 

be equally ava ilable to all and when consumed by one, are sti ll available in the same amount to 

others. Therefore, the consumption of public goods or services is open to all people and difficult 

to prohibit an individual from consuming it (Maurice, 1992). For this is due to the main reason 

that public services are considered as those services which are mainly, or completely, funded by 

taxation (public fund). As such, they can differ markedly from commercial private-sector 

services in a number of ways. These differences need to be both acknowledged and di scussed, 

because of their potential implicat ions for the development of delivery systems. 

Most typically, public services would include health services, education, defense, justice, and 

non-commercial semi state organizations (Humphreys, 1998, p-6). But Peter C. Humphreys 

further argued that it is particularly important to appreciate that such a broad functional 

definition of the public service can vary both through space and over time. 

As some researchers has observed, in relat ion to 'social public services' with in the developed 

nations for instance European Union (EU), there are significant definitional differences between 

public adm inistrat ions in the EU member states and it is mistaken to regard public, private or 

voluntary services as discrete and non-interactive spheres of human activity. As any attempt at 

cross national comparisons of services makes abundantly clear, the same activities (e.g. health or 

educat ion) may be undertaken by e ither the public and/or private and/or voluntary sectors 
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depending on the country concern ed. With rega rd to the services provided, the relationship 

between these three sectors can also vary significantly (Humphreys, 1998). In the case of 

deve loping countries most of the services indicated above such as educati on, hea lth , including 

water supply, roads etc. are mostly provided by government agencies and some of them is 

provided in co ll aboration/joi ntly or partially by the private sector. 

Therefore, in develop ing countries by and large, serv ices which are re lated with broad public 

consumption issues are provided by gove rnment agencies and termed as access to basic rights or 

servi ces ava il able to citizens and contributes to human needs or development. In varying degrees, 

basic public sector services like water supp ly and sanitation, housing or shelter, primary health 

care, education and roads are largely provided at local level. 

2.S. Why Decentralization in Public Service Delivery? 

This section focuses on the review of linkages between decentralization as mechanism of 

resource mobilization and decentralized service delivery as desired policy direction and loca l 

rural-based outcomes form services delivered. 

Traditionally, service delivery is based on either public or private provISIon depending on a 

variety of factors like political and economic structures, interest and capability of private 

providers, local finances, consumer or soc ietal preferences, geographic dispersal of service 

benefici aries, equity and properties of the serv ice itse lf. Hence, a country may organize service 

delivery in a variety of ways and levels ranging from private to public and from highly 

centralized level to highly decentralized level. Accordingly, Public services are often 

distinguished by an absolute, or at least comparative, lack of competition in the normal market 

sense of seeking to entice customers away from their competitors or rival service providers. 

Indeed, public services are often monopolistic or oligopolistic. As a result, many of the basic 

features of a commercial market place are quite simply absent from the delivery of public 

services. In addition, given the regulatory role often performed by public services such as tax 

collection and law enforcement, not only are public services often monopoli stic or oligopolistic 

in character, but they can also be mandatory. In the public services, different guiding principles, 

such as equitab le treatment and the allocation of resources according to need, pervade the 

processes of decision maki ng, management and provision (Humphreys, \998, p-9) . 
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As tri ed to show above among the object ives of decentrali zat ion im proved effi ciency and 

improved governance are basically concerned or directly linked with public service delivery 

because the provis ion of some publ ic goods is more economically e ni cient when a large r number 

of local in stitutions are in vo lved than when a larger number of loca l institutions is the provider 

(Rondinelli , 1989: 59). 

Besides the effic iency va lues, Wolman also proposed improved governance as the main factor of 

decentralization. Good governance refers to (a) responsiveness and accountabi li ty, (b) diversity, 

(c) and political participation. Wolman argues that: Decentralization, by placing government 

closer to the people, fosters greater responsiveness of policy-makers to the wi ll of the c itizenry 

and, it is argued, results in a closer congruence between public preferences and public policy. 

This is not only because decision makers in decentralized units are likely to be more 

knowledgeable about and attuned to the needs of their area than are centralized national 

government decision-makers, but also because decentralization permits these decision-makers to 

be held directly accountable to the local citizenry through local elections (Wolman in Bennet, 

1990: 27) . Moreover, as the World Bank summarized the central government is elected by the 

national electorate. One of the prime functions of an elected government is to manage the 

national economy in ways that the citizens, irrespective of location, benefit from government' s 

interventions . In order to meet up with these expectations, governments are required to 

decentralize to institute local authority dialogue lines by empowering local communities to 

decide on what is good for them. By decentralization, the decision making process on 

community resource utilization and related infrastructures are initiated by the concern 

community and then pass up to hierarchy for implementation. Decentralization creates an 

environment for democratic governance. An environment necessary for the central government 

to dialogue with the populations they serve and get their feedback before packaging required 

services. It enables the government to provide acceptab le cost benefit services as prioritized by 

the beneficiaries. (World Bank: Decentralization and Local Authority 111 Africa) 

http://www.freetocharities.org.ukledgfll3.pdfaccessed 02/0 I 120 16 
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2.6. Empirical Evidences 

The ex isting theo ries of decel1 tr31i z2 tion 111 deve lop ing countri es offer a v3riety hints on the 

imp2ct of the implementati on of thi s system it self. Those impacts are still debatab le as to 

wheth er or not thi s system was bringing benefit to citi zens. There is much emp iri ca l ev idence to 

suggest that in some cases, decentra li zation have positive impacts to service de li very, 

government performance, econom ic growth or reducing co rruption. In the other hand, there are 

al so some results, which show that decentra li zation creates higher perceived corruption and 

poorer service delivery performance. Countries have different motives to adopt decentralization. 

Some countries have changed their governance systems because of civi l war li ke Uganda or 

po li tical crises in Indones ia or responses to ethnic desire to have greater participation in political 

process like Ethiopia (Kumara, 2006 and Dasselegn, 20 15). 

Besides political benefits, decentralizati on system is promoted to enhance community 

participation, accommodating diversity, conflict resolution and promoting pub li c services 

effectively and effic iently. 

Decentralized political system reserved more power to local governments and grassroots 

communities through subsidiary princip le by enabling communities to participate in idea 

generati ng, planning, monitoring, implementing, managing and evaluating issues that affect their 

activities. Subsidiary principle also enhances communal participation in decision making directly 

and indirectly through their representatives. This communal participation in dec ision making, 

idea generating, planning, mon itoring, implementing, managing and evaluating has enhanced 

accountab ility, effectiveness, responsibility and efficiency of local governments to its 

constituencies (Dasselegn, 2015, kumara, 2006). 

Decentra lized polit ical system plays an important role in promoting diversity by giving political, 

financial and administrative powers to a certain cultura l groups that are not shared by a large 

gro up of people. It enables a certa in ,cultural groups to preserve and promote their cul ture, 

language, hi story and heritages as well as promoting in a decision making at nationa l, regional 

and local levels. In general decentralized pol itical system is response to diversity demands 

(Dutter, 2009). 
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Decclllr31i zati on process has devo lved po li tica l, fin 3nci31 3nd ad mini strati ve powc rs to a ll ethnic 

groups. This devo lution of power he lps to prcvent or reduce conflict by empowering all ethnic 

groups to dec ide on their own issues withou t the intcrlCrences of other ethnic groups. It 31so 

promotes peace by reducing actual or percei ved di spariti es may be emerged among various inter 

or intra ethnic gro ups and regions by all owing them to prov ide utilize their resources in order to 

improve their own we llbeing' s (Norman, 1999). 

Decentralized po litical system has promoted efficiency and effectiveness of deci sion making and 

public serv ice delivery by clos ing information to loca l governments by reducing in order to make 

deci sion timely and quickly (Kumara, 2006). 

It has also enabled local government to be more flexible than centra l government to fu lfill the 

preferences of the grassroots community as we ll as enforced locally elected official to be 

responsible to their constituencies (Dasselegn, 20 15). 

As says goes on 'de laying service is den ying services. ' Decentralized political system speeds up 

decis ion making and public services delivery by responding local claims and demands in timely 

manner. Due to thi s efficiency and effectiveness of public services have increased. 

Decentralized pol itica l system is not a panacea for a ll centrali zed political system. It has also its 

own pitfalls. These pitfalls are creati ng di sparities among inter and intra regions, creating 

spi ll over effects, macroeconomic instability and creating unfair competition among intra and 

inter regions (kumara, 2006, Dasselegn 20 15). Furthermore, decentralized political system 

reduces capital movement from regions to region by favoring the ' sons of soils' as well as " it 

increases corruption at grass roots level" (Zamalek, 2008 : 10). 

Conclusion 

In thi s chapter basically concepts, theory and rationale of decentralization reviewed. 

Decentralization processes transferred power and responsibility to lower level of governments. 

These responsibilities include political, admi ni strative and financial. These three aspects of 

decentrali zation were given to local governments through decocentration, delegation and 

devolution. Decentralization has promotes effective and efficient service delivery, promote peace 

and stability, democracy and promote public participation and as well as it creates 

macroeconomic stabilities and unfair competition among intra and inter reg ions. 
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CHAPTER THREE 

3. OVERVIEW OF THE ETH IOPIAN DECENTRALIZED HEALTH 

SERVICE DELIVERY SYSTEM 

3.I.Introduction 

The follow ing chapter di scusses about hi storica l development of modern health services de li very 

in Ethiopia, institutiona l frame work of decentralized health services delivers and fi nancial 

sources of health services delivery. 

3.2.Decentralization and Health Services Delivery in Ethiopia 

Until the turn of 19th century, there was no modern public health system . Health treatment was 

ent irely carried out by traditional hea lers like traditiona l medicine, prayer and holy water. The 

genes is of modern health services in Eth iop ia was pioneered with European Chri stian 

missionaries and expeditions. 

~ ~V ' 
The notion of modern public hea lt hi. h'.~l !r b"gun in the country around the begin ning of 20th 

,..;t lll l'..),:':"'\" 

century. The first modern hospital , M~t.:,{; i''';~ was built, in 1906 in Addis Ababa having 30 beds 
If)! '. ,, f 

wi th eight health professionals (four doct6~s'~nd five nurses (EPHA, 20 12). 

The empero r Haile Si llaseI had introduced different health institutions that contribute for 

services improvement such as establishment of Ministry of Health and health teaching 

institutions, formulation a national health po licy which run for three consecutive five years 

developmental plan from 1959-1 973 with objective of raising health serv ices coverage from 

15%-30% by the end of the third five year plan and to establi sh anti-epidem ic campaign to 

combat Malaria, Leprosy and Tuberculosis. 

The hea lth status of Ethiopia was so poor during Emperor Haile Si llaseI comparing to sub­

Saharan Africa. For example access to primary health care was 15% as compared to 33% in sub­

Saharan Africa in 1973 (Ethiopia Health Profile, 20 15).Furthermore maternal and chi ld mortality 

was high. Maternal and child mortality rates were 16001100,000 and chi ld mortality3501l000 

births in ! 973 (Eth iopia Hea lth Profile, 20 15). 
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Com muni cab le di seases such as ma lari a, Tuberc ul osis, Lep rosy and sex ually transmilLed 

di seases were also among the top killer diseases . More than three fourth of the country used to be 

suffered by ma lari a. Even though the govern ment took positive act ion by launching mala ria, TB 

and leprosy contro l and eliminat ion projects with support of USA ID, their impacts were low. 

Even if the regime attempted in expand ing modern pub lic health servi ce, the way of the service 

provision method was highly centrali zed. That is the prov inces and loca l governments had no 

say in when and how hea lth insti tutions estab li shed as we ll as how and when anti-malarial 

treatment should be deli vered. Sexually transmitted diseases were common diseases according to 

WHO ( 1970s) estimation. More than 50% of the people were suffered and sterilized by these 

d iseases (Ib id) . Due to this centra lized system, health service delivery was inefficient and 

ineffecti ve. 

In general during the imperia l regime hea lth prob lems were caused by fl own pol icy, budget 

constraints and centralization of health services. In terms of policy, the nati onal health poli cy 

was biased to curative while more than 90% of the health problems were caused by preventive 

and promotive hea lth service. Low budgets had been assigned to health sectors relati vely, to 

securities and education sectors. The major health problems of the emperor Haile Sillasel regime 

was highl y concentration of health services deli veries at urban centers li ke Addis Ababa and 

Asmara. While more than 95% of rural populations were suffe red fro m and died by absence of 

health serv ices . 

During the Derg regime maternal and child mortality rates were high, but made slight 

improvements. Maternal mortality was 1400/ 100,000 and child morta lity was 20511 000 bi rths in 

1990 (Ethiopia Health Profil e, 201 5). 

There were attempts made by of the regime to prevent and control such as malaria, Tuberculosis, 

leprosy, sexually transmitted di seases, small pox and meas les by intensifyi ng single disease 

control and elimination of projects and immunization Programmes. 

In general, there were the improvements of health service delivery during the regime. These 

hea lth sector achievements were registered as a result of the national health po licy that 

prioritized di seases prevention and contro l, ru ral areas health services and promotion of se lf­

reli ance and communities' invo lvement. The regi me had also accessed modern pub lic health to 
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~II comll1unities across the cou ntry, dcu rbJ nized health serv ice and in terill s of fi nJnce large ly 

thcre was no fee co llected from use rs for health services ideally. It had also designed 10 year 

deve lopment plan putting emp hasis on the rura l areas and preven tive and promot ive hea lth 

services deli very and the immuni zati on Programmes. 

In spite of this, health services deli very was ine ffic ient, ineffect ive and lo w covering due to the 

centrali zed nature of the then political syste m, low finance and littl e or no human resource. Local 

governments had no say on how and when hea lth services delivery should be given a patt from 

implementing what was decided at the top. Not only the mass ive centralization but al so the 

regime lacked leadership commitment to add ress and ma intain active popular participation in 

translat ing policy into action. The bulk of the national resources were committed to meet 

'Everything to the War Front ' slogan which left little public investment for deve lopment 

activities in any sectors (EPHA, 2012).Thus, health services access remained very low. 

With the coming of EPRDF to power in 1991 , the century -{l Id centralized system had been 

aboli shed and a decentralized political system was introduced. The regime has conducted two 

phases of decentralization since 1991 /2. The first wave of decentralization was to forge 

federali sm in the country in order to ' answer nationality question ' emerged since Menelik II 

military expeditions to the south and south east of Shoa. The federal system is supposed to 

address the century old suppression and exclusion ofnon-Amhara ethnic groups. 

The second phase of decentrali zation was a imed at addressing the chronic problem of 

inefficiency and ineffectiveness of public services delivery which had faced all regimes. EPRDF 

government conducted the second waves of decentrali zation since 2001/2 in order to enhance 

effective and efficient public services delivery to all communities in the country. 

The incumbent government have reduced maternal and child mortalities. Maternal and child 

mortality rate for Ethiopia was 42011 00,000 and6411 000 births respectively in 2013 (Ethiopia 

Health Profile, 2015). 

Communicable di seases such as malaria, Tuberculosis, leprosy, sexually transmitted di seases, 

small pox and measles have highl y reduced. For example malaria, leprosy, TB, STDs (except 

HIV and AIDS) showed reduction by 75%, 100%, 75%, and 75% respectively where as small 

pox and polio completely eradicated (Ibid). 
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Some 20%o f the country's al'eas became free from open de fecati on (ODF) in 201 5 (FMO H, 

20 15). These significant hea lth service improvements or developments were ga ined due to the 

pol icy, budget and devolut ion of power from the center or regions to loca l gove rnments. In term s 

of po li cy, the 1993 national hea lth policy, identifies preventi ve and promotive services, curative 

and rehab ilitati ve services, but official ly did not give attention to curative and rehabilitative 

service in practice it, favor both curative and preventive services. 

3.3.Legal Framework for decentralized health service delivery under FDRE 

In federal po[itica l system expenditure responsib ili ties are divided among different levels of 

governments federal , regional and [ocal. 

Since 1991 Ethiopia is a federal system in which powers and functions are divided between 

federal and regiona l governments. The powers and functions of both [evels of governments are 

derived from the federa l constitution (FDRE constitution 1995, article 5 [/52). Powers and 

functi ons of [ocal governments are derived from the powers and functions of respective regional 

states (FDRE constitution, article 50/4) .ln general, the provisions of health care are shared 

respons ibilities of all levels of governments. All levels of governments have their own powers 

and responsibilities or mandates. 

3.4. Health Care Financing Policy in Ethiopia 

Health service delivery is quas i-public goods. It is neither completely a public good nor [eft to a 

private sector. Health service financing policy is also critical issue. As the service is a quasi­

public good, health econom ics theories and international practices reveals that, health services 

are financed by pub li c on the principles of beneficiary benefits and NGOs. 

The current Ethiopia health care financing strategies focus on financing primary health care 

serv ices in a sustainable manner by mobili zing adequate resources mainly from government 

budget, out-of-pocket expenditure, health insurances, including payments in private wing in 

public hospitals, revenue retention and utilization. Poor nationals have the ri ght to get health 

services through fee waiver and exemption polices (FMOH, 2005). 
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(i). Government Budget 

Th is refers to hea lth expend it ures spend by va ri ous leve ls government INC LUDIN G federal, 

regiona l and loca l governments. Th is hea lth expendit ure is generated from pub li c treasury and 

extern al sources (do natio ns and ass istances). 

Table 3.2 : Eth iopia ' s Total health expend iture, in USD million 

Fiscal General Publ ic expenditure Private expenditure Per· Share 
year health capita arGDP 

expenditure 
Total budget Share T olal budget Out-Dr-pocket· Capital Share 

in % budget in % 

1995 230 93 40.6 137 107.55 29.45 59.4 4 3 

2000 357 195 54.6 162 128.3 33 .7 45.4 5 4.4 

2005 520 3 19 6 1.4 20 1 128.5 72.5 38.6 7 4.2 

20 10 1837 995 .7 54 .2 84 1.3 6 18 223. 16 45.8 2 1 6.9 

2011 1996 11 37 57 859 634.8 224.2 43 22 6.5 

2012 2435 1397.69 57.4 1037 807.8 229.2 42 .6 26 5.2 

20 13 2368 1347.392 56.9 1021 790.3 230 43 .1 25 

20 14 2584 1521.98 58.7 1062.02 829.4 238 4.9 27 

Source: World Data At las: !ill.Rs:llknoema.com/atlas/Eth lop laitop lcs/Health/Health-Expendlture, 

20 16 

The above Table dep icts that hea lth expenditure increased by about II folds from 230 million in 

1995 to 2584 million US dollars in 20 14. Government health expend iture also grew by 16 folds, 

from 93 million in 1995 to 1521.98 million doll ars in 2014, with exception decline of 

government budget in 201 3. The share of private expenditure on hea lth is also significant. It 

comprises, on average 59.4% in 1995 and 43.1 % in 20 14 of the total health expenditure. 

Government health expenditure consists, on average 40.6 % and 58.7 % in 1995 and 20 14. 

Eth iop ian health services have been financed by private insurance though it share are too low. 

Different governmental organizations such as Te le communication, Sugar Corporation and non­

government business organizations sllch as financi al sectors have used private insurances for 

the ir employees. 

Spublic expenditure incl udes federal, regional and local governments 
60 ut of pocket expenditure is any di rect outlay by households, including gratuities and in-kind payments, to health 
practitioners and suppliers of pharmaceuticals, therapeutic appliances, and other goods and services whose primary 
intent is to contribute to the restorat ion or enhancement of the health status of individuals or population groups 
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(ii). Initiation of soc ial hea lth in surance scheme 

The federal government issued socia l hea lth insurance proc lamat ion in order " prov ide quali ty 

and sustainab le un iversa l hea lth care coverage to bene fi ciary through poo ling resources and 

reducing financia l burdens during treatments"( FORE Proclamation ,690/20 I 0 Article 4) 

( According to Article 6 of the Federa l proclamation 690/20 I 0 the social health insurance scheme 

shall have the fo ll owing sources of finance: 

~ 3% of the gross sa lary of employers' 

~ 3% Employers contribution and 

~ Investment income 

A pensioner sha ll contribute 1% of hi s/her pension a ll owance and 1% Employers contribution 

Accord ing the Federal Regulation article 27 1/20 12 article 3(1) any beneficiary of social health 

insurance scheme shall have the right to rece ive the following health services from health 

institutions which have contracted with agency: 

a. " Outpatient care, 

b. Inpatient cares, 

c. Delivery services 

d. Surgical services 

e. Diagnostic tests and drugs included in the drug lists of the agency , and prescribed by 

medical practitioners" 

Nevertheless, the health insurance scheme has not yet implemented because the Nationa l 

Regional Government of Oromia was not in a position to implement in its region due to the then 

violence. 

Most of governments owned hospitals are allowed to operate a private wing in public hosp itals to 

address health workers' retention and providing alternatives to private health serv ice users as 

well as generating additional income for health institutions (USAlD, 20 16). 

26 



( iii ). Fee waiver system 

Fcc waiver system is one of thc major components of health care financin g reform. Waiver 

system is im plemented in public healt h facility, to increase access for those who cannot affo rd 

cost of hea lth service, to increase the finan cial capacity of health facilities and to improve hea lth 

service quality by using the reimbursed cost of the serv ices they provide through fee wa iver 

system. Accord ing to Mini stry of Federa l Health Manua l (2007) the following is receive as a 

beneficiary, households or Individuals who cannot afford to pay for health serv ices and thus are 

provided waiver certificates from Woreda, street children and homeless citizens who can provide 

evidence from the bureau of labor and soc ial affa irs and persons receiving 24 hours ' emergency 

care provided by health institutions, who cannot afford to pay for the service. 

Woreda and Kebele fee waiver se lect ion committee identify the poor individuals by using 

procedures, and, Woreda and city administrat ion fee waiver selection committee reviews and 

organ izes li st of potential fee waived it received from respective kebele fee waiver selection 

comm ittee and, approve the final beneficiaries (Ibid). 

Woreda Kebele committees use, the following points to select the eligible households for the fee 

waiver. For rural areas Size of land holding, number of dependents, number of livestock holding, 

Level of harvest, physical ability to work and earn income, earning less than minimum wage, 

househo ld size in relation to income. For urban areas homeless, and street dwellers, orphaned 

children who have no financial support from relatives or no adeq uate inheritance from their 

parents, households earning less than minimum wage, households whose living is based on petty 

trades and unable to meet their daily subs istence, physical ability to work and earn income, 

household size in relation to income, and also for both area use of other objective criteria in the 

locality to identify the poor. 

Kebele fee waiver selection committee, Woreda fee waiver selection committee, Woreda and 

city adm inistrations community, mobilization , labor and social affairs office and food security, 

disaster prevention and preparedness commission and office involve in fee wa iver se lection 

prose and all have specific duty and responsibility. And the waiver certificate is valid for one 

year. Based on the principle "no service is free" there is no free care in the health facility there is 

reimbursement mechanism of fee waiver from Woreda Finance and Development Cooperation 

quarterl y. And hospitals reimbursed by regional health office. And also each faci li ty shou ld have 

recording mechanism to make easiest the reimbursement prose. Health facilities present quarterly 
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report s on services rendered to wa iver ce rti licate ho lders to boa rd/governing body, Wo reda 

Ilca lth Office, Woreda and C ity ad mini strat ion and Woreda Finance and Deve lopment 

Cooperation. 

(iv) . Exemption services 

Ethiopia has provided hea lth services free of charges through exempted system for se lected 

pub l ic hea lth services such as hea lth ed ucation and treatment of tuberculosis patients, I-II V / A IDS 

and immuni zati on services to children under th e age of five and women and fam il y planning, 

counse ling and testing and deliver serv ices to women (USAID, 20 12). 

Conclusion 

Modern health services delivery is begun in Ethiopia during Emperor Meneli k II and a ll 

successive reg imes have expanded. Imperial Haile Si li ase I had tried to improve hea lth service 

delivery by formulating national health po licy, building health institutions and establi shing 

different projects used to tackle Malaria, Leprosy and TB. 

Derg reg ime had also tried to expand health service delivery by introducing espec ia lly primary 

health care units and expending immunization programme more and more. Due to thi s Child 

morta li ty and maternal mortality rate reduced and EPRDF regime has also improved health 

delivery by formulating clear hea lth policy g ive attention to preventive diseases and favors rural 

communities. 

28 



I 

CHAPTER FOUR 

4. DATA ANALYSIS AND PRESENTATION 

4.I.Study Area Description 

The locat ion of the study is Mida Kegn Woreda, West Shoa zone, Oromia Nationa l Regiona l 

State. It shares boundary with Horro-G uduru Wollega in the North, Chalia Woreda in the South, 

Ambo in the East and Horro-G uduru Wollega and Cha lia in the west. 

Figure 4.1: Map of Mida Kegn Woreda 
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Accordi ng to Rura l Land Environmenta l Protecti on offi ce documents (2016), the total area oC the 

Woreda is 990km2. It has thrce agro-eco logica l zones: - 12 % highland , 52 %t mid-highland and 

36 percent low land) . It has an estimated populati on of 103,452 oFwh ich 50,69 1 (49%) are male 

and the rema ining 52,76 1 (5 1) Female. From the tota l populations, 7034 (6.8%) is urban and 

96,452 (93.2 %) rural res idents (Town administrati on Document office, 2016). There are 30 

sectors and 25Kebeles admin istrations in the Woreda of which of 16 Kebeles7 ad ministrat ions 

have wireless te lephones and 9 Kebeles adm inistrations have 24 hours of power supply, 4 health 

centers8in Woreda ad mini strations and 25 have health posts9
. 

There are 39 state owned schoo ls, of which , 4 are first cycle primary schools (first cyc le 1-4) 

schools and the rest 30 schools are second cycle (5-8), 4 secondary high schools, I preparatory 

and I TVET.85% of Woreda population have access to primary education in 2016 and 91% of 

Oromia population have access to primary education in 20 16(Woreda Education Office Report, 

20 16). There are 123 potable water points, which provides 47% of total popUlation of the 

Woreda comparing 65%of total population of the region in 20 16 (Mida water and Mineral 

Woreda office report, 2016). With regard to road access, the Woreda has 95 km rural roads that 

connect Kebeles tu Woreda and Kebeles to Kebeles (Woreda adm inistration sector office 

documents, 2016). 

4.2.Characteristics of Respondents 

As it is indicated in chapter one, Woreda Health Experts, Woreda Chief Administration , Woreda 

Economic and Cooperation Offices, Core Process Owners, Health Center Directors, Health 

Experts, Kebeles Managers, Beneficiaries, Elders, Health Center Committees, Zonal Health 

Office Head and Regional Health Bureau Head were respondents of the researcher. 

Semi-structured interviews were held with 18 individuals from Woreda Chief Administration 

office, Woreda Economic and Cooperation Offices, Core Process Owners, Health Center 

Directors, Health Experts, Kebeles Managers, Beneficiaries, Health Center Committees, Zonal 

Health Office Head and Regional Health Bureau Head. 

'Kebele is the lowest tier of government consisting 3000-5000 population 
' It health institutions that is built for 25000 population 
9 It is the lowest level of health institutions that served 3000-5000 population and gives preventative services 
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Questionnaires were fill ed out by Hea lth Experts, Hea lth Extension wo rk ers and Bene fi c iari es. A 

total number of 57 questionnaires were distributed and 45 we re properl y fill ed out and returned 

wh ich showed 78 .94% response rate 

Table 4. 1: Characteristics of Participants by Gender, Work Experi ence and Ed ucational Status 

Description Number and percentage of respond en IS and informants 

offices Kcbeles Health Workers l3eneficiary Health Health Total 
hcads lO Managers center center 

directors committee 
No % No % No % No % No % No % 

Gender Male 6 100 8 100 15 65 10 33 2 100 I 50 40 
Female - 8 35 20 67 - I 50 33 

Subtota l 6 100 8 100 23 100 30 100 2 100 2 100 73 

Work 1-5 6 100 - 13 56 - - 2 100 2 100 23 
Experience 5-10 - - 8 100 4 17 - - 8 

10-15 - - 4 17 - - - - 2 
>15 - - 2 - - - - - - 2 

Subtota l 6 100 8 100 23 100 37 
Education <8 - - - - 15 50 15 
Leve l 8- I 2 - - 10 33 15 

Certi -- 4 - 4 
U IV - 4 50 10 2 2 100 18 
SA 4 66.6 4 50 4 5 16 - - 18 
MSC I 16.6 - - I 
MD I 16.6 - - I 

Total 6 8 23 30 4 2 100 73 

Source: Own Survey Result (March 2017) 

Table4.1 reveals the composition of the informants I I in terms of sex, work experience, and levels 

of education. Out of the total informants, 40 (54.79%) and 33(45.2%) were male and female 

respective ly, Size of participants represent fair gender mix, which entail s that health services 

delivery is the concern of the both gender and theinformants23 (31.5), 8(10.9%), 2(2.7%) and 

2(2.7%) have 1-5, 5-10, 10-15 and > 15 years of work experiences respectively. 

In terms of level of educations, informants constituted 15(20.54%), 15(20.54%), 4(5.4%), 

18(24.65%), 17(23.28%), 1(1.36%) and 1(1.36%)< grade8, Grade 8- 12, Certificate, Level IV, 

SA/BSC, MSc and MD respectively. 

Participants ' background on experiences and levels of educat ion assisted the researcher in getting 

a clue about their understanding of health serv ices del ivery at different times. 

10 \Voreda health experts, Woreda chief administration, Woreda economic and cooperation offices, Zonal health 
office head and regional health Bureau head 
II The individuals who have given their ideas either as respondents and interviewees 
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4.3 .Hea lth Service Deli very in Mida Kegn Woreda 

Introduction 

The 1993 nat ional hea lth po licy, genera ll y categori zed hea lth service deli very in to two: 

Preventive and promotive and Curati ve and Rehabi li tative services 

Preventat ive and promotive health services delivery are divided into five Programmes, hea lth 

extension service, prevention and control of communicable diseases, fami ly services, public 

health emergency services and preparedness services and curative and rehabi litative serv ices 

comprises clinical services. 

4.3. I.Health Extension services CHEP) 

Health extens ion service strategy is introduced nationally in 2003 to promote the health well­

being of a ll communities in the country. Mida Kegn Woreda administratio n implemented health 

extension services as one of its strategies to promote preventive and promotive hea lth services to 

communiti es by mobil izing health extension workers and health experts as well as organizing 

and establishing health centers and health posts. Besides, this mobilizi ng health experts and 

organi zing and estab li shing health institutions Woreda adm in istration has superv ised health 

workers and health inst itutions and equipping health institutions with by the necessary medical 

equipment and drugs are needed to provide health services both at health posts and health centers. 

Kebeles administrations have mobili zed different social organization like one 1-5 networks, 

deve lopment teams, health development army and communities to promote health service to 

local communiti es . Kebeles and Woreda Councils have evaluated and supervi sed health posts 

and health center performance. 

As the socio-economic status of communities have improved and demand for quality services of 

health services delivery of beneficiar ies ' increases from day to day. To respond beneficiaries ' 

demands, all leve ls of government have strengthened the capac ity of health extension workers. 

To strength health extension capacities federal government has introduced second generation of 

Health Extension Workers, regional governments training and local governments are recruiting. 

The aim of the second generation of health extension is to upgrade health extension workers 

educational status from cert ificate to level four community health nurses (Ethiopia Health Profile, 
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20 15). Due to thi s, 29 and 5 hea lth extension workers upgraded and are upgradin g th eir 

edu cat ional status from certifi cates to leve l four community hea lth nu rses (M ida Kegn Woreda 

Hea lth Office Report, 20 16). 

Tab le 4.2: Hygiene and Envi ronmental San itatio n Coverage Progress 

Ind icator Plan 2003 Pcrlorrnancc in 2003 Plan in 2008 Performance in 2008 Changes 2003-2007 
Proper and safe solid and liquid waste 10% 0% 100% 30% 30% 
management 
Health supply sa fety measures 15% 5% 75% 55% 50% 

Foods hygiene and safety measure 15% 5% 100% 75% 70% 

Healthy home environment 15% 0% 90% 70% 70% 

Personal hygiene 15% 5% 90% 75% 70% 
Latrine 70% (53%) 100% 93% 40% 

Source: Mlda Kegn Woreda Health office performance report (2016) 

As far as health extension package is concerned, hyg iene and environmenta l sanitation is one of 

the major components. Mida Kegn Woreda admini stration played a crucial ro le in the 

improvement of hygiene and environmental sanitation by hiring, training and mobilizing health 

extension workers, and health experts, and organi zing and establi shing health centers and health 

posts. Bes ides, the mobilization of human resources, the Woreda administration supported and 

supervised and gave feedback to hea lth extension workers, health posts and health centers and 

organ ized training to communities and rewarded ro le model households for who had made 

cleaning their homes and environments and maki ng hygiene and sanitation part of their day to 

activities. Kebe les Adm inistrations have also mobili zed differe nt soc ial organizations like 1-5 

networks, development teams, hea lth development army and commun ities to promote health 

service to local communities and al so create awareness in order to protect their environmental 

hygiene and sanitations. Kebe les and Woreda councils have evaluated and supervised and gave 

feed backs to health extension workers and health posts and health centers performance. 

Despite the improvement of environmental hygiene and sanitations since 2003- 2007 EFY, still 

there is a huge gap between plan and performances of environmental hygiene and sanitation. 

Three points are fo rwarded as reasons. Accordin g to the Health Office Head, under performance 

of hyg iene and environmental sanitation emanated from lack of commitment from health 

extension workers, health professionals to aware and educate the communities. 
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However, all hea lth extension workers argue Ih3t the underperformance o f hyg iene and 

environmental sanitation is caused by mismatch in the deployment of health wo rkers with the 

3rC3 s ize o f the Kebe les. Most of the Kebcles are too large to cover by two hea lth ex tensions 

workers. Moreover, hea lth extension workers confi rm that Woreda hea lth office does not adjust 

any means of transportati on li ke bicycle. Thi s prob lem makes difficu lty to reach a ll co rners of 

communities on foot every day. 

Health center directors, envi ronmenta l hygiene and sanitation did not meet its target because 

communities d id not internali ze health education and communicat ions frequentl y were given by 

hea lth extension workers. Besides, health educat ion is not included in print and electron ic 

exclusive ly oral education and communication. 

All respondents po inted out that health institutions, Woreda administration, Kebeles managers, 

educat ion and re ligious institutions are doing their best to declare Open Defecation Free (ODF)12 

by building public latrine around Kebeles office, school s, churches, along road side and market 

areas and encourage communities to have their own latrine, however, open defecation is still 

high in the Woreda because of lack of awareness to use latrine regularly. 

As we know devolution of power is argued to promote local participation at grass roots level. 

T hi s local part icipation is supposed to enab le local governments to improve public services 

performances. However, local governments have achieved less in ODF according to health office 

head and health center directors "Even if open defecation free belongs to Health Extension 

Workers regular job, most of the time, it is done by campaign. In campaign the major problem is 

lack of balancing all field jobs as is carried out at the same time. Secondly, health extension 

Programmes have needed communities' participation. The mobilization of grass roots 

communities need the commitment of political leadership. However, there is lack of political 

commitments ji-OIl1 officials " 

In general a ll informants confirmed that hea lth outcomes gained from the implementation of 

environmental hyg iene and sanitation has reduced over 80% morbidity of communicable 

diseases such as diarrhea, typhoid , typhus, lardia and ameba. 

I2The entire cOIllJ11unity(household's, schools, religious institutions etc.) stopped the practices of open defection 
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4.3.2.Maternal Se rvices 

(i). Newborn Maternal Health Services 

Mothers have faced three prob lems during pregnancy In seeki ng medical treatment. These 

problems include: 

D At homes in connection with harmful traditiona l practices 

D On the roads caused by lack of adequate transportations and, 

D Lac k of hea lth faci lities own ing to poor infrastructural facilities and inadequate 

drugs and professional cares 

The Woreda administration designed an unprecedented plan to curb maternal death . To achieve 

the plan, it set three strategies. The first strategy to address mothers ' problem at home is through 

hiring, training and deploying hea lth extension workers at every Kebele. Hence Kebele 

administrations organi zed Health Development Army in 'order to initiate mothers to go to health 

institutions whi le they are pregnant to seek med ica l care. In line with this, Kebele 

administrations of Mida Kegn Woreda had organized and mobili zed 523Health Development 

Army to raise awareness the communities to visit hea lth institutions regularly during pregnancy 

and before they come across labor (Mida kegn Woreda Health office Report, 20 16). 

The second strategy was through facilitating modern transportation systems using Ambulances!] 

The Woreda admin istration reli ed on two ambulances to address problem of transportation 

mothers faced on the road in times of delivery (Mida Kegn Woreda Report, 2016). Bes ides, 

Kebele admin istrations readied the ir own means of transportations system locally known as 

cultural ambulances. It locally made from leather products and wood. Kebele administrations 

have also taken a number of actions towards improving maternal care in their own creative ways. 

Each garee 140r team has its own culture ambulances and totally the Woreda admini stration has 

523 cu ltural ambulance services (Woreda Health Office Report, 2016). 

The thi rd strategy is reli ance on forming 'compassionate, respectful and caring work force' 

(eRC) to solve the problems of mothers at health institutions by giving long and short term 

!JOne from federal government donation and the other from Oromo Development Association 
14 sub Kebele administrative division in Oromia .It is the second smaller , administrative system next tokko 
shanee(I-5) network 
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trai ni ng, im proving the li ving conditions of hea lth profess ional s an dhiring additional hea lth 

profess ionals such as midwi ves and prov iding adequate drug ,medica l supplies and equipment. 

These strategies helped in reducing home de li very from 83% in 2003 EFY to 42% in 2008 and 

matern al and child morta lity from 8201100,000 persons in 2000 to 4201100,000 to 2008, 

10011 000 persons in 2000 to 6411 000 persons in 2008 EFY respectively. Home deli very 

decreased from in 4 1% 2003 to 2008 EFY. These strategies con tributed to improving access to 

sa fe, affordable and effecti ve care delivery. Performance of skilled deli very increased from 5% 

1995 to 53% in 2008 EFY. All tiers of ad min istrat ions have high commitment to make materna l 

death zero by making home delivery zero. They have showed their commitment to end matern al 

death sticking to the principle that a mother does not lose her life to give life (FMOH, 2016) . 

Table 4.3: New born Maternal Health Coverage (EFY 1995) Baseline and 2008 Performances 

Indicator 1995 1996 1997 1998 1999 2000 200 1 2002 2003 2004 2005 2006 2007 

Skilled 5% 6% 7% 9% 8% 12% 19% 23% 17% 18% 27% 45% 56% 
deliveryl5 

Home deli ver . . 83% 82% 73% 55% 44% 
, 

Source -Mlda Kegn Woreda Health office performance report (201 6) 

However, the above table reveals that, still 42% of mothers delivered at home in 2008 EFY. This 

shows that home delivery was high and that the poss ibilities of maternal and child mortality was 

also high. The principle was not full y translated in to practice. In that the same period home free 

de li very was42 , 38 and 32 of at national, Oromia and Mida Kegn Woreda levels respectively. 

The Mida Kegn home delivery was high when compare with regional and national health 

performances. The Mida Kegn Woreda home delivery was caused by poor access to health 

services, lack of adequate transpOitation services and health facilities (drug, profess ional care 

and etc.). 

15 All women who have access to skilled care during pregnancy and childbirth to ensure prevention, early detection 
and management of compl ication. 

36 

2008 

58% 

42% 



(ii). Maternal Reproductive Hea lth 

Table 4.4: Materna l Reproducti ve hea lth coverage (EFY 1995) baseline and 2008 performance 

Indicator 1995 1996 1997 1998 1999 2000 200 1 2002 2003 2004 2005 2006 2007 2008 

AN C i
' I 4 12 20 30 38 55 76 90 93 100 100 

PNC 9 10 10 13 17 23 58 57 72 72 72 

FP 24 24 29 35 48 43 60 72 61 60 
18 

Source: Mlda Kegn Woreda Hea lth office performance Report (20 16) 

The above table shows the improvement in antenatal and post-natal care as well as increment in 

fam il y planning from 1999 to 2008 EFY is attributed to the health professionals. These 

developments were strengthened with the efforts of Woreda administration. These efforts 

included provid ing free planning, free counseling and gui dance before and after birth and as well 

as training, mobili zing and organizing health sector officials at all levels. 

Kebele administrations have also improved maternal reproductive by training, mobi lizing and 

organizing different social arrangements like 1-5 and health development army to aware mothers 

to take advantage of family planning serv ices . Moreover, the Woreda administration has built 

one hea lth post at Kebele level meant to serve 3000 persons and one health center for 25,000 

persons to increase mothers and adolescent access to institutions. Kebele admi ni strations have 

also supervised and monitored health posts and health extension workers in order to give better 

gu idance and counseling to mothers pre, during and post-natal times. 

100% informants noted that the improvements of maternal reproductive have brought many 

benefits. The antenatal cares reduced delivery ri sks from time to time. The fear of death during 

delivery among the community in general and family in particular have shown. Furthermore, the 

antenatal care services boosted confidence of pregnant women owing to series interventions and 

reproductive health services. 

In general, the interventions on reproductive maternal health services enhanced awareness on 

ri sks during pregnancy, delivery and the postnatal period. 

In spite of the post-natal care improvement, yet sti ll about 28% of mothers are not able get health 

professional s after birth . According to health office head, health center director and health 

16 Is the access and use of health care during pregnancy 
17The proportion of women and new born get care, at least once during the first 7 days after delivery for reason 
re lat ing to post-partum services. 
18 The service clients are provided with counseling, phys icals and exam, follow-up care and contracept ion. 
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profess iona ls, the low leve l ofpost-n3ta l ca re is allri buted to poor awa reness abou t communi ties' 

to postnata l care services. A I most a ll interviewees and respondents al so reaffirmed gap in 

awareness on post-natal care. 

Family plann ing is a means to improve maternal hea lth. The table 4.4 revea ls that performance 

of fa mil y plan ning increased from 24% in 1998 EFY to 60% in 2008 showing progress in the 

same peri od. 100% underlined that the outcome ga ined due to family planning substantia ll y 

reduced prob lems occurring in connection with pregnancy and delivery. Nevertheless, yet about 

40% mothers do not rely on famil y planning. 

About 12 (46. 15 %) interviewees and 22(45.83%) respondents pointed out that the delay in using 

fam il y planning especially in the Woreda happened as a result of attitud inal problems toward 

family planning and women fertility. 

About 14 (53.8 %) interviewees and 23(5 1. 1 %) inform ants responded that as women face famil y 

planning fati gue, headache and the di sorder in menstruation cycle and husbands force them not 

to use family planning. 

(iii). Counseling Services 

Tab le 4.5: Matern al Counseling and HIV test (2003EFY) Baseline and 2007EC Performance 

Indicators 2003 2004 2005 2006 2007 Changes from 
2003-2007 

T " Per % Per % Per % per % Tar Per % 
Pregnant women counseled 3257 418 13 788 24 1236 37 1768 53 3419 1903 56 
and tested . 

HTV +ve pregnant women 4 1 25 1 13 9 75 4 1 1 16 

Source: - M1da Kegn Woreda Health Office Performance Report (2016) 

Table 4.5 reveal s above indicates that pregnant women counseled and tested plan increased by 

106 pregnant women counseled and tested from 2003 to 2007 EFY When thi s performance is 

compared with the planned target of services it increases on average 43%. 

Woreda admini stration was providing free counse ling, testing and guidance by trai ning, 

mobilizing and organizing health sectors offic ial s at a ll levels of Kebeles to supervise fo llow up 

J9Tstands for target 
20 Per stands for perfomlance 
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to pregnant women counse ling and tested be fore, during and post-natal there by prov idi ng 

antiretrovira l therapy to infected mothers. 

Kebele ad ministratio ns partic ipated in counse ling by mobilizing and orga nizi ng diffe rent soc ial 

arrangements like 1-5 and health deve lopment army to aware mothers to protect them from 

HIV/A IDS and tested at near hea lth institut ions and hea lth posts. Kebele ad ministrations have 

also supervi sed and monitored hea lth posts and hea lth extension workers in order to give better 

guidance and counseling and testing to mothers before, during and post-natal. The positive 

developments ga ined from counseling and testing is " rapidly declining" 1-1 IV infected mothers in 

the Woreda and reduced orphan-hood. 

4.3.3.Prevention and Control of Communicable Diseases 

(i). Malaria Prevention and Control 

Malaria is one of the major health problems in the Woreda. More than half of the Woreda 

population is at risk of malaria infection .In order to control the expansion of malaria in the 

Woreda, a triangular efforts of the federal Ministry of Health, State Health Bureau and Mida 

Kegn Woreda admini stration are doing their best by distributing bed nets, spring insecticide 

treated nets and mobili zing communities to clean their environment and Woreda administration 

has conducted Indoor Residual Spray (IRS) due this most mosquitoes places have been 

eliminated and controlled. 

Table 4.6: Number of people gained LUN, beds nets and laboratory confirmation services 

(2003- 2008EFY) 

Activities 2003 2004 2005 2006 2007 
Tar Perf % Tar % Tar % Tar % Tar Per % 

LLTN 2534 2534 100 9524 93 3\36 95 2584 93 3t72 3172 100 
Bed nets - - - 22 100 100 - - 69000 100 - - -
Lab. 1020 57 18 56 28 2250 t7 1025 \3 \360 t270 93 
confirmed 0 

Source: - Mlda Kegn Woreda Hea lth Office Performance Report (2016) 

Tab le 4.6 shows that of long-lasting insecticide treated were sprayed plan increase by 638 from 

2003 to 2007 EFY. When thi s performance is compared with the planned target it increased by 

100% on average 
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Bed nelS di str ibution plan increased by 46,900 from 2003 to 2007 EFY. When compared wilh 

perfo rmance in the previous year it increased by 100% on average. 

100% respondents and interviewees mentioned that d istribut ion of bed nets, long lasting 

insecticide treated spray and laboratory supported treatment reduced mortality and morbidity 

caused by 95% in the Woreda. 

(ii). Tuberculosis Prevention and Control 

TB is another health problem that has affected both rural and urban people in the Woreda. In 

order to contain the expansion of TB in the Woreda, a triangu lar efforts of the Federal Ministry 

of Hea lth , Orom ia National Regional Health Bureau, Woreda Administrat ion of Mida Kegn and 

Kebele admin istration did their best by examin ing TB patients, treating and supervi sed and 

Kebeles admin istration mobilized commun ities to aware and TB patients go health centers. 

Table 4.7: People who contracted TB identified , detection rate and leprosy detection rate services 

(2003- 2007EFY). 

Activities 2003 2004 2005 2006 2007 Changes from 2003-
2007 

T per % Per % Per % pe % per % % 
r 

TB suspected 950 197 21 245 26 30 45 46 10 850 80 59 
Detection rate 82 14 15 30 41 42 45 43 90 50 51 37 
Leprosy 5 5 100 4 80 6 100 6 - 4 100 100 
detection 

Source: Mlda Kegn Woreda Health office performance report (2016) 

From the above table it is possible to conclude that the performance of TB suspected 

identification and detection rate is still low comparing with the plan. 

The health office head stressed that the causes of low level, TB suspected identification and 

detection rate due to the low level of budget constrain, human resources constraint, communal 

awareness and mobi lization in order to encourage the suspected ones to visit health institutions. 

However, health extension workers argued that the low level of TB suspected, detection rate 

emanated from , the low level of attention fro m health office and health centers. Moreover, 

prevention and control of communicable di seases are shared responsibilities of health posts and 

health centers. In sp ite of thi s, health centers are biased toward curative serv ices. 

40 



100% in fo rmants confirmed noted that the positi ve deve lopment ga ined from TB suspected 

identifi cati on and detection rate reduced mortality and morbidity caused by Tuberculosis. Hea lth 

office head and hea lth center d irecto rs stated that th e achi evement was ga ined due to the 

awa reness creation and commitment of cOlll munity to bring suspected leprosy to hea lth centers. 

100% inform ants pointed out that illness and di sab ili ties caused by lep rosy on average of 

e lim inati on due to stri ct follow up by hea lth institutions and awareness and commitment of 

communities to bring leprosy patients to hea lth centers. 

Furthermore, a ll heal th extension workers and hea lth profess ionals noted that, the d isappearance 

of leprosy emanated from expansion of immunization program and other clin ical services. 

4.3.4.Public Health Emergency Preparedness and Response 

Thi s refers to "the process of anticipating, preventing, preparing for, responding to and 

recoverin g from impact of epidemics and hea lth consequences of natural and manmade di seases. 

It includes preparedness, early warnin g, response, epidemic intelligence service and recovery" 

(FMOH,2008). 

Table 4 .8 : Public health emergency preparedness and response (2003- 2008EC). 

Acti vities 2003 2004 2005 2006 2007 Changes from 2003-
2007 

Ta Per % Pe % Ta % Pe % Ta Pe % 100 
r r r r r r 

Anthrax 3 3 100 4 10 4 100 4 100 4 4 100 100 
Dysentery 2 0 0 2 0 0 2 0 0 3 0 25 
Measles 2 3 110 2 100 2 100 2 100 4 4 100 100 

Source: - Mlda Kegn Woreda Health Office Performance Report (2016) 

The Woreda administration mobilized hea lth development army, health extension workers and 

other health experts to investi gate monitor and inform public health emergency preparedness and 

response and making high survei ll ance on those di seases such as measles, meningococcal 

meningitis, dysentery, suspected anthrax and their negative health consequences. Kebele 

admini strations participated in reducing publ ic health emergency preparedness by mobilizing 

communities at grass root level to follow up and monitor the symptom of aforementioned 

diseases and report to nearest health institutions. 
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Despite public hea lth emergency preparedness and response, no suspected rabies surveillance 

was conducted, whi le most or the Woreda people are highl y suffered from rabies cases . All 

Kebele managers and respondents noted rab ies cases . need due attention from Wo reda 

ad ministration. Furthermore, a ll interviewees and respondents mentioned that, sudden outbreak 

meas les of, meningococca l meningiti s, dysentery and suspected anth rax have reduced . 

Woreda administration has the inspected and making survei llance of private clinics and 

profess ional practices, health centers, schools, grain mill s, hotels, cafeteria, restaurants, food , 

laboratory chemicals and reagents, medical equipment and cosmetics. The inspecti on and 

surveillance of regulatory services have improved the quality of health service delivery through 

institutionalizing of accou ntab ili ty, transparent and separation of purchase, providers and 

regu lator of drugs, laboratory chemicals and reagents and medical equipment. 

Despite these positive developments, regul atory services do not well function because there are 

no environmenta l hea lth professionals assigned to the department. For thi s reason, the regulatory 

department is conducted by delegation. The delegates are working simultaneous ly with their 

assigned job. In this s ituation, delegates focus on their main duty rather than regu latory tasks, 

which are side job assigned to them. 

4.3.5.Clinical Services 

Clinical services are services that are given both at private and public health institutions. In the 

public and private hea lth institutions both inpatient and outpatient departments services are given. 

Tab le 4.9: Trends of health services from 2003-2007 EFY in Balemi and Chukala hea lth center. 

The researcher selected Balemi Health and Chukala centers because these hea lth centers are 

serve more people and long experience. 

Activiti 2003 2004 2005 2006 2007 2003-2007 
es Tar Perf % Perf % Perf % Per % Tar Per % Performance 
OPO- 4424 864 t9 8942 25 9986 33 13293 38 49271 20561 42 19697 
IPO" 4402 42 1 10 584 17 659 21 1424 25 9854 2720 28 2299 

21 Is the average number of outpatient visits include first and repeated visit per person. 
22 The number of patients admitted including transferred from other health facilities during the reporting per 1000 
population. It includes all patients admitted to 

• Wards( all patients under the care of the inpatient case team should be included ,even if they are adm itted to 
a tro lley or stretcher .i.e. do not have a bed 

• Clinical facilities( like intensive care units, ophthalmic units 
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Source -Mida Kegn Wo reda Hea lth Office Performance Report (20 16) 

Tab le 4.9 revea ls that outpatient performance increase by 19,697from 2003 to 2007 EFY. When 

th is performance is compared with the planned target it increased BY 23%average. Inpatient 

department plan increases by 2299 patients from 2003 to 2007 EFY. When thi s perfo rmance is 

compared with the planned target it increased by l 8% average. 

Woreda adm inistration has improved cl ini ca l services to communit ies by improv ing drug and 

med ica l equipment, facilitating transportation services, adj usting beds, hiring profess ional 

experts and providing free treatment to lowest income communities through free waiver systems. 

To provide free treatment the Woreda administration allocated 50,000ETB per year. Despite 

these facilities , clinical services performances are too low. 

Health office head and health center directors affirmed that, the low level of clinical serv ices are 

caused by the low level of communal behavior seeking medical treatment and lack of drug 

availability and medical equipment communities are go ing to private clinics. 

Three Kebele managers (Mafcee, Gerado and Gambella) noted that low level of cl inical services 

caused by the res idents of the arid areas are far from health institutions due to this some are 

treated in the neighboring Woreda and others left without any treatment. Furthermore, the 

interviewees affirmed that, most of residents in the arid areas travell ed over 10kms to get to 

health centers. Furthermore, 35% respondents indicated that the low level of clinical services 

caused by lack of drug and absences of bedroom in the health centers. About 40% of respondents 

noted that the low leve l of clinical serv ices is caused by low level of communal behavior seeking 

medical treatment. Some 12% of respondents indicated the low level of clinical serv ices is caused 

by low level the communities' attitudinal problem that they might not contract any diseases . And 

3% of respondents pointed out that the low level of clinical services are caused by the 

remoteness of health centers from arid dwellers where as 10% of respondents indicated that the 

low leve l of clinical services are caused by financial problems. 
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Summary 

Sin ce 200 1 Mida Kegn Woreda administration is do ing its level best to access hea lth service to 

a ll Wo reda communiti es irrespecti ve of geographic ba rri ers, financial barriers, gender, re li gion 

and po liti ca l po ints of view. T he contribution of th e Wo reda of government to access health care 

serv ice are mobi li zing and enhancing stake holder' s awa reness such as commun ities and 

nonprofit organization and government orga ni zations, Provid ing basic infrastructures such as 

transportation like ambu lances, drug and med ical equipment, Evaluating and 

monitoring ,implementing and supervisi ng the activities of health posts and health centers, 

Mob ilizing financial resources to improve hea lth access to Woreda people espec ially women and 

chi ldren by providing to serv ice free of charge and poor through providing waiver system and 

Hiring human resources have been needed to provide and promote health service delivery. 
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not even g ive op tion regarding technical 11l1l113n resources. Still , there is a big gap between 

constitutional prom ises genuine and devolved powers in practice. The solely recruitment of 

human resource violates the local government powers and autonomy to de li ver health services. 

The other dimension of decision making power has manifested in pharmaceuti cal and medica l 

equipment procurement and purchasing areas . Accord ing to Woreda Hea lth Office Head and 

Hea lth Center Directors, pharmaceutical and medical equipment is the backbone for effective 

hea lth sel'vices deli very in order to address loca l communiti es need. To provide effective, 

access ible and effici ent health services local adm inistrations need to exercise their 

constitutionally guaranteed powers and responsibilities in pharmaceutical and med ica l equipment 

procurement. However, in practice pharmaceuticals and medical equipment procurement and 

purchasing is conducted by Regional Health Bureau. 

According Oromia regional health bureau head, to make drug procurement and purchasing 

processes transparent and accountable it should be purchased and procured at state levels. To 

exerci se the power of purchasing and procuring the State health Bureau monopolized drug and 

medical equipment procurement and purchasing and it signs agreement with organization who 

deliver drug and medical equipment. And then it distributes states admini strations and public 

health institutions such as hospitals, health centers. Until 2007 the Bureau had been purchasing 

from Pharmaceutical Fund and Supply Agency (PFSA). 

Acco rding to Zona l and Woreda Hea lth Office heads interviewees, since 2007, the Bureau has 

shifted its customer from Pharmaceutica l Fund and Suppl y Agency (PFSA) to Biflu Adugna state 

owned enterpri se without any consu ltation with Woreda health offices and respective institutions 

The shi ft in drug procurement and purchasing was from Pharmaceutical Fund and Supply 

Agency (PFSA) Biflu Adugna due to weak procurement processes with the former supplies. 

Since 2007 EFY Biflu Adugna overtook form the Pharmaceutical Fund and Supply Agency 

(PFSA). 

However, the cha llenge of drugs and medical procurement has not been improved. Biflu Adugna 

pharmaceutical suppl y procurement is also weak and its prices drugs are higher than the previous 

one. It does not consider the drugs and medical equipment demand of local governments . 
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Furthermore, the inte rviewees also noted that, weak procurements process of Biflu AdugnG 

pharmaceutical suppl y leads to problem of drug affordabilit/ 3 (because it adds up to 35% on the 

norma l price). When th e enterpri se ads the prices of dru gs, the hea lth institution s are ob li ged to 

transfer up to 25 %'.As an effect, ava ilab ility of essential drugs24 is flex ible from time to time. 

Additi onall y, drug wastage has been increasing from time to time because the enterpri se does not 

keep the request of the hea lth situations. The price increment seen in connection with Biflu 

AdugnG pharmaceutica l suppl y drugs emanated from its poor barga ining power and manageri al 

ineffici ency. However, thi s purchasing and drug procurement process vio lates the local 

government powers and autonomy. 

(ii). Human Resources Capacity 

Health workforce is a very crucial part of health system hea lth performance and its effectiveness 

and efficiency so as to achieve community health needs. According to Ethiopian Health Standard 

Agency (20 13), each health center has to have to be 30 workers both technical and non-technical. 

However, in practice, hea lth centers in Mida Kegn do not have adequate ski ll ed manpower. 

Tab le 4.11: Required professionals at a health center in number and types 

Professional Required Required human resources in quali fications' Available man power 
Certificate Diploma Degree Certificate Diploma Degree 

Health officers - 2 4 56 3 
MD(Optional) - 1 

Midwife 2 1 
Nurse - 3 
Ophthalmic nurse - 1 

Psych iatry nurse 1 
Envi ronmental health 2 
Laboratory technician 1 1 
Pharmacists/druggist 2 2 
Cleaners 5 

Archive workers 6 

Maintenance officers 1 

Morgue attendant 1 

Total 

Source: Eth iop ian Standard Agency 20 13 

23 It refers to the ab il ity to buy. It is calculated as the minimum government employed salary divided to 30 day. 
24 It is the proport ion of months in the time period under considerat ion for which given tracer drugs was ava ilable 
when needed. It include drugs used in preventative and curative services, including contraceptive and vaccines such 
as Amoxicill in, Oral rehydration salts, Arthemi sm, Mebendazole, Tetracycline eye o intment, paracetamol , 
Refarnpicine, Medroxyprogesterone injection, Ergometri ne maleate tablets, Ferrous sai lt Plus Folic acid ,Pentavalent 
DPT-~ep-Hib vaccine 
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Table 4. 12: Exi sting Hea lth Workers of Hea lth Centers at Mida Kegn Woreda, 2017 

Professional Required Existing HR in each health centers, in qualifications' 

Chukala Balemi Kegni Biti lc 

Cer"'> Dip' · BSe ccr Dip BSe cer Dip BS cer Dip BSe 
27 e 

Health orficcrs 1 - - -
MD(Optionat) - -
Midwife 2 - 2 - - 3 - 2 -
Nurse 6 1 - 6 - - 6 - - 8 t 
Ophthalmic nurse - -
Psychiatry nurse - - - - - - - -

Environmental health - - -
Pharmacists! druggist 1 1 1 1 

Cleaners 2 2 2 2 
Archive workers 5 5 6 6 
Maintenance offi cers - - - -
Morgue attendant - - - -
Cleaners 2 2 2 2 

Source Mlda Kegn Human Resource document, 2017 

The above table shows that Chukala Wange health and Kegn health center full filled 60% of their 

human resource need where as Balemi and Biti le met 53.3% of their human resources demand. 

Currently existed human resources in each health center have below the standard set by Ethiopia 

Standard Agency. These low levels substandard of human resources are caused by budget 

constraints. 

Table 4.13: Requirement and existing human resources of Mid a Kegn Woreda Health Office 

Professional required Requirement Currently. existing health workersl~ 

Health officers 10 4 
Nurse 10 4 
EnvironmcnlOl health professional 2 -
Pharmacists or phannacy technicians 1 
Biologists 3 1 
Administrative health personnel 10 5 
Total 36 14 

Source Mlda Kegn Human Resource document, 2017 

Table 4.13 indicates that the Health Office needs 36 workers of which, 26 should be 

profess ionals' and 10 adm inistrative personnel. However, currently, Woreda Health Office has, 

25Cer stands certi fi cate 
26 Di p stands for Diploma 
27 sse stand for bachelor of science 
28it refers to both technical and nontechnical (Administrative workers) 
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14 health personnel of whi ch and 9 are technica l and whil e the remaining are ad ministrat ive 

wo rkers. Addit iona ll y, the Woreda Office has no environmental health and pharmacy 

pro fess iona ls at all. In general the heal th o ffi ce has 38% of hea lth workers 11'om its total demand 

human resources. 

Mida Kegn is facing serious prob lem and has weak strategies to retain its hea lth wo rkforces. 

Acco rding to Mida Kegn Health Office Report, 2016 at least 35% attrite per years. The attrition 

of hea lth personnel has negative ly affected health performance, effectiveness and effi ciency in 

serving communities. Hea lth Office Head and a ll Health Personnel participants said, "There are 

many factors Ihal cause the attrition and turnover of experienced health professionals. These are 

markeljinding, delay of duty payment and under duty in comparison to other Woreda. Moreover, 

the attritions of health personnel is caused by lack of infrastructures services such as potable 

water, electricity, road, telecommunication in the Woreda and the poor leadership and limited 

motivation of Woreda officials to handle the qualified staffs" 

(iii). Weak Community Participation in Idea Generation, Planning and Monitoring 

One of the main problems of soc ial services delivery in most developing countries is excessive 

concentration of decision-making power and resource in the hands of central governments. To 

all eviate concentration of deci sion making powers at the Centre, the EPRDF led government 

entirely changed the system of governance from unitary state structure to federal based state 

structure. Furthermore, the regime has continuously reformed and reshaped different government 

activities and produced policy frameworks to empower grass roots communities. Woreda Level 

Decentralization is one of the soc io economic development and policy frameworks produced in 

2002 to decentralize the powers concentrated at the hands of regional governments to Woreda. 

The central objective of Woreda level decentral ization is to empower local communities' interest 

and need, developing democratization and improving delivery of basic services. One of the 

means to ensure communities interest and need are participation of communities in idea 

generation, planning, monitoring, implementation and management process (Kumara, 2006). 

Decentralization has four components such as administrative, political, financial and institutional 

aspects. Admin istrative decentralization is a basic aspect of decentralization which focuses on 

how planning, human resource ad ministration and financial administration be functions in 
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va ri ous government tiers. Planning is one of the basic fundamental responsibi liti es and duti es 

Oromia constitution has granted to Woreda governments (Oromia Revi sed Regional constitution, 

2002 art icle 91 / 1 I). Constitutionally, Kebele leve l gove rnments, bes ides implementing plan has 

been set at Woreda level and can set prepare add itional plan to meet interest of the residents of 

the Kebele concerned (Ibid, article 9817) ,unfortunately Kebele admini strations do not active ly 

participate in the planning process . They simply involve at stage of implementation through 

labor and financial contribut ion. Financially the Kebele government co ll ects grain and money 

from households ann ually, which are used during delivery for mothers, when they stay at health 

centers. In terms of labor Kebele communities involve in construction of public latrine and 

construction of hea lth post and extension houses rather than idea initiation in prioritization , 

planning and monitoring. Community and Kebele participation is largely confined to labor and 

financial contribution. Kebele administrations are hindered to participate in planning, 

prioritization and monitoring due to institutional commitments, personal weakness and resources 

constraint to prepare their own plan. 

All health institutions in the Woreda such as health centers, health posts and Woreda health 

office have core business processes come together and prepare depending on an indicative plan 

ofOromia Regional Health Bureau. 

(iv) . Poor Physical Facilities 

According to the Ethiopian health standard (2103) every health center has to its own drinking 

clean water, Contrary to this fact, out of four health centers only one Bitile health center has its 

own drinking clean water. 

Road is needed to connect living both in rural and urban areas in order to access them 

transportation and other economic activities conducted in a given across a region or with in a 

region (Hamid, 2012). 

A rural road densi ty of Mida Kegn, Oromia and national was 91 , 115 and \30/1000 in 2016 

respectively. When Mida Kegn rural road density is compared with Oromia and national levels it 

is too low. The rural roads at Oromia and national levels are service all season. But, the Mida 

Kegn road is used only in winter season. Due to this, transportation systems both ambulance and 

public services are very difficult during summer. 
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(v). Hea lth Equipment Related Problems 

Accord ing to the standard adopted by Min istry o f Hea lth (2005), a health center serves25 , 000 

residents and a hea lth post is expected to serve 5,000. On the basis of thi s standard, the Mida 

Kegn Woreda has four hea lth centers and 25 health posts. When we relate the number of health 

centers and hea lth posts with the popu lati on size, the Woreda health infrastructure fu lfi ll s the 

standard . 

Ethiop ia Standard Agency (2013) stated that a primary hospital shou ld be constructed for 60,000 

inhab itants. Mida Kegn inhabitants reached 103, 000 in 20 16. Therefore, primary hospital shou ld 

be constructed for the Woreda inhabitants. Despite these Woreda inhabitants has no primary 

hospital yet. According to Woreda hea lth Office and Zonal Health Office heads interv iewees 

even if the standard allows the construction of primary hospital s for 60,000 inhabitants the 

govern ment of Oromia set a requirement for construction of hospitals. These requirements are 

the di stance from any hospital and prevalence of di seases. Mida Kegn Woreda is found on 

40kms for Gedo primary hospi ta l and there no more prevalent di seases affecting the population 

compared as other Woreda in the region. This requirement enabled regional government to make 

an even di stribution of primary hospitals in the region. To so lve frequent refers to hospitals OR 

block under construction , which could be used for medium operation of any type and delivery 

services for wo men. 

The phys ical accessibility of health institutions are not enough by itself. It must be equipped with 

necessary materials used for administrative and technical purpose including computers, printers, 

electric ity, regular health supply, generators, extinguishers, separate and adequate space for 

storage of drugs, refrigerators, corridors, di spenser, ventilations, well mounted thermometers and 

latrine (Ethiopian Standard Agency, 20 13). Failure to put in place these infrastructural facilities 

at Woreda level is challenging provision of quali fied and quantified health services delivery. 

(vi). Lack of clear Inter-Governmental Relations among Regional, Zonal and Local 

Governments 

The revised Oromia Regional Constitution (2002) indicates three levels of governments in the 

region namely Regional State, Woreda and Kebeles. The constitution clearly stipulated states 

powers and functions of each tiers of governments. Even though , the powers and functions of 
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Woreda admi ni strati ons and Wo reda councils are not clearl y defined by FDRE constitution 

artic le 50/4, implic itl y, it devo lves powers and functions to local governments. Oromia Regiona l 

Nationa l State Constitution has clearly defined powe rs and functions devo lved to Woreda 

admin istrations and Woreda council s. However, the constitution has not exp licitly devo lved 

powers and functions to Woreda Govern ments. Therefo re, it seems that powers and function s of 

the Woreda governments are derived from powers and functions of Woreda council s and Woreda 

admini strat ions because Woreda governments are composed of Woreda Adm ini stration and 

Woreda Council s. 

Powers and Functions of Woreda Administrations 

./ " [t shall form ul ate and implement economic and soc ial policies and strategies . 

./ [t shall also have full authorities to regulate laws and justices in the Woreda . 

./ [t shall fo rmulate and execute policies, strategies and plans for their economic and social 

developments" CORNS constitution article 79, 2002). 

Powers and Functions of Woreda Councils 

./ " It shall administer a ll elementary schools found in the Woreda . 

./ It shall admin ister med ium medica l centers . 

./ It shall construct and maintain small rural roads . 

./ It shall protect and admi nister basic agricul ture and natural resources . 

./ [t shall collect and decide the Woreda land tax, agricu ltural production tax service . 

./ [t shall approve plans on soc ial services economic development polices and plans of the 

Woreda . 

./ [t shall aware and organi ze the people for development activities . 

./ [t shall elect chairman, deputy chairman, and secretary and council members of the 

Woreda . 

./ It shall formulate its own internal rul es and provisions . 

./' [t shall utili ze sou rce of income apart from what which is collected and administered by 

the regional state . 

./' [t shall also prepare and approve its own budget. 

./' It shall formulate poli cies for the maintenance and sustainability of peace and security" 

CORNS constitution artic le 85, 2002). 
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Although the Oromia constitution grants powers and function s to its loca l government on paper, 

the actua l practices of inter-governmental relations among state levels, zonal and Woreda 

governments remain unclear. This has created tensio n in many cases. For instance, th e di vision 

of respons ibi lities between zones and Woreda is un clear and also created a confusion of 

accountabi lity and lack of transparency between the tiers . From this we can infer, though the law 

recognizes the formal independences of each tiers of governments, the governmental structures 

are genera lly characterized by the top-down mode of control and supervi sion. 

However, sub-national governments have greater coordination, the major objective is to have the 

One-Plan , One-Budget and One-Report approach at all levels of the hea lth system. 

All government leve ls had implemented HSDP I-V since 1997-2016 and Growth and 

Transformation plans I and II from 2010- present. These national plans guide a ll health sectorial 

plans. One plan helps to ensure vertical and hori zontal alignments in the health intervention 

priorities of the sector as well as these planning system created a platform for joint planning by 

all stakeholders at all leve ls of the hea lth system including health development partners. This 

exercise also improved the capacities of Woreda health offices in conducting evidence-based 

plann ing, which has returned remarkable results (FMOH, 2010). 

One budget means that all available funding for health activities (government and donor sources) 

are effective ly pooled and should flow through government channels. Another important issue is 

that all funds for health activities should be reflected in just one plan and one documented budget 

(Ibid). 

The aim of one report is to ensure information availability for evidence-based health plann ing 

and decision making by establishing Health management information system. Due to th is all 

health institutions are access to health information (FMOH, 20 I 0). 

(vii). Lack of Political Commitment 

Oromia Regional health Bureau has set-out specific po licy frameworks (such as local 

government acts and proclamations) to guide the activities of decentrali zed health services 

de livery at loca l leve ls. Furthermore, detai led gu ideli nes about the relations among different 

adm ini strative structures of health service sectors (that includes activities related to supervision , 

reporting, mo ni toring and evaluation) were prepared by Oromia Regional health Bureau. 

Dessalegn (2015:64) confirmed that, "Despite clear and detailed guide lines; there is lack of 

institutional commitments, personal weakness and resources constraints that holds them from 

54 



imple/llenting the stated guidelines and directives. After all, writing the gl/idelines by itself is nat 

enough; more effort is needed on practically pelf arming the stated directions within the daily 

office routines. " 

4.5 .Planning and Budgeting Process 

In Oromia National Regiona l State planning and budgeting activit ies take place by hybrid 

systems (Top down and Bottom up) . The Oromia Regional Government first prepares indicative 

plans and sends to Zones Woreda. Then the Woreda set out their priorities and dispatch to 

Kebeles. Kebe les send their li sts of demands to respecti ve Woreda. The latter compiles its plan 

and budget in li ne with the national and regional sector development programs as we ll as specific 

local priorities . 

The Mi ka Kegn Woreda office for Economic Deve lopment and Cooperati on is responsible to 

compi le plans for Woreda sector development program and budget. After all Mika Kegn Woreda 

offices prepare their financial and developmenta l plans, they submit to Mika Kegn Woreda 

Finance and Economic Cooperation office. The Mika Kegn Woreda Finance and Economic 

Cooperation oversee all Mika Kegn Woreda office plan and submit to Mika Kegn Woreda 

Cabinet. The Mika Kegn Woreda Cab inets discuss the draft plans and make adjustment both 

fi scal and financial plan and submit to the Mika Kegn Woreda counci l. Then the Mika Kegn 

Woreda Council approves the plan and budget. 

After the Mika Kegn Woreda council approves the plan and budget, it becomes Mika Kegn 

Woreda ad mini stration Plan. Then the plan enters into implementation phase, after the fiscal year 

budgets are released and transferred from the reg ional treasury to the Mika Kegn Woreda bank 

account (Woreda Chief Administrator). 

4.6.Decentralized Financing to Provide Health Service Delivery 

For seventeen years Ethiopia was within a prolonged civil war, in which, health infrastructures 

and hea lth services system were dysfunctional. There were no or little physical access to health 

serv ices institutions like health stations and hosp itals. Those health institutions highly 

deteriorated and the existed ones were concentrated at urban areas. The Derg regime believed 

that hea lth services delivery should be provided for free, but huge budget was spent on war. 

Financ ial problems and politi cal instabi lity gave rise to poor health services delivery and as well 

as the existed financial resource uti lizat ion and ad mini stration was also hi ghly centralized. 
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Since 1992 the Federal Government has atte mpted to decentrali ze financ ial power to Regiona l 

Governments in order to coll ect adequate finances that enab le them to di scharge powers and 

fun ctions which are ass igned to them (FORE Constitution article, 97, 1995). 

Orom ia Nati onal Regional State formu lated 93/2005 proclamation to generate revenue from 

in ternall y generated revenues, fee rev ision and to initiate community based health insurance 

scheme to improve health quality and access to all communities by generating add itional 

revenues since 2005. 

This financi al decentralization had large ly been seen at regional government leve ls. It enabled 

regiona l governments to improve health services de li very in their respective regions. However, 

the financial decentrali zation at regiona l level did not entirely solve health services delivery of 

grass roots levels. Due to this, financial resources allocation, utilization, and administration had 

been decentra lized to local governments since 2005 to enable local governments util ize and 

admin ister efficiently. Financial power decentralized to local governments ' is revenue retention 

and utili zation , outsourcing cli ni ca l services and user fees setting. 

In 1998 the Ethiopia government had developed and endorsed a health care financing strategy to 

decentralize health fina nce to sub-national government in order generate adequate revenues 

needed local governments. In line with this, Oromia National Regiona l Government formulated 

proclamation number 93/2005 in order to identify and obtain resources that can be dedicated to 

preventive, promotive, curative, and rehabi litative health services, increase efficiency in the use 

of avail able resources, promote sustainability of health care financing and improve the quality 

and coverage of health services(Health system20/20,2012). 

The 9312005 proclamation Oromia National Regional Government article 15/1 -3 reveals various 

sources of financing the pub li c health services such as government budget, internal revenue and 

health insurance. 

(i). Genera government Budget 

In Oromia, the highest proport ion of Woreda health budget both (recurrent and capital) is granted 

by Oromia Regiona l Government, in the form of Woreda block. The Oromia government forced 

to allocate cap ital expenditure at least 10%. However, in practice less than 3% allocated to 

capital expenditure gets out the total budget in 20 16.The recurrent budgets composed of salary 

and petty cash, which are mostl y used for administrative and operational expenditures. 
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Table 4. 14: Mida Kegn Woreda Hea lth Office Budget 

Year Woreda health offi ce budget Sa lary In Operational Capital 
% cost share% 

Total Sa lary Drug Project Ambu lance 
purchasing Services 

2003 1,653,903 16 1,9738 3 19900 2 1300 - 97 .9 1.9 1.3 
2004 1,960,938 189,71 16 11 4500 - - 96.74 3.26 -
2005 2,238,3 16 189,7 116 26 1200 - 80000 84.75 15.25 -
2006 3,520,5 16 2,93 1,2 19 493200 - 96,097 83 .26 16.74 -

2007 5,824,059 4,704,293 928266 120,500 71000 80.77 17. 15 2.06 

Source: Mtda Kegn Woreda Ftnance and Economtc Deve lopment Office 20 17 

The trend in salary expenditure has shown consistently increase than operation costs. Salary 

expenditu re ranges between 80.77% and 97.9% wh ile operation costs lie between 1.9% and 

17.25% in the years between of 2003/04-2007/08. Hence, the bulk of the Woreda hea lth office 

budget goes to payment of salaries of health professionals in the Office. Additional ass ignment 

of new employees and sa lary increment for health personnel are among the reasons that resulted 

in increased salary expenditure in the Woreda. The above data also indicate that operational costs 

grew shortly over time. Even though some improvements seen in operational and capital budgets, 

still it is inadequate to satisfy the local needs of the Woreda. This is a challenge to cope with the 

ever-growing demand for expanding requirements of health service delivery and budgets 

constraints. Despite lack of financia l constrai nts of Woreda administrations, local governments 

have autonom y to spend on the prioritized areas of social sectors. Due to this, Woreda health 

services sector shares 12% of the Woreda total budget. 

(ii). Out-of-pocket expenditure 

According Mika Kegn Woreda Health Office Report, 20 16 40 % of Woreda health services are 

mainly financed by out-of-pocket expenditu res. It includes out-of-pockets fees during the 

treatment and health insurances 

(iii). Initiation of hea lth insurance Scheme 

To tackle financial barriers to health care access, the government has initiated and is 

implementing two types of health insurance systems, namely, the Community Based Health 

Insurance (CBH I) for the rural population and urban informal sector and the Social Health 

Insurance (SHI) for the formal sector employees. 
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Accordi ng to Abcbe, Zona l hea lth office head confirmed that, beg inning 2006 EFY, CBH I was 

implemented in I I wo reda's of West Shoa Zones having a total members of 30000 households 

and at the end of 2008 EFY, CB HI has been implemented in 17 woreda's of West Shoa Zones 

having a total of99000 households members. 

(iv). Revenue Retention and Uti lization 

Before proc lamation of health finance decentralization collected from local governments was 

transferred to regional treasury. Since 2005 revenues collected from local governments are being 

retained and uti li zed by local governments. The Oromia Government legalized health related 

revenue retention and utili zations of local governments by adopting proclamation number 

93/2005. The proclamation has empowered local governments' to retain, utilize and administer 

internally generated revenues. Local governments become autonomous to co llect, utilize and 

administer revenue generated from own sources. As far as revenue retention and utilization has 

concerned its primary aim is to improve health services by public health providers. The Oromia 

Regional Government regulates the accountability and efficiency of internally generated revenue 

by determining the interna l revenue to purchase drugs and use for administrative services. Health 

centers utilize 60 % and 40% for drug purchasing and admin istrative services respectively. 

Oromia Woreda Admin istrations have a legal power to collect revenue from the drug purchase, 

laboratory services, fee services and card services. Loca l governments in Oromia are 

autonomous not on ly to col lect, utilize and administer but also set the prices of non-clinical 

services fees collected from contracting non clinical services like cafeteria and selling grass in 

their compounds. 

Woreda admin istrations have operated internall y generated revenues according to the range set 

by Oromia Regional Government and internally generated revenue routine utilization and 

operation is controlled by financial regulation of Oromia. 

The Regional Governments are empowered to levy and collect user fees setting and revisions. 

The regional laws vary in terms of mandating the user fee revision and setting. For instance in 

Oro mia, this mandate is given to Regional Government, while the Southern Nations, 

Nationalities and Peoples Governments have given mandate local governments. Local 

governments' on Southern Nations, Nationalities and People are relatively more autonomous 

than the Oromia Local Governments to set and revi se users ' fees . Therefore, Oromia Local 

Governments have no power to consider community' s willingness and ability to pay additional 
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costs to ga in beller services from pub lic hea lth institutions. According to the resea rcher's 

respondents or info rmants, are wi lling to pay addit iona l fees to gain better the health serv ices 

fro m publ ic heal th institutions (Hea lth system 20/20 , 20 12). 

The Regional Hea lth Bu reau dec ided 11 .5% hea lth budgets from internal revenues, however, in 

practice hea lth centers so far, co ll ect on average co ll ected maxi mum up to 5%. Hea lth centers are 

unable to co ll ect 11 .5% from inte rnal revenues, because the ass ignments of revenues coll ection 

responsib ilities to Woreda was decided by the Regional Bureau of Revenue Ad ministration 

Authority without considering revenue potentials or capacity of the health institutions and even 

without consultati on with the concerned local government ad ministrati on. The financ ial burden 

is transferred to respective Woreda administration because the di fference has to be covered from 

the Woreda budget. That is the portion as internal ass igned revenue should be deducted in 

advance from the Woreda budget. 

This top-down hea lth financing approach without pri or studies about revenue generating capacity 

(potential) o f Woreda health institutions and to the consultation concerned Local Government 

admini stration have resulted in negative impact on the quality of health servi ce delivery in the 

Woreda. 

In general, financial decentrali zat ion has positi vely impacted better services by: 

(i) . Improv ing avail ability of essential Drugs and Diagnostic capacities of Health Institutions 

Before the implementation of revenue retention and utili zation of internally generated one from 

clinics, health centers and hospitals, the drug budgets were covered only one-quarter of the year 

and health centers were experi encing stock-out of essenti al drugs for most of the year. Since then 

stock-outs o f essenti al drugs have been substantially reduced. In 2007/08, supportive supervi sion 

data revealed that 52 percent of total expenditure from retained revenue was used for 

procurement of drugs and medica l supplies and 8 percent was used to transport drugs and 

medical supplies. 

(ii). Improving Operational costs and Health in frastructure 

Before the introduction of revenue retention and utilization, health institutions did not have an 

adequate budget to cover their operational expenses, including payment for their bill s, and buy 

essential medica l and nonmedical supplies. Some 40% of retained revenues are used for buying 

offi ce supplies, printing services, perdiem health, repairing and constructing additional blocks 

and digging water well s. 
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(iii) . Imp roving Quality of Health Care Cont inuously 

Retention and utili zation of internally generated revenues has continuously improved health 

services quality care because about 60% of it is used to buy essenti al dru gs, medical equipment 

and supp li es. The im provement of retention and uti li zation of interna ll y generated revenues have 

red uced stock-o ut of essential drugs, medical suppli es and non-fu nctioning diagnostic equipment 

and it maintained and operationali zed the whole hea lth institutions activities. 

(i v). Im proved community health by provid ing free wa iver scheme and exempted services 

Family planning and de liver serv ices such as pre, natal and postnatal care, childhood 

immunization , tuberculosis and leprosy treatment and voluntary counseling and testing for HIV 

servi ces are g iven freely to the communities. 

According to the informant Mida Kegn Woreda has given fee waiver services to poor 

communiti es by allocating budget and in 2008 EFY the office all ocated 50000 ETB to 

beneficiaries who were screened and certified by authorized bodies. Despite this, it need still the 

recruitment of the users are not on timely basis rather local authorities had been issuing (and is 

sti ll issu ing in some regions) fee waiver certificates to the poor as verified through local social 

justice systems at the time of sickness. This resulted in cumbersome procedures that caused 

delays in the poor's ability to access care. 

Health facilities are implementing exempted services that include immunization, antenatal care, 

postnatal care, delivery at primary health care unit, treatment of tuberculosis, another public 

hea lth services. Health facilities are posts lists of exempted services and thi s is helping to educate 

users about these services, including which ones are free. The major problems encountered while 

providing exempted health serv ices included shortage of drugs and medical supplies such as 

gloves and glucose. 

The Woreda leve l decentralization Programme has enabled local governments to collect 

revenues from their internally generated sources to cover expenditure responsibi lities are given 

to local governments. 
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4.7.Loca l community and civil society participation in Health Serv ice De livery 

Communi ty participation in improv ing the quality and quantity of is paramount. Local 

communities in Mida Kegn Woreda engage in health serv ices de li very through mobili zing loca l 

resources such as co llecti ng gra in and money, which are used du ring de li very ceremony by the 

mothers' de li verer at health institutions. Such commun ity contributions at li st have cou ple of 

bene fit s. First it a lleviates fiscal pressure on the budget of health center. Second ly, community 

participat ion increases transparency and accountab ility in resource use by increasing the flow of 

information and interaction between users and govern ment (Azfar et. aI. , 2005). 

T hirdl y, community participation enabled local communities to invent or promote indigenous 

knowledge . For instance, local communities use ' kareza,' cul tural ambulance for transporting 

pat ients in the absence of ambulance. Fourth , community participation enab led local people to 

educate in cleaning the ir environment by setting periodic hygiene campaign programs and 

digging private and common latrine and preparing proper and safe so lid and liquid waste 

management. 

Fift h, local community participate 111 materna l and child mortality rate reduction by creating 

awareness and helping health extension workers during immunizing of children' s and preparing 

balance diet at home using locally availab le cerea ls, vegetables and enabled local community to 

participate in preventing communicable diseases such as TB, malaria and etc., by using their own 

knowledge and resources . 

Loca l people know their problems more than government officia ls and civil servants .They could 

identify their problems and find solutions to their problems. Community participation increases 

the interaction of community and admini stration personnel. Community participation in 

admin istration directly or indirectly through the ir representatives enabled them to chall enge bad 

governances, corrupt and inefficient officials through expos ing them through democratic system 

by co llecting petition. They also took part in various administrative committees (Oessalegn, 

20 15). 

Commun ity can participate in admini stration directly or indirectly both in a formal or informal 

way. Some individuals assume office or position with in the social strata of the community by 

becoming a member of a formal political organi zation. The other participation in administration 
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is b3sed on the knowledge or experti se. The other mechanism of participation is that people are 

selected based on their experience and the leve l of acceptance they have from the community 

members ( Ibid). 

The participation of the people in different sectors both formally and informally helps to 

strengthen the principles of transparency and accountab ility that in turn helps health service 

delivery to get feedback and to respond to the pressing needs of the community members timely 

and properly. However, the involvement of the communities in, idea initiation planning and 

monitoring related health projects is low (Kumara, 2006). 

4.8.Health Centers Governance Board 

Before 2007 Oromia hea lth institutions are ruled by Woreda Health office, Zonal Health Office 

and Regional Health Bureau. Since 2008 Oromia Regional government has formulated legal 

framework enables all heafth institutions to govern themselves. Due to this all health institutions 

are established Board of Governance that rules their activities . According to the Directive 

number 08/2014 of Oromia Regional Government article 8( 1-8), Board of governance of health 

centers composed from 8 members. Its members are appointed rather than elected by the 

respective hea lth centers constituency as well as Board did not address representation of farmer 

association, teachers associations, business and religious organizations. 

Table 4. 15: Member of health centers governance Board 

Responsibility in Government Office 
Woreda administrator 
Mayor 
Health center director 
Health office head 
Finance and economic development head 
Women and children affairs head 
Communality representati ves 
School directo? 

Source: ONRS Directive 08120 14 article 8 (1-8) 

The Governance Board has three mandates: 

,/ Linkirig communities with hea lth centers 

,/ Increasing resources mobilizations 

29The director school ofKebele which health centers found in 
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Responsibility in boards 
Chairperson 
Deputy chairperson 
Member 

member 

member 

member 

member 

member 



,/ Generating ideas, planning, monitoring, evaluating and implementing hea lth related 

issues (ONRS Directive, OS/2014 article 9( 1-3)). 

4.9.Assessing Quality of Health Services Delivery 

The quality of health services is commonly defined as: 

"The degree to which health services increase the likelihood of desired health outcomes and are 

consistent with current professional knowledge" (Ethiopia Medical Care,200S: 12).The usual 

approach to assessing quality is, therefore, to focus on those factors that are preconditions for 

quality health services, such as the availability of qualifi ed staff, infrastructure, equipment, drugs 

and supplies. 

Local administrations have responsibilities to provide effective, efficient and qualified health 

services delivery to its constituencies. Due to thi s, Mida Kegn Woreda government 

administration has improved health services from time to time by hiring health personnel , 

allocating budgets needed to purchase drugs, medical equipment, facilitating transportation 

services and producing compassionate, respectful and caring health personnel. Despite, the 

attempts made to promote availabilities of key inputs to improve enabled health services delivery 

qualities, still it is a big challenge to provide quality health service by making available key 

health input sat health institutions level. This includes health personnel , physical infrastructure 

and medical equipment and drug supplies. 

Availability of qualified and motivated staff is a key to provide adequate and quality health 

services. However, each health center does not have sufficient health professionals . Moreover, 

the existing health professionals attiring from time to time is high . 

Availability of infrastructure is a key factor for quality of health services delivery everywhere. 

Moreover, most of the time each health centers does not get continuous electric power and 

adequate clean water. 

Availability of health equipment such as child weight scale is essential in health posts to follow 

child growth and development, but the health posts lack this equipment. Moreover, health centers 

lack ophthalmoscope and horoscope for the examination of ears and eyes and infusion kits for 

intravenous fluid s, which is important for instance, to treat patients who are deh ydrated . These 
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are important in st ruments for the diagnosis of serious di seases. In genera l, thi s equipment is not 

avai lab le in hea lth institutions at all. 

Tab le 4.16: Avai lability of drugs and Medical supplies 

Avai labil ity of Drugs Availability of Medical Suppl ies 
Antibiotics ~~'ltulas 
Antimalaria l Wound dressings 
All £1>1 vaccines Bandages 
Oral Rehydration Salts Syri nges disposables 
Multivitamins Syringes for lumbar aspirat ion 
Iron Catheters for IV 
IV fluids Nasal lubes 
Anti -tuberculosis Nasogastric tubes 
Ant i-leprosies Gloves 
Anti fungals Masks 
Against helmintiasis Protect ion clothes 
Against schistosomiasis 
Against filariasis 
Against sleep sickness 
Analgesics (painki llers) 
Antipyretics 
Anti-inflammatory 
Anti-hypertension 
Diuretics 
Cardia tonics 
Anti-asthmatics 
For cough 

Anti-histaminic 
Antacids 

Source: EthIOpIa Standard Agency 2013, 

Avai lab ili ty of medical suppli es multivitamins, iron, anti-tuberculosis, anti-lepros ies anti-fungals, 

agai nst helminthias is, against schi stosomiasis, aga inst fi larias is, against sleep sickness, 

analges ics (painkillers), antipyretics, anti-inflammatory, anti-hypertension, diuretics, cardio 

tonics, anti-asthmatics ,cough, anti-histaminic and antac ids, those drugs are essential espec ial 

health centers to treat both communicable and non-communicable di seases, but the hea lth centers, 

lack this drugs. Moreover, hea lth posts lack Oral Rehydration Solution, iron and anti- malari al, 

which is important to treat patients who had diarrhea and iron anemia and anti- malarial. In 

genera l, those drugs are not ava ilable mostly both in health hosts and health centers . 

As standard all hea lth centers mandatory to have all these drugs such as, multivitamins, iron, 

anti-tuberculosis,anti-I eprosies anti-fun gals, against helm inth ias is, against schi stosomiasis, 

against filariasis, against sleep sickness, analgesics (painkillers), antipyretics, anti-inflammatory, 

anti-hypertension, d iuretics, card io tonics, anti-asthmatics ,cough, anti-histaminic and antacids, 
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however ever, Balemi , Chuka la, Birile and Kegn health center has on ly 57%, 48%,52% and 5 1% 

respectively among the needed drugs. Furthermore, as standard all health centers mandatory to 

have all these equipment such as spatula, wound dress ing bandages, syl'lnge 

di sposables ,syringes for lumbar aspiration, catheters for IV, nasal tubes, nasogastric tubes, 

gloves, masks, protection clothes. But, Balemi , Chu ka la, Bitile and Kegn health center had only 

59%, 51%, 57% and 54% respectively. From these empirical data avai labi lities of key inputs are 

still immateriali zed (Mida Kegn Health Report, 20 16). Due to thi s, health quality is under threat. 

In general, decentralization of health services delivery had relatively brought health access at the 

expense of health quality care. 

4.10. Supervision of Health Service Delivery 

To deliver effective and effic ient health care provisions at grassroots level, supervision is the 

most common instrument. Supervision is the way by which higher government bodies support, 

cooperate, monitor and evaluate through formulating legal provision through legal frameworks in 

a constitutional , proclamation, regulation , directives and manuals. Accordingly, Oromia 

Regional State Health Bureau issued directives of 08/20 14 and Regu lation 56/2005 and Ethiopia 

Standard Agency to supervise performance of health institutions like health centers. 

The Oromia regional health bureau regulates or superv ises health centers under its jurisdiction in 

line with the minimum standard set by the Ethiopia Standard Agency manual (2013) . The 

minimum standards are required for the establishment and maintenance of health centers in order 

to protect the public interest by promoting the health, welfare and safety of indiv iduals. These 

minimum standards includes requirements of human resource and type of services (medical 

services, nursing services, emergency services, delivery and maternal, child health services, 

laboratory services, pharmaceutical services and medical recording) . All these services should 

have been given for 24 hours. 

The Health Office Head and Health Center Directors pointed out that, the supervi sion power of 

the Health Bureau is delegated to Zonal health office, which takes place quarterly. By annual 

supervision IS also conducted twice by the regional health Bureau. 

Woreda government ad ministration had supervised through both executives and legislatives 

bodies, the legislative body does not regularly supervise and monitor the health institutions it 
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rath er receive reports and give based feedback on th e repo rt. The superv is io n o f executive bodies 

is more effective than the legislati ve organs (Health Centers Directors interviews, 201 7, Balemi 

and C huka la). 
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CHAPTER FIVE 

5. SUMMARY, CONCLUSION AND RECOMMENDATION 

S.I.Summary 

Decentrali zation is one of the main feature of federal system, has been adopted in Ethiop ia to 

so lve the difficulty to manage a country's political , socia l and economic activities onl y from the 

center or region. The center and the region have increasingly proved to possess neither the 

capacity nor the time to deal with all issues surrounding services de livery which could be better 

handled at the local level (Kumara, 2006) and to provide effective and efficient public service by 

enhanc ing public participation in deci sion making (Dessalegn, 20 IS). As a result of effective 

decentrali zation, quantity and quality of service provision could be improved. Providing some 

sort of decision making power to local managers could facilitate improvement in service 

provision. Public participation could also be promoted by increasing the involvement of 

stakeholders e ither on their own or through their representatives. 

Woreda Level Decentralization Programme increases the efficiency and responsiveness of 

government, loca lly elected leader know their constituents better than authorities at the national 

level and so should be well-positioned to give the public services in accordance with the local 

res idents want and need. It also improves governments' responsiveness to the public and 

increases the quantity and quality of services it provides. 

Before the Woreda Level Decentralization Programme, Woreda delivered public services under 

the mandate of Central, Regional and Zonal Offices. Accordingly, Mida Kegn Woreda 

Administration was delivering public services in general and health services delivery in 

particular under the supervision of Regional Bureaus and Zonal Offices. After Woreda Level 

Decentralization Programme, Local Governments are conducting under the legal protection 

rather dictation of higher offices. Despite these opportunities, decentralized health services have 

faced different cha llenges that affected hea lth service provision. These problems were financial , 

human resources, weak coordination between Regional , Zonal and Local governments, health 

infrastructures, drug and medical equipment. 

The study has raised different questi ons related to decentrali zed health services including 

autonomy of local governments in admin istrative decision making related to purchasing and 
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procure drug and medical equipment, hiring human resou rces and set hea lth service fees, Wo reda 

sectorial lines cooperation health service stakeholders, responsibi lities assigned to loca l 

institu tions like Woreda and Kebele hea lth servi ces deli very, participation of loca l communities 

and c ivil soc iety' s organizations in the provi sion of health service deli very in Mida Kegn. 

In doing so, thi s stud y has assessed the performance of hea lth services delivery, the financial and 

manpower capacity, the loca l institutions in view of the responsibi lities given to them and leve l 

of community participation in line with decentrali zed hea lth services delivery. Related literature 

was a lso reviewed, and the data was collected using interviews, questionnaire and analysis of 

documents reviews. 

Accordingly, the data from various sources with different data collection methods were critically 

di scussed. The adoption of Woreda level decentralization enabled the Woreda government to 

raise expenditure on the hea lth from 5ETB in 1993 EFY to 5,723,47 1 in 2007 EFY in order to 

provide better health service to Woreda popu lation . There is a significant improvement of human 

resources and health institutions from one nurse and one guard to 157 health workers and from 

one clinic government owned to 25 health post, 4 health center and I OR block due to the fact, 

health care access increased from 2003 to 2007 dramatical ly. For example, there were 

remarkable achievements in health care coverage, namely antenatal (ANC) coverage 100%, 

postnatal care (PNC) 75%, family planning 75%, and home delivery and open defection 

dramatically reduced in from 83 % in 2003 to 44% in 2007, and 95% in 2003 to 50% in 2007 

respectively. But there was declining performance especially in famil y planning coverage with a 

significant decrease from 63 %in 2014/2015 to 60 % in 2015/16. 

The study identified that the Woreda communities have shown sharp interest to pay additional 

cost to ga in better health services delivery from public institutions, contribute in cash, labor and 

material support for the construction of hea lth posts and health extensions house as well as 

mobili zing, educating communities besides health extension workers. Despite thi s fact, still 

communal participation in identifyi ng problems and prioritizing their needs, planning and 

monitoring is weak in the Woreda. 

The findings indicated that revised Oromia Regional State constitution devolved duties and 

responsibilities to Woreda ad ministrat ions to provide better health serv ices delivery to their 

respective communities. Woreda Administrations have powers and responsibilities for 
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di scrimination free-wa iver treatment and exempted services. These efforts have 

improved hea lth services access to grassroots comm unities . 

2. Loca l communiti es have parti cipated in hea lth se rvices del ivery large ly at implementation 

and participated in identifying local problems, plann ing, management, monitoring, control 

and eva luation of their deve lopment. However, communiti es' participation in the planning, 

management, monitoring, contro l and evaluation of their hea lth services delivery are at an 

infant stage. 

3. Decentralized health services delivery requ ire ample amount of financia l resources. In order 

to rea li ze the decentrali zed health services duties and responsibilities, proportionate amount 

of budget shou ld be allocated to Woreda Health ' Office, Health Centers and Health Posts. 

However, lack of revise and set users charges in the Woreda, the Woreda health sectors faced 

budget shortage. To thi s e ffect , capital budget is minimal. 

4. Beneficiaries in the Woreda have wi llingness to pay additional costs to gain better health 

services delivery. Unfortunately, Woreda administration has no power to charge additional 

fees on users to provide better health serv ices delivery to communities. 

5. Adequate transfer of adm inistrative powers in administrating human resources by hiring, 

firing, promoting and transferring and deploying and recruiting health extensions. 

6. Woreda administration is autonomous to dec ide on their budget expenditure and it has spent 

on areas highly prioriti zed by constituencies. 

7. High attrition of experienced health personnel. 

In general, Woreda Level Decentralization Programme has guaranteed better health services 

delivery access to grassroots communities. It enabled Local governments to hire hea lth expert, 

purchase and procure medical equipment and drugs and supplies as well as mobilize 12% 

Woreda expenditure toward health sector. Due to thi s healthcare quanti ty and quality has 

improved, though not as expected. 

5.3.Recommendation 

To provide better health services both in quality and quantity, availability of qualified human 

resource, drugs and medical equipment and transportation services are necessary. To fulfill all 

these preconditions, it needs to have adequate finance. To mobilize adequate finance to provide 

better health services in quality and quantity: 
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I . The Oromia Regiona l Government should implement both hea lth insurance schemes, 

community-based hea lth in surance scheme and soc ial hea lth insurance schemes. It has many 

adva ntages. First, it redu ces fi nanc ial grant dependencies on hi gher governments. Second, it 

ensures availability of d rugs and med ica l equipment. Thirdly, it contrib utes to retain and 

attract experienced hea lth ex perts through paying better sa lary. Fourth , adeq uacy of finance 

at local leve ls makes loca l governments autonomous to exercise their powers and 

responsibi lities . 

2. The Oromia National Regional Government shou ld transfer users fees revision and setting to 

Local Government by setti ng minimum and max imum user fees. Adequate budget generated 

by loca l governments enab led them to cover large portion of their expenses . This in turn , 

allows them to exercise thei r power to engage in democratic self-ru le effect ively and to 

provide effective and efficient health service. 

3 . The community representat ion shou ld be strengthened at all level s in identifying major 

hea lth problems such as budgeting, planning, implementation , monitoring and evaluating 

hea lth activities like procurement of drug and medical equipment. 
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APPENDICES 

ADD IS ABABA UNIVERSITY 

SCI-IOOL OF GRADUATE STUD I ES 

College of Law and Governance 

Centers for Federal Studies 

Master's Program in Federal Studies 

Name Feyissa Gedissa 

Questionnaire and interview will be filled in by key officials, experts, elders and benefic iaries 

Dear Respondents, 

The objective of thi s Interview and questionna ire are to assess the impact of Woreda Level 

Decentralization on Health Service Delivery in Mida Kegn Woreda. The information you 

provide would be very crucial and valuable for the study. Your participation in this study is 

completely voluntary and there are no risks associated with it. The information you provide will 

be strictly confidential. 

A. Interview prepared for Regional Health Bureau official 
1. Name -------
2. Position held since ______ _ 
3. The amount of years is leaded by the person _____ _ 

4. Educational status ------
5. Sex ----
6. What is the impacts ofWoreda level Decentralization on ;-

Impact of WLDP on Health service Base Target Performance 
delivery 

1.1 . Maternal health services 

1.2. Child health 

1.3. Health extension services 

1.4. Hygiene and Environmental health 

1.5. Prevention and control communicable 
diseases 

1.6. Non communicable diseases 

1.7. Clinical services 

Access 

7. What tS the planntng process til Health sector? Bottom Up or Top down 
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8. What se ri ous constraining has faced RI-IB ---------------------------------------------------------

9. Wh a tare the so I u ti on ----------------------------------------------------------------------------------

----------------------------------------------------------------------------------------------------------? 
10. How does Oromia Regional Hea lth Bureau regulate health serv ices prov isions? 
II . Are there hea lth services related issues being rai sed by communities? Yes, what are they 

12. What is your institutiona l respond? -----------------------------------------------------------------

13. How is hea lth service financed in Orom ia? A. government B. NGO C. community D. 

beneficiaries 

14. How does medical and pharmaceutical purchasing looks like? 

15. How health deployment personnel do looks like in Oromia? 
16. What are the major constraints in implementing decentralized hea lth service delivery? 

What are the so lutions? 

17. How is the health service financed in Oromia? 

Thank you 

B. Inte rview prepared for Zonal Health Office officia ls 

I. Name ______ _ 

2. Position held since -------
3. The amount of years is leaded by the person _____ _ 
4. Educational status _____ _ 

5. Sex ___ _ 

6. What is the impacts of Woreda level Decentralization on ;-

Impact of WLDP on Health serVIce Base Target Performance Access Quality 
delivery 
1. I.Maternal health services 

1.2.Child health 

1.3 .Health extension services 

1.4.Hyg iene and Environmental hea lth 

I.S. Prevention and control communicable 
diseases 

1.6.Non communicable diseases 

1.7.Clinical services 

7. What IS the planlllng process III Health sector? Bottom Up or Top down 
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8. What is the serious constrai ning has faced Zonal office -----------------------------------------

------------------------------------------------------------------------------------------------------------? 
9. Wh a tis the so I ut ion? ----------------------------------------------------------------------------------

10. Are there hea lth services re lated issues being rai sed by communi ties? Yes, what are they 

------------------------------------------------------------------------------------------------------------? 
II. What is your institutional respond-------------------------------------------------------------------

-----------------------------------------------------------------------------------------------------------? 
12. How is hea lth servi ce financed in west Shoa Zone? A. government B. NGO C. 

community D. benefici ari es 

13. What are the major constraints In implementing decentralized health service ile livery? 

What are the solutions? 

Thank you 

C. Interview prepared for Woreda Administration office chairman 
I . Name ______ _ 
2. Position held since _______ _ 

3. The amount of years is leaded by the person ____ _ 

4. Educational status ------
5. Sex _ _ _ _ 

6. What is the impacts of Woreda leve l Decentralization on :-

Impact of WLDP on Health service delivery Access Quali ty 

1.I.Maternal health services 

1.2.Child health 

1.3. Health extension services 

1.4.Hygiene and Environmental health 

I.S. Prevention and control communicable diseases 

1.6.Non communicable di seases 

1.7.Clinical serv ices 
.. 

7. At what extent does commullity partIc Ipated 10 health servIce deltvery? And how? 
./ Idea initiation 
./ Planning 
./ Monitoring 
./ Implementation 
./ Evaluation 

8. Is there any no profit organization participated like NGOs, wealthiest people and etc. to 

provi de health serv i ce del i very? -------------------------------------------------------------------­

Thank 
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D. Interv iew prepared for Woreda Council Office Head 

I. Name -------
2. Position held since _______ _ 

3. The amount of years is leaded by the person _____ _ 

4. Educationa l status ------
5. Sex ___ _ 

6. What is the impacts of Woreda leve l Decentra li zation on :-

Impact of WLDP on Health servi ce deli very Access Quality 
1. I.Maternal hea lth services 
1.2.Child health 
1.3 .Hea lth extension services 
1.4.Hygiene and Environmental health 
1.5 .Prevention and control communicable di seases 
1.6.Non communicable di seases 
1.7.Clinica l services 

.. 
2. At what extent does commullIty partIcIpated tn health servIce deltvery? And how? 

v- Idea initiation 
V- Planning 
V- Monitoring 
V- Implementation 
V- Evaluation 

3. What is the serious constraining has faced Woreda---------------------------------------------------

I o. What is the so I u tion? ---------------------------------------------------------------------------------------

4 . Are there health services re lated issues being raised by communities? Yes, what are they -----

5. What is you r in st i tuti ona I respond? ----------------------------------------------------------------------

6. How is hea lth service financed in Mida Kegn? 

Thank you 

79 



E. Intervi ew prepared for Woreda Hea lth Office Head, Health Cente rs Directors, 
Health Center committees and Core Business Owner 

I. Name _______ _ 
2. Position held since _ _ ____ _ _ 
3. The amollnt of yea rs is leaded by the person _____ _ 
4. Educational statll s ____ _ _ _ 
5. Sex ___ _ 
6 What is the impacts of Woreda level Decentralizatio n on ;-
Impact of WLDP on Health service delivery Access Quality 

1.I .Maternal health services 

1.2.Child health 

1.3.Health extension services 

1.4.Hyg iene and Environmenta l health 

1.5.Prevention and control communicable diseases 

1.6.Non commun icable di seases 

1.7.C linica l serv ices 

.. 7. At what t:xtent does commun ity participated III health service delivery? And how? 
./ Idea initiat ion 
./ Planning 
./ Monitoring 
./ Implementation 
./ Evaluation 
8. What is the serious constraining has faced Woreda Kegn and respective health centers----

-----------------------------------------------------------------------------------------------------------? 9. What is the so l ution? ---------------------------------------------------------------------------------
10. Are there health services related issues being raised by communities? Yes, what are they 

I I. What is your institutional respond ---------------------------------------------------------------? 
12. What is the planning process in Hea lth sector? Bottom Up or Top down 
13. How is health service fi nanced in Mida Kegn Woreda? A. government B. NGO C. 

commun ity D. beneficiaries 
14. What are the major constraints in implementing decentralized health serv ice delivery in 

the Woreda and your respective health centers? What are the solutions? 

Thank you 
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F, Interview be prepared Fo /' Kebcle Manage rs 
I. Institut iona l name _______ _ 

2. Instituti onal position of the person _______ _ 

3. T he amount of yea rs is leaded by the person _____ _ 

4 . Educational status ______ _ 

5. Sex ___ _ 

6. At what extent does community participated in health serv ice delivery? And how? 

./ Idea initiation 

./ Plann ing 

./ Monitoring 

./ Imp lementation 

./ Evaluation 

7. What is the seri ous constraining has faced Kebele -----------------------------------------------

8. Wh at is the so I ut i on? ---------------------------------------------------------------------------------

9. Are there health services related issues being rai sed by commun ities? Yes, what are they 

10. What is your institutional respond? -----------------------------------------------------------------

Thank you 
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