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Abstract

Background: Health workers adherence to health care facility standards are complicated
processes. So when health professionals comply with standards, they must first become aware of
the standards, then intellectually agree with them, and then decide to adopt them in the care they
provide, then regularly adhere to them at appropriate times.. Health workers can simply not be familiar
with standards because they have not been communicated clearly. Commonly, providers are aware of
standards but may hold beliefs or attitudes that inhibit them from adhering to standards.Nevertheless,
evidence on awareness and adherence to healthcare facility standards among health workers working in

private health facility in low income countries is poor.

Objectives:The aim of this study was to assess level of awareness and adherence to healthcare facility

standards among health workers in selected private medium clinics in Addis Ababa.

Methods: A Facility based cross-sectional descriptive study design was used to conduct the study and the
study units were selected using simple random sampling technique. Descriptive statistics including
frequencies and percent were used in order to summarize variables. To determine the association between
each variable binary logistic regression model was used and variables with p-value less than 0.05 were
considered as statistically significant. OR and CI was used to see the strength of the association between

the independent variables and awareness and adherence.

Result; A total of 250 participants were included in the study which makes the response rate 89.6%
with mean age of 26.82 years. The majority which 62.8% of them were female, 67.2 % were heard
about Ethiopian medium clinic standards, even though 98.4% of them had no on job trainings on
it. Further, 22.4% and 44.8% of the study participants had good level of awareness and adherence
respectively. Factors such as being the age interval of 21-25 years (AOR 0.19, 95%ClI (0.06, 0.60))
and 26-30 years of old (AOR 0.06, 95% CI (0.01, 0.32)) had statistical significance association
with level of adherence as compared to 20 years and below age group. But not participated in
informing about Ethiopian medium clinic standard (AOR 1017.49, 95% CI (35.99, 28768.10)) was
the only variable which had statistically significant association with level of awareness.

Conclusion and recommendation; the current study result indicated that almost more than half

of participants had poor level of awareness and adherence toward Ethiopian medium clinic

VI



standards. Therefore, providing continuous pre-recruitment and on job educational training on
Ethiopian medium clinic standared by the health institutions is essential.

Keywords: awareness, adherence, healthworkers and healthcare facility standard.
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CHAPTER 1: INTRODUCTION
1.1 Background

A health care system is the organization of individuals, institutions, and resources to provide
health care services to meet the health needs of target populations.A wide range of health care
system through out the world, with as many backgrounds and organizational structures as there
are nations(1).

In order to optimize health care services, numerous standards and guidelines have been provided
by many organizations globally and nationally. For example, there are four HSDPs in Ethiopia to
improve the quality of the country's health sector, and the former EFMHACA has established
various guidelines, directives and standard operating procedures (SOPs).

Health care facilities, like other sectors, share knowledge according to a set of standards and are
established methods to connect health systems together(2).

According to a research conducted on Knowledge towards standard precautions among
healthcare providers of hospitals in Amhara region, Ethiopia, 2017, 74.3% of halth care workers
had good knowledge toward standard precaution and 85% of the respondents had adhering of
standard precaution and only (42.7%) of study participants involved in Standard Precautions had
training programs (55).

According to a study conducts on Infection control knowledge, attitudes, and practices among
healthcare workers in Addis Ababa, only 69% of healthcare workers had good knowledge
towards standard precautions(53) and the other study done on Assessment of knowledge and
practices of healthcare workers towards infection prevention and associated factors in healthcare
facilities of West Arsi District , South east Ethiopia only 53.7 % of healthcare workers had good
knowledge towards standard precautions(51).

And also according to the other study done on Knowledge , attitude , and practice of healthcare
professionals regarding infection prevention at Gondar University referral hospital , north west
Ethiopia only 57.4% of healthcare workers had good knowledge towards standard
precautions(54). According to the study conducts on Knowledge of standard precautions and

barriers to compliance among healthcare workers in the Lower Manya Krobo District, Ghana



only 37.0% of health care workers had awareness towards standard precautions(38).And
according to a study conducts on Knowledge and practice of standard precautions among health
care workers in the Federal Medical Centre , Asaba , Delta State, Nigeria only 37.7% of HCWs
had good knowledge towards standard precautions(52).

Standards are used to measure the particular organization and ability to deliver healthcare facilities
that are capable of delivering the service (3). Standards and guidelines support the clear, effective
use of scientific evidence for treatment provided by health professionals when used by direct
providers (4).

Awareness of health workers to the quality of the health care facility is the capability of health
workers to specifically know and interpret, feel, or be aware of standards and guidelines of the
health facility or a level of awareness of the content of the standards and guidelines of a health
facility.

The states of awareness are often related to the states of experience in such a way that the structure
of awareness is reflected in the structure of experience. It is also defined as a state where certain
information is known in a subject when that information is directly available to bring to bear in
the direction of a wide range of behavioral actions(5).

Adherence of health workers towards health facility standard is the degree to which health workers

obey the standard or guidelines in real life or in day-to-day health service delivery activities.(6).

Awareness and adherence to health care facility standards by healthcare workers is essential to
ensuring that patients achieve optimum clinical benefits through successful diagnosis and

treatment to maintain good health quality(7).



1.2 Statement of the Problem

Ethiopian Federal food, medicine healthcare administration and control authority (EFMHACA)
developed healthcare facility standards to improve the health care service for clients and health
care providers. But according to (Heiby 1998; Kelley et al. 2000) awareness of health care facility
standard and adherence toward standard is poor in developing countries health systems including
Ethiopia(8). Healthcare facility standard awareness and use avoids the resource wastage but in
most of the private medium clinics denied to use it which leads to resource wastage and shortage

in the clinics and as a country.

Lack of awareness and adherence with national minimum requirements among health care
workers in medium clinics has a number of problems like scarce of resources especially over and
under use of health professionals and medical products, doing professional mal practices or
unprofessional incidents, unknowing scope of practices, unknown work or job descriptions,
unknown organizational structure and processes, increase patient stay mostly due to lack of
estimated turnaround time(TAT) at laboratory and imaging services, lack of equity of service
delivery, lack of proper management of life- threatening emergency conditions like shock, coma,
bleeding etc., lack of knowledge about threatening waste at a site of generation and disposal
mechanisms.Fore instance,even in highly developed countries, medical error is the third highest
leading cause of death and patient harm from medical error can occur at an individual system level.
Forexample as research conducted on surgical medical error claim reported from 125 case
decisions by Ethiopian federal ethics committee, 57.6% of death claims, 21.6% of the claimants
associated the error with bodily injury were reported(49). In addition, in Addis Ababa only 30.4%
of medical doctors had good practice of professional code of ethics(48).

Failure to perform according to standards has other negative consequences as well: dissatisfied
patients, loss of staff and patient time and most importantly lost opportunities. Given limited
resources, effective interventions and strategies to enhance performance according to standards
are vital for achieving sustainable and quality health services(9). The long term impact of non-
adherence and use of national minimum healthcare facility standard is drug resistance, increase
mortality and morbidity rate(10).

The growth of private health facilities may be linked to society's health-care needs, private sector

customer management, and the private health sector's ability to provide greater access to advanced
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and up-to-date medical services facilities and technologies. Furthermore, the private sector is more
likely to recruit highly skilled professionals and medical care practitioners than the public sector.
Technology and the acquisition of advanced skills usually go hand in hand. Existing ad hoc
research suggests that many clinicians believe these factors have a significant impact on their
practice.

Political stability and the government's commitment to supporting the private sector were also
important factors in promoting private sector growth. Ethiopia's federal government is now a
proponent of the private sector, with favorable laws and regulations for health-care investors.
Biomedical instruments and facilities are tax-free, and the government is generous with land for
hospital building.

As previously noted, despite the fact that the private health sector has expanded dramatically, it
continues to face numerous challenges. The most serious issue that all providers face is a scarcity
of qualified physicians, especially doctors in specialty fields Africa Health Workforce Observatory
(AHWO) 2010. It is important to recruit and retain skilled and qualified staff in order to provide
high-quality care. The growth of health human resources and their preparation has not kept pace
with the growing number of facilities, according to private providers.

There is a widespread lack of skilled professionals, particularly in certain areas of specialization,
because such highly specialized and sub-specialized medical training is not widely available in the
country. As a result, the private sector has been forced to recruit from other nations, but they lack
the ability to do so. The availability of medicines is also the second significant factor.Regulated
drug development, delivery, and importation. The number of pharmaceutical firms is small, and
there is a large difference between drug demand and supply.

The availability and expense of skilled manpower, the availability and cost of medications, the
availability, cost, and maintenance of bio-medical equipment and technology, and the cost of
capital and funding structures are some of the critical factors affecting private providers.

This study carried out to assess the level of health workers awareness toward health facility
standard and also proper utilization of that standard by health workers . The study result will help
the clinic managers or owners, health professionals, Addis Ababa FMACA, Addis Ababa City
Administration Health Office and other responsible bodies to know the status of the level of
health workers awareness and adherence toward health facility standard and appropriate

intervention mechanisms for future improvements.



1.3 Significance of the study

This study sought to provide scientifically sound evidence on the existing level of minimum
standard utilization of health care facility that will be the useful input for policy makers,
administrators, researchers and academia,private and public health facilities. Standardized
healthcare service delivery improves the trusts of clients/patient and healthcare provider
satisfactions and resource abuse.

Assessing awareness and adherence to healthcare facility standards among health workers in
private medium clinics has immediate relevance for the management of health services and also
it is a turning point for health workers working in any health care facility to update themselves in
order to aware and adhere to the national minimum requirement healthcare facility standards and
saves also the professionals from doing mal practices which is currently the issue of medico-
legal and also it will be guarantee for health workers to do with the recommended work
descriptions and scope of practices.

The national medium clinic minimum requirement standard mainly focuses on 4p’s which is
assessing of premise, professionals, product and practices.

Therefore, this study will help the clinic managers or clinic holders, health workers, FMOH, Addis
Ababa food medicine health care administration and control authority (AFMHACA) and other
responsible bodies to know the status of the implementation and design, appropriate intervention
mechanisms for future improvements and it will be important to establish whether there is any
gaps in compliance with minimum requirement standards in order to take corrective actions.

The study will also mainly focusing in Addis Ababa, where there could be relatively better private
health facilities, experienced health workers and where the private health sector has relatively

better capacity and organized.



CHAPTER 2: LITERATURE REVIEW

2.1 Theoretical literature review
Since there is no study findings on previous works on awareness and adherence to healthcare

facility standards among health workers especially working in medium clinics; the literature
review was focus on each contents of Ethiopian medium clinic standard first edition which was

formulated in 2012 G.C and the highlight of private clinics in Ethiopia.

2.1.1 Medium Clinic
Is the next level to primary level of the healthcare in ambulatory health service that provide

mainly curative service and preventive and promotive services.

It is also in primary care and is operated by a qualified, individual (e.g. GP or BSc nurse and
upgrade health officer/nurse practitioner with minimum 5 years). The medium clinic provides
outpatient care from diagnosis to treatment of acute conditions but also follow-up of chronic
conditions such as TB, HIV. These solo practitioners manage all conditions ordinarily managed
in a general practice, with referral to higher levels as required. A medium clinic provides
preventive and curative services along with general medical services such as routine

examinations, minor surgical services and nursing services(26).

2.1.2 Ethiopian medium clinic standards
The Ethiopian medium clinic standard first edition was prepared by the Ethiopian Food,

Medicine & Healthcare Administration and Control Authority (EFMHACA) and published by
the Ethiopian Standards Agency (ESA) in the year 2012 G. C.

Like other national health care facility minimum requirement standards, Ethiopian Medium
clinic standard (ES3613:2012) is mainly designed according to the 4P’s.

Premises

Professionals

vV V V

Products

» Practices
And should provide safe and proper treatment for patients, families, staff and visitors to reduce
and control threats and to achieve this aim. Human resource managers, leaders or other

stakeholders must manage the physical facility, personnel, medical equipment and other



resources according an effective plan influenced by national minimum requirement
standards(26).

The Ethiopian medium clinic standard has classified in to twelve sections and the first section
covers the general behavior of the standard which is scopes, normative references, terminologies
and definitions.

The rest of the sections from two to twelve covers the minimum requirements with respect to
practices, premises, professionals and products or materials put into use for medium clinics(26).

There are some critical words in Ethiopian medium clinic standards,these are:
» Shall --- The term "shall" indicates mandatory requirement (s).

» May --- The term "may" indicates permission.

» Should --- The term "should" indicates recommendation (S).

» Optional --- not mandatory but whenever there is a need to provide a given service,
the 4p’s shall be fulfilled as stated in the standard(26).

2.1.3 Implementation of the Ethiopian medium clinic standard
Each of the medium clinics in Ethiopia is expected to implement the standards fully so as to

provide quality healthcare services. Because the Ethiopian standard shall be applicable for all
medium clinics new and existing, governmental and non-governmental which means there is no

double standard all over the country(26).

2.1.4 The role of medium clinic standards
Is mainly to ensure quality and safety, create clear communication between different parties,

promote investment, promote uniformity of practice, enhance better resource utilization and
competitiveness, serves as a vehicle for technology transfer, encourage and support innovation,
provide requirements for consumer protection, maintain confidence on products and services,
facilitates regulatory compliance and offers consumer protection and serves as a guarantee for
the consumer and aso to promote an improved quality of life by contributing to safety, human
health and the protection of the environment(11).

The availability and adherence or use of health care facility standards for patient safety by health
workers can serve several purposes. They can either establish minimum levels of performance or
can establish consistency or uniformity across multiple individuals and organizations. Another

purpose for standards is that they set expectations. The process of developing and adhering



standards by health workers can set expectations for the organizations and health professionals

affected by health workers utilize the standards(36).

2.1.5 The nature of the Ethiopian medium clinic standard
Is a minimum standards / minimum requirements, mandatory standards (Not for Accreditation),

regulatory Standards (ensures quality & Safety).

The medium clinic standard also provides minimum requirements for the establishment and
maintenance of medium clinic in order to protect the public interest by promoting the health,
welfare and safety of individual. Should focus greater attention on patient safety. Generally, can
be used to define a process or outcome of care(36).

Ethiopian medium clinic minimum requirement standard is focus on known gaps in evidence-
based treatment for a specific clinical condition (11). Guidelines are documents that provide
recommendations for optimizing patient care. They are informed by a systematic review of
evidence and an assessment of the benefits and harms of alternative treatment approaches(12). The
aim of all health facility standards and guidelines is to provide concise guidance on how to provide
health care services and to ensure that quality care is given to all patients with the same clinical

condition, regardless of their location(11).

The difference between standard and guideline is that standard is a consistency or achievement

level, while guideline is a non-specific rule or principle that offers guidance to action or behavior.

Standard and guideline adherence or use by health professionals working in health care facilities
are complex processes. National Cancer Institute, 2005). Pathman et al. (1996) indicates that they
must first become aware of the guidelines when healthcare professionals comply with the standards
and guidelines, then intellectually agree with them, and then decide to follow them in the treatment

they provide, then conform to them consistently at appropriate times(16).

Factors that can promote or hinder standard application and uses have been identified in few
studies conducted with healthcare staff at the level of healthcare facilities. There are internal
factors and external barriers, such as knowledge of quality and practice guidelines, attitudes about
practice, and willingness or lack of motivation to do so among health professionals working in
health care facilities(17).

External factors are those beyond the professionals that exist. These may be important to a patient

situation, the work environment, the organization, or the guideline itself. The internal barrier to
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the use or adherence of standard is a lack of understanding of the nature of a standard or lack of
knowledge of the content of a standard. On the other hand, health professionals familiar with both

the guideline and the standard may disagree with the interpretations of the guideline(18).

Insufficient administration or peer encouragement may hinder standard and guideline adherence
efforts. A lack of approval by human resource managers or clinic holders for a guidance can
adversely affect its acceptance and use (19). Of course, expectations must be clearly presented,
realistic and open to healthcare professionals in order to achieve expected health results, so that
health workers can easily be informed and familiar with guidelines and standards(20). Providers
are generally aware of standards, but may have attitudes or perceptions that prevent them from
adhering to them (21).

Awareness is a subjective term that can be based on an internal state, such as a visceral
sensation, or on external events by sensory perception. It's similar to sensing something, which is
distinct from observing and perceiving (which requires a simple process of familiarizing

ourselves with the things we see)(35).

Specially, Gutwin and Greenberg (1999) state that awareness is:-

> Knowledge of a certain state of the work environment over a short period of time and
space, as well as changes in that environment.

> All connections between team members and the environment are maintained..

> A component of an operation (completing a task, working on something). The aim of an
operation is not to maintain awareness; rather, it is to complete a mission.Therefore,
awareness is a process that summarizes and updates information derived from an

environment as a result of interactions between participants and their surroundings.

Gbefwi (2004) defines awareness as the recall of information, which is a prerequisite for
appropriate behavioral change and an important tool in that regard.. The cognitive
behavior theory states that behavior is regulated by cognition, and that perception is

important but not sufficient to achieve behavioral change. (Glanz&Rimer 2001).

In a small portion of time and space, awareness is knowledge of the state of the work environment,

provides knowledge of changes in that environment, maintains all the connections between



teammates and the environment and part of an operation (completing a task, working on
something). The purpose of an operation is not to maintain knowledge, but instead to complete a

mission (13).

Awareness is therefore a mechanism that sums up and updates the information extracted from an
environment through the interaction between participants and their environments (14). It also
applies to information recall and is a requirement for appropriate behavioral change and an
important instrument in that regard. In the theory of cognitive behavior, the relation between
awareness and behavior is stating that behavior is mediated by cognition and that awareness is

important but not sufficient to create behavioral change (14).

Adherence of health workers towards health facility standard is the degree to which health
workers adhere to health facility standards in real life or in day-to-day practices in health care

service delivery.

Awareness and adherence to health care facility standards by healthcare providers is core to
ensuring that patients derive optimum therapeutic benefits through effective diagnosis and
treatment to promote good quality of health.

Awareness is a relative term that can be based by sensory experience on an inner state, such as a
visceral sensation, or on external events. It is equivalent to sensing something, a process that is
distinct from observing and perceiving (which requires a fundamental process of getting to know
it) (15).

According to study conducted on primary health care facilities in Gahna only 44% of health
workers had full of adherence on standard treatment guide lines.Based on the study findings four
factors were directily associated with adherence;these are age, specified diafnosis, type of health

facility and health professionals years of experiences(38).

When care is ineffective, that is, when health workers do not adhere to standards, this may reflect
a lack of knowledge of standards or a lack of compliance regardless of knowledge(22).

A study conducted on Addis Ababa only 30.4% of medical doctors had good practice of
professional code of ethics(48).

Awareness is a subjective term that can be based on an internal state, such as a visceral sensation,

or on external events by sensory perception. It's similar to sensing something, which is distinct
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from observing and perceiving (which includes a basic process of familiarizing ourselves with the
objects we perceive)(40).

People who work in health care have the responsibility of protecting and improving the health of
the people in their communities. The global health workforce is made up of all of these health
professionals with all of their diversity. It describes the workforce's size and distribution, as well
as some of its features, such as how much it costs.

It is important to set and implement minimum requirement standards, and continuous improvement
is encouraged(24). There is a general understanding and facts that human resources are the root
and essence of successful health system results(25). The right to health can only be ensured if the
community is rescued, if the health care system's professionals are well educated or qualified and
are committed to universal ethical values and professional standards, if the system in which they
operate is structured to meet minimum standards of need(11).

The standard establishes minimum requirements for the establishment and maintenance of medium
clinics to preserve the public interest by supporting individual health, wellbeing and safety and
should focus more emphasis on patient safety. Generally, it may be used to describe a treatment
plan or outcome. A quality standard is specified by the Institute of Medicine as a minimum level
of acceptable performance or results or excellent performance levels or outcomes or the spectrum
of acceptable performance or outcomes(26).

Provision or distribution of care is an immediate output of inputs, such as health workers,
procurement and supplies, and financing, into the health system. Increased inputs could contribute
to enhanced service delivery and increased access to services.

Ensuring and maintaining access to health care that comply with a minimum quality level are core
roles of the health systems. Availability is an element of comprehensiveness which relates to the
physical existence or provision of facilities that meet a minimum requirement. Utilization is also
characterized as the quantity of health care services used.

Medium clinic surveys may also assess the quality of specific services and whether or not all
appropriate components are available to provide routine treatment. This refers to the ability of
medium clinics to offer a particular service, assessed by the presence of tracer goods that include
qualified employees, guidelines, equipment/supplies, diagnostic capability, medicines, facility

physical fitness and commaodities.(27).
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The availability and adherence or use by health professionals of health care facility standards for
patient safety can serve many purposes. They can either set minimum performance standards or
continuity or uniformity can be defined across various people and organizations. Another goal for
standards is that priorities are set.The process of establishing and adhering standards by health
workers can set expectations for the organizations and health professionals affected by health
workers the standards(28).

The structural quality assessment revealed that private clinics had high expectations in terms of
cleanliness, space, drug and equipment availability, and comments from focus group discussions
suggested that these were respected (‘“you get all, pills, treatment, it's clean™).

In private clinics, the wait time was usually 10-40 minutes, compared to 50 minutes to 3 hours in
public clinics.

When comparing private clinics to public clinics, the patterns of use were remarkably different.
Primary public health programs like immunization and tuberculosis care were not available at
private clinics, so patients were referred to the public sector or to a general practice.

The immediate performance of the inputs into the health system, such as the health workers,
procurement and materials, and funding is service provision or delivery. Improved service
quality and access to services could result from increased inputs. A health system's main roles
include ensuring the provision of health facilities that meet a minimum quality level and ensuring

access to them.

Leaders in the health sector and politicians in charge of evaluating their countries' health systems
should take part in the debate on how to evaluate these key characteristics in their own countries.
Researchers should continue to experiment with approaches and interventions that will enable
progress to be tracked over time in these critical areas.

Some concepts that have been used to assess health care in the past are still applicable and are
included in the key characteristics. Terms like access, affordability, usage, and coverage, for
example, are often used interchangeably to suggest whether or not people are accessing the
services they need. Access is a broad concept with several dimensions; comprehensive
evaluation of access necessitates a rigorous assessment of people's ability to use health care on

physical, economic, and socio-psychological levels. The physical existence or distribution of
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facilities that meet a minimum standard is referred to as availability, which is an aspect of

comprehensiveness.

The quantity of health-care facilities used is often known as utilization, medicine shortages,
unequal delivery of health care, and a lack of equipment or protocols must all be seen as part of

basic service management.

Information on minimum requirements may be used to provide guidance to program managers
for key programs. Identifying all equipment, on the other hand, is a big challenge. Smaller
private facilities are more likely to be overlooked, so extra care must be taken to include them,
especially in urban areas. With subsequent censuses, completeness is likely to increase. Other
outlets, such as household surveys that ask respondents which facilities they use, may be used to

find more centers. Having access to private facilities for the short interview can be challenging.

2.2 Emperical literature review
The World Health Report 2010 reported that about 20-40% of all resources in the health sector are

wasted. The major causes of service delivery inefficiency include improper use of medications,
lack or wastage of human resources, lack or wastage of medical supplies or equipment(23).

From the study conducted on reasons and consequences of low adherence standard precaution is
linked to lacking life long learning, risk behavours of workers, in adequate provision of medical
supplies and inadequate working conditions (44).

Most health care workers who participated in the study, according to Amoo et al.,60 participants
had a high level of knowledge about universal precaution or standard precaution. However,
cleaners and a few laboratory professionals had the lowest percentage of awareness, which was
attributed to two factors: an inadequate number of cleaners to cover their job and longer working

hours by the health care workers.

These two factors, according to Amoo et al.,60, affected the degree of education that health care
workers can have, as cleaners are unable to attend workshops or training lectures about universal
precaution or standard precaution leading to a shortage of staffing, and other health care workers

can decline to attend due to weakness from the extra duty hours.
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However, the generalisation of Amoo et al.,60 is questionable, because of their sampling method
(56). From another study conducted on analysis of medical claims in Ethiopia out of 60 compliants
39 compliant was reported to death and 15 compliants were related to disability(28).

In Ethiopia study conducted on Oromia region Bale zone only 45.6% of health professionals had
good level of adherence of professional ethical practices(50).

As part of basic service management, shortages of medications, inadequate use of healthcare
facilities, and the unavailability of equipment or guidance must all be taken into account.
Usually, a general facility survey focuses on a wide variety of key health services and collects
information on facility health employees, equipment and supplies, support programs,

management systems, and adherence to standards and guidelines by providers.

A general facility survey generally collects data on facility facilities, equipment and materials,
support structures, management systems, and provider adherence to requirements, and it focuses
on a wide variety of key health services. In the survey of child health services, facility surveys
can also assess the consistency of particular services and whether all appropriate elements are

present to provide routine care; for example, immunization and diarrhoea treatment.

The core questionnaire is focused on internationally agreed health-care principles, such as the
United Nations Children's Fund (UNICEF) immunization recommendations and the healthy
motherhood initiative's standards, with local variations as required. Tangibility (Groonroos 2000)
is described by Irene Aikins Kumasi Polytechnic (Faculty of Business and Management Studies)
as the physical environment of health facilities, the appearance of staff, and the equipment and

resources used by healthcare professionals to provide high-quality treatment.

Johnson (1997) defines reliability as health professionals' organized practices. This is vital for
delivering high-quality health care. Their actions are performed correctly the first time, with no
errors in the treatment of patients/clients. This goes a long way toward improving client

satisfaction.

Responsiveness concerns the preparedness of health professional in proving service to clients.
Timeliness of activities of health professionals, making sure clients go through successful

review, providing immediate services to patients/clients/ payment of suppliers (Gronroos 2000).
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Patient satisfactions are affected by the skills and politeness of health professionals. This
includes details such as job capability, competency levels, how clients are managed and treated,
and the overall attitude toward the needs of patients. Patients, on the other hand, can feel

comfortable when reviewing healthcare delivery (Fitzsimmons and Fitzsimmons, 2001).

A high-performing health workforce is made up of a diverse group of employees (including
volunteers) who are evenly dispersed, effective, attentive, and knowledgeable in order to deliver

the best health outcomes possible given the resources and circumstances.

More than half of all drugs are prescribed, dispensed, or marketed improperly, according to the
World Health Organization (WHO), and about 50% of all patients do not take their medicines
correctly (WHO 2009).

It was predicted that, for example, proper use of the standard treatment guidelines (STGs) would
minimize inconsistency in prescribing practices, direct acceptable medication choices, and
eventually increase the quality of care in the health sector if health practitioners were aware of

and adhered to medium clinic standards.

According to a study conducted to assess adherence to standard precaution practices among
health care workers and factors inhibiting the practice in Dawuro zone, SNNPR, South western
part of Ethiopia, only 22% of health care workers adhere to standard precaution practices.

The study found that health care workers with less than or equal to 5 years of experience were
2.5 times more likely to follow standard precaution practices than those with more than 5 years
of experience.

The study conducted in Bihar Dar found that health care workers with more than 10 years of
experience were 1.48 times more likely to follow standard precaution practices.

National standards and guidelines: In general, organizations should obey the country's health
standards and guidelines, including care protocols and critical medication lists, when responding
to disasters( 57).

Many factors, including behavioral, social, and organizational factors, as well as the nature of
healthcare activities and their environment, make it difficult to motivate and enable health
workers to perform to expectations.

There is no single best intervention or technique for achieving standard-compliant health worker

results. Rather, a wide range of approaches have been shown to improve conformity to
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expectations in comprehensive trials. Multiple interventions have been shown to be more
successful than single interventions, particularly when initiatives to improve health provider
knowledge and understanding are paired with interventions to promote and strengthen standards-
based performance in daily practice.

Since adherence to evidence-based criteria is correlated with better health outcomes (Grimshaw
and Russell 1993), and since failure to provide clinical treatment in compliance with standards
has significant negative effects on patient outcomes, the definition of quality focuses on
performance according to standards (Walker et al. 1988).

One of the most challenging problems in delivering quality healthcare is inspiring and
encouraging health workers to perform according to expectations.

Individual physicians in primary care, on the other hand, are often faced with a broad range of
problems and illnesses, and their practice conduct can be more heavily affected by patient
expectations (Wensing et al. 1998).

Individual health worker decisions on meeting expectations are often highly affected by whether
they work for a healthcare facility that has significant control over their practice or work
independently as a private practitioner. The likelihood of encouraging health providers to operate
according to expectations is also affected by the degree of government oversight or regulation of
health service delivery.

Absenteeism of health worker’s cheats government of up to 40% of their time of employment.
This malpractice affects the quality of patient care and destroys team work. Staff absenteeism
arises from late coming on duty and early departure from duty, Negligence of duty and dual

employment or practice.

According to a reaserch conducted on compliance with precautions and associated factors among
health care workers in Gonder university comprehensive specialized hospital;

Health professionals worked in Government hospital were nearly three times more likely to
practice infection prevention compared with those working in private higher clinics According to
this study, Health professionals having experience of less than ten year were nearly four times
more likely to practice infection prevention than those who have experience of more than ten
years.

Although there has been relatively little research on guideline use specifically among nurses,
some barriers have been identified. Lyons et.al. investigating the role of information technology
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in guideline implementation among nurses, physicians, and administrators, found that nurses
identified lack of time and lack of access to computers as significant barriers to guideline
utilization, surveying nurses in Singapore, found that 73% said they lacked the material
resources necessary to implement a clinical practice guideline addressing fall prevention. A
study by Sinuff et.al. found that a lack of awareness that a guideline existed and a lack of
familiarity with guideline content or research findings were major barriers.

A Scottish study of the use of nursing best practice statements by 15 nursing leaders involved in
their development found that even for this group, implementation was challenging.

Barriers included lack of time and other resources, lack of training, resistance to change, and lack
of “local champions.” It stands to reason that, for guideline implementation and use to be
optimal, more research evidence specifically from the unique perspective of nurses is essential.
A skilled, motivated and adequately supported health workforce is critical. Health care providers
want to deliver the best possible care to their patients. Often, however, the systems and
environments they work in make this task difficult.

Guideline or standard adherence are complex processes. In several studies conducted with
physicians, is a lack of familiarity with a guideline’s content or with the relevant research
literature. On the other hand, there is evidence that clinicians who are familiar with both the

guideline and the relevant research might disagree with the guideline’s interpretation.

Clinicians have also expressed concern that the uniformity of clinical practice guidelines
encourages “cookbook” or formula-driven medicine. If clinicians feel their current practice is
adequate, they may lack the motivation to adopt a guideline’s recommendations. And many
practitioners report relying on colleagues for decision support, a practice that may decrease the
use of evidence-based guidelines and increase reliance on experience-based decision making.
One external barrier to guideline or standard adherence or use is a confusing or overly

complicated guideline format.
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2.3 Overview of Ethiopian private Health facility
Many low- and middle-income countries are increasingly looking at private sector engagement

as a way to enhance economic growth and development. Ethiopia's private sector has been
actively engaged in agriculture, manufacturing, construction, and trade. Indeed, the private sector
has become an engine for growth, increasing from virtually no private sector activity in 1980s to
contributing 80% of gross domestic product (GDP) when including the informal sector. 2016/17,
MOH report indicates that 6% of all health facilities are in Addis Ababa, of which 6% are public
facilities and 94% are private (58)

Having a growth rate of 2.4% annually, Ethiopia has a population of 105+ million people with a
trend of doubling every 25 year, which creates a huge burden on health service delivery. Ethiopia

is undergoing a demographic and epidemiologic change at the moment.

There is a triple disease burden: communicable disease, non-communicable disease, and
accidents. Non-communicable diseases are expected to increase in the next 14 years as

communicable diseases decline.

According to the Ethiopian Ministry of Health, the national budget allocation to the health sector
is 11.5%, demonstrating the country's reliance on foreign assistance and funds. In the base and
high case scenarios, the total expense of the Health Sector Transformation Plan for (2015/16 —
2019/20) is expected to be $15.6 billion and $22 billion, respectively.

In Sub-Saharan Africa, the private health sector ranges from traditional healers, pharmacies and
shop keepers selling health care products, to non- profit and for - profit clinics and hospitals.
People use the private health sector for a number of reasons, including convenience, perceived

efficiency, and confidentiality, or because there is nothing else available.

Furthermore, private health care in Sub-Saharan Africa is not limited to the wealthy. Africans
from all socioeconomic backgrounds seek health services from the private sector (59). According
to a recent report from the International Finance Corporation, a World Bank member, health
spending in Sub-Saharan Africa is projected to double over the next ten years, requiring
investments of $25-30 billion, with the private sector playing a key role.
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The research report's key findings are that the private sector already plays a major role in
providing and funding health care; on average, it provides 50% of the industry's goods and

services, with 60% of those goods and services coming from private sources.

African health expenditures are projected to more than double over the next 10 years, from
billions in 2005 to about $35 billion in 2016, with 60% expected to come from the private
sector(60). Meeting the health-care needs of Sub-Saharan Africans is a huge challenge for health
ministries. Ethiopia is a low-income country in Sub-Saharan Africa with a poor health-care
system and a rapidly expanding population. The root causes of major health issues in poverty are
a shortage of education and inadequate access to health care. Furthermore, the health-care
delivery system is ineffective and poorly planned in terms of coverage (61).

People have no choice but to seek out private facilities in the absence of a well-funded health
system that provides free care. In Ethiopia, the private provision of health services has been
legalized as a way of mobilizing capital and improving the health system's productivity(62) .

But data shows that private health sector expanded its activities in urban areas especially in the
capital city. The numbers of private health facilities are increasing steadily, In Ethiopia currently
the number of operational private facilities are 5,401 primary clinics, 62 hospitals, 536 specialty
clinics and 1,308 medium clinics(63).According to 2009 EFY health and health related indicators
in Addis Ababa alone, there are 28 private hospitals and 882 all type of clinics.(64)
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2.4 Conceptual framework

Socio demographic factors

> Age, sex, marital status, level of

education,
» Working units
» Working positions
» Working experience

Systems and organizational factors

» Job clarity or complex

» Availability or attribute of standards
» Administrative support

» Working conditions

Individual factors

>
>
>
>
>
>
>

Expectations,
Negligence of duty
Individual goals
commitment

perception of standard usability
lack of training, workload
Evaluation and readiness to change.

Figure 1. Conceptual framework which shows the association between different factors with

awareness and adherence which is developed from different literatures.
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CHAPTER 3: OBJECTIVE

3.1 General objective
e To assess awareness and adherence to health facility standards among health workers in
selected private medium clinics in Addis Ababa Ethiopia 2019.
3.2 Specific objectives

e To assess awareness of health workers to health facility standards among health workers in
selected private medium clinics in Addis Ababa Ethiopia 20109.
e To assess adherence of health workers to health facility standards among health workers in

selected private medium clinics in Addis Ababa Ethiopia 2019.
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CHAPTER 4: METHODS
4.1 Study area and Period

The study was conducted in Addis Ababa the capital city of Ethiopia, with the total population
3,515,678. Addis Ababa has ten independent sub cities and one hundred seventeen Woreda. Its
area is estimated to be 530 Km2 with altitudes ranging from 2,200 to 3,000 m above sea level,
average temperature of 22.8°C and average rainfall of 1,180.4 mm and has seven functional public
General hospitals and three under construction, 98 functional public health centers and 23 health
centers under constructions, 22 private general hospitals and 3 private primary hospitals, 1,071 all
types of private clinics including 290 private medium clinics and 816 drug stores and
pharmacies(29).The data was collected from July to August 2020 at selected private medium
clinics of Addis Ababa, Ethiopia.

4.2 Study design
Facility based descriptive cross-sectional study design was conducted.

4.3 Source population
All health workers working in private medium clinics in Addis Ababa city administration.

4.4 Study population
Selected health workers who were working in private medium clinics in Addis Ababa city

administration during the study period.

4.5 Inclusion criteria
All health workers who were working in the selected private medium clinics in Addis Ababa city

administration during the study period and worked at the institution for at least three months were

included to the study.

4.6 Exclusion criteria
Health workers who were working at dental medium clinics, optometry medium clinics,

ophthalmology medium clinics and other clinics such as home based or mobile clinics were

excluded from the study.

4.7 Sample size determination
Sample size was determined by using single population proportion formula, 95% confidence

interval with 5% margin of error.

22



Where

P = no previous study was found on the proportion of awareness and adherence of health
workers towards FMHACA medium clinic standard. So, to obtain maximum sample size 50%

proportion was used by considering good awareness and adherence.

d = margin of error = 0.05;
Zal2 = the value of Z in the standard normal distribution that corresponds to 95% confidence
level=1.96
n =  therequired sample size
So,n = 1.96223U=2%) _ 354
0.52

Since the total eligible study unit in study area was less than 10,000 which was740, correction

formula was required by using population correction formula the sample size became 253

Where

no = is the initial and adjusted sample size (calculated sample size);
nf =is the final sample size;

N = is the total no of eligible

Then by considering 10% non-response rate the final sample size becomes 279.
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4.8 Sampling procedures

There were 290 private medium clinics in Addiss Ababa city administration and first by having
all the lists of the clinics; two sub cities which was Kolfe Keraniyo and Nifas Silk Lafto were
selected using a simple random sampling technique from the total of ten sub cities found in Addis
Ababa city administration. Among all the clinics, a total of 148 private medium clinics ( 82 private
medium clinics found in Kolfe keraniyo and 66 private medium clinics found in Nifas silklafto
sub cities).Among these a total of 56 private medium clinics which 31 private medium clinics from
Kolfe Keraniyo sub city and 25 private medium clinics from Nifas Silk Lafto sub-city as a study
area were randomly selected from the lists of the clinics and proportionally allocated to both sub-
cities. Then a total of five respondents from each selected private medium clinics; one respondent
was selected using lottery method from each department (HRM, OPD room, Emergency/injection
room, Laboratory room, recording room and housekeeping room) until the calculated sample size

was achieved.
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Addis Ababa FMHACA
(290private medium clinics)
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(82 private medium clinics) (66 private medium clinics)
s

Simple random sampling used to select proportionally allocated

private medium clinics.
.

\

31 private medium clinics

N\

25 private medium clinics
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Simple random tecnique was used to select five respondents from each

department (HR,OPD room,Emergency/injection room,Laboratory room and
house keeping room)

\ ¥
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The total determined sample size of 279 were proportionally allocated 155 from kolfe
and 125 from Nefas Silk Lafto by randomly selected .

Figure 2. Schematic presentation of sampling procedures 2019 .
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4.9 Study variable

49.1 Dependent variable
e Awareness of health workers to healthcare facility standard.

¢ Adherence of health workers to healthcare facility standard.

4.9.2 Independent variable
e Socio demographic factors; age, sex, marital status, level of educational, working unit,

working positions and working experience.
e System and organizational factors;

o System; administrative support, working condition.

o Organizational; monitoring system, adequate manpower, working load, working
environment, general organizational climate, availability or attribute of standards,
training, supervision, self-assessment, professional turnover and communication
mechanisms.

e Individual factors;

o Provider motivation; expectation, negligence of duty, individual goals/values,
commitment, perception of standard usability and readiness to change.

o Provider competencies; lack of knowledge, lack of awareness, lack of training,

workload and evaluation.

4.10 Operational definitions
Healthcare workers; All health work forces working in the private medium clinic at a time of
data collection.They may include medical doctors, health officers, BSC and diploma nurses,

laboratory professionals, recoring and house keeping workers.

Health professionals:- All medical professionals working in a medium clinic who serve,
diagnosis, care,counselling and prevention of human disease, disability and other physical and
mental impairments or services directly to patients.Or all health workersworking in a medium

clinic excluding receptionist and janitors.

Minimum requirement: -a criteria or qualification that a medium clinic must have in order to put

in use. (Ethiopian medium clinic minimum requirements)

Private clinics:- refers to private-for-profit medium clinics
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Awareness: - Having knowledge or well informed about the Ethiopian medium clinic minimum
requirements. So, those who were scored above the mean score of the awareness related questions
were considred as having a good awareness and those who scored below the mean score were

categorized under poor level of awreness.

Adherence:- The action of making practical and effective use of Ethiopian medium clinic
minimum requirement standard. Based on this those who scored 75% and above were grouped
under ‘good’, those scored 51% to 74% are grouped under ‘medium’ and those who scored

50% and less are grouped under‘low’.

Non Health:- All peoples working in a medium clinic whose educational backgrounds are other
than health or not health related and or peoples who does not delivers care or services directly to

patients or not involving or concerned with medical care or the field of medicine.

4.11 Data collection procedures

The quantitative self-administered written questionnaire was used to collect the data which was
developed from the EFMHACA (Ethiopia food medicine health care administration and control
authority’s medium clinic minimum requirements ES3633.2012) guideline. Ten BSc nurse or/and
public health professionals were recruited as data Collectors and four health professionals recruited
as supervisors.Both data collectors and supervisors were trained on the aim of the study, the study
procedures, data collection instruments, and research ethics.

The data collection instrument was pre tested for clarity and to know the time it took to complete
the data of private medium clinic requirements other than the study areas and then revised
accordingly. The questionnaire, includes questions on socio-demographic characteristics of
respondents, specific practice area and questions to assess the level of health workers awareness

and adherence toward the Ethiopian medium clinic minimum requirements.

4.12 Data processing and analysis procedures

The data was coded, typed and entered in to Epi.Data3.1 software and exported to SPSS version
21for final analysis. Descriptive statistics including frequencies and proportion was used in order
to summarize variables. To determine the association between each variable binary logistic
regression model was used. Bivariate analysis was done in between each explanatory variable and
the outcome variables.Then these variables which had an association at p-value less than 0.05 were
considered for furthere multivariate analysis.Variables with p-value less than 0.05 during
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multivariate analysis were considered as statistically significant. Both crude odd ratio(OR) and
adjusted odd ratio(AOR) with 95% confidence interval was used to estimate the association
between variable and control for possible confounding factors. Data was presented in texts, tables

and figures.

4.13 Data Quality Assurance

A pre-tested structured questionnaire was used to assure data quality prior to data collection, two
days training was given to the data collectors and supervisors in order to fill the questionnaire
appropriately. Additionally, the questionnaire was translating from English to local language
Ambharic and back-translate to English using standard procedure to check its validity. Each data
collector was checked the questionnaires frequently for completeness and consistency. At the end
of the day, the supervisors were checked all the filled questionnaires and the data was entered in
to Epi-info version 7 and data cleaning was conducted before actual analysis of data. The principal

investigator was cautiously observing and follow the overall activities of the study.

4.14 Ethical considerations

The study was conducted after obtaining official approval letter from Addis Ababa University,
college of health sciences, school of public health research review committee, Addis Ababa
FMHACA and FMHACA sub city office, FMHACA Woreda health office. Participants were
received information on the purpose of the study, respondent selection procedures, and harms
and benefits of the study. The respondents were informed of their right to refuse or agree to
participate in the study, or discontinue their participation whenever they feel the need. Privacy
was maintained or assured during data collection, and confidentiality of the data was also be
assured. And they were asked to participate in the study as well as they voluntarily sign in an

informed written consent form.
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CHAPTER 5: RESULT

5.1 Socio-demographic characteristics of the respondents

A total of 250 participants were included in the study which makes the response rate 89.6%. The
mean age of the respondents was 26.82 (SD=21.29) years. Among the respondents, relatively
higher portion of them which 93 (37.2%) were in the age interval of 21-25 years, 157 (62.8%)
were female, 136 (54.4%) were unmarried, 119 (47.6%) had diploma/level4 educational status, 77
(30.8%) were supporting staffs (none health professional) and 51 (20.4%) laboratory head with
respect to the current position. Further, 121 (48.4%) had two years and below works experience
within the institution, whereas 136 (54.4%) of them had 5 years and above as a total year of
working experience. Regarding monthly income of the study participants 98 (39.2%) of them had
2000 and below of Ethiopian birr. (Table 1)
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Tablel:-Descriptions of socio demographic among health workers working in selected private
medium clinics in Addis Ababa Ethiopia 2020

Variables Frequency Percent (%)

21-25 years 93 37.2

31-35 years 33 13.2

Sex Female 157 62.8

Marital status Married 110 44.0

Divorced 1 4

Educational status MD/BSC/BA 59 23.6

12" complete 37 14.8

less than grade 10 8 3.2

Health officer 38 15.2

Clinical nurse 62 24.8

Supporting staffs 77 30.8

Owner 12 4.8

Laboratory head 51 20.4

Reception 50 20.0

3

0



3-4 years

5 years and above
Total years of experience 2 years and below

3-4 years

5 years and above
Income 2000 birr and below

2001-4000 birr

above 4000 birr
Year of establishment the clinic at 2004 and after

before 2004

107
22
72
42

136
98
73
79

140

110

42.8

8.8
28.8
16.8
54.4
39.2
29.2
316
56.0
44.0

5.2 Information about Ethiopian medium clinic standards related characteristics of

the respondents

Regarding to information about Ethiopian medium clinic standards related response of the study

participants, the majority 168 (67.2 %) were heard about Ethiopian medium clinic standards, even

though 196 (78.4%) of them had no any training on it. Written documents (30.8%) are source of

infromation. In addition, 264 (98.4%) them had no on job trainings on it. Also, though all of them

were register at FMHACA, 200 (80.0%) of them were not participated in informing other staff

about Ethiopian medium clinic standard. (Table 2)
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Table 2:- Information on Ethiopian medium clinic standards related characterstics of health

workers working in selected private medium clinics in Addis Ababa Ethiopia 2020.

Variables Response Frequency Percent (%)

Heared about Ethiopian medium Yes 168 67.2

clinic standards No 82 32.8

Source of information Through training 74 29.6
Through department 1 A4
meeting
Through reading materials 77 30.8
Through posted materials 8 3.2
Through public medias 1 4
Through association 7 2.8
gatherings

Taken training on Ethiopian No 196 78.4

medium clinic minimum

requirement standard

Yes 54 21.6
Having on job trainings on No 246 98.4
Ethiopian medium clinic minimum
requirements

Yes 4 1.6
Participated in informing other staff No 200 80.0
about ES3613 2012 standard

Yes 50 20.0
Registered at FMHACA Yes 250 100.0
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5.3 Level of health workers awareness of about Ethiopian medium clinic standards

The current study revealed that the overall level of good awareness toward the Ethiopan medium
clinics standards among health workers working at medium clinics was 22.4 %. (Fig.3)

level of awareness

= Good awareness

= Poor awareness

Figure 3; level of awreness on Ethiopian medium clinic standards among health workers working
in medium clinics, in Addis Ababa, Ethiopia, 2020
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5.4 Specific level of adherence to Ethiopian medium clinic standards

Regarding adherence toward Ethiopian medium clinic standards among the specific professionals
participated in the current study, 41.2% health professionals,55.6% receptionists, 36.0% clinic
owners,41.4%, professionals working at OPD, 46.2% laboratory professionals and 48.4% janitors

had good level of adherence. (Fig.4)

level of adherence among each profesions

60.00% 55.6%
50.00% 46.2% 48.4%
41.20%9.40% 40% 41.4% 0%
40.00% aov  36:002 -
[+
30.00% 6% 2629%
40%
20.00% 0 10%
1%
10.00%
0.00%
o X &
'b - S
Q& N ) Qo ) R
&° ° O‘&(\ {{‘\Q fa"’\o \’Z’(\\
@ R O &
o & <
& 3
> <
¥ Q@

B Good adherence B Medium adherence M low adherence

Figure 4. Specific level of adherence toward Ethiopian medium clinic standards among health

workers working in medium clinics, in Addis Ababa, Ethiopia, 2020
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5.5 Overall level of adherence toward toward Ethiopian medium clinic standards among

health workers working in medium clinics

This study also, showed that 44.8% of the study participants had overall level of good adherence

with the Ethiopian medium clinic standards. (Fig.5)

overall adherence toward Ethiopian medium cliinc
standards

= Good adherence

= Poor adherence

Figure 5. Overall level of adherence toward Ethiopian medium clinic standards among health

workers working in medium clinics, in Addis Ababa, Ethiopia, 2020
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5.6 Factors associated with awareness and adherence toward Ethiopian medium clinic

standards among health workers working in medium clinics.

5.6.1 Bivariate Analysis

For each explanatory variable, bivariate analysis was done and socio-demographic factors such as
age, sex, highest level of educational status, take training on Ethiopian medium clinic minimum
requirement standard, participate in informing other staff about Ethiopian medium clinic standard,
awareness, monthly income and work experience within the institution are variables which were
fulfilled the minimum requirement of p-value < 0.05 significance level for further multivariate

logistic analysis for level of adherence.

Further, factors such as age, sex, marital status, participate in informing other staff about Ethiopian
medium clinic standard, adherence, monthly income, work experience within the institution and
total years of experience were variables fulfilled the minimum requirement of p-value < 0.05

significance level for further multivariate logistic analysis for awareness.

5.6.2 Multivariate Logistic Analysis

Assessment was done and it showed that the model adequately fits the data for awareness and
adherence as p-value from Hosmer and Lemeshow test was 0.002 and 0.032 respectively. During
the multivariate analysis; factors such as those who were in the age interval of 21-25 years and 26-
30 years had statistically significant association with adherence toward Ethiopian medium clinic
standards. But being participated in informing other staff about Ethiopian medium clinic standard
were the only factor had statistically significant association with awareness during the multivariate
analysis. (Table 3 & 4)

By using multivariate (Adherence) logistic regression, health workers who were in the age interval
of 21-25 years (AOR 0.19, 95%ClI (0.06, 0.60)) and 26-30 years of old (AOR 0.06, 95% CI (0.01,
0.32)) had statistically significant association with adherence. In addition, during multivariate
(awareness) logistic regression, individuals who were not participated in informing other staff
about Ethiopian medium clinic standard (AOR 1017.49, 95% CI (35.99, 28768.10)) had

statistically significant associated with awareness.
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Table 3; Factors associated of adherence toward Ethiopian medium clinic standards among health

workers working in medium clinics, in Addis Ababa, Ethiopia, 2020

Explanatory

Adherence

COR,95%(CI)

1
0.39 (0.19, 0.79)*
0.36 (0.17, 0.78)*
8.72 (1.87, 40.76)*
7.88 (0.96, 64.91)

1
2.40, (1.40, 4.12)*

1
1.77 (1.06, 2.93)

1
0.11 (0.05, 0.24)*
0.15 (0.06, 0.40)*
0.23 (0.08, 0.67)*
0.26 (0.05, 1.31)

AOR,95%(ClI)

1
0.19 (0.06, 0.60)**
0.06 (0.01, 0.32)**
0.37 (0.03, 5.27)
0.38 (0.01, 11.81)

1
1.47 (0.66, 3.26)

1
1.18 (0.47, 2.98)

1
1.36 (0.28, 6.69)
0.78 (0.11, 5.68)
0.81 (0.10, 6.67)
2.26 (0.17, 30.40)

Take training on Ethiopian medium clinic minimum requirement standard

0.07 (0.02, 0.19)*
1

0.05 (0.02, 0.18)*
1

0.11 (0.00, 7.72)
1

0.19 (0.02, 2.26)
1

Variables good Not good
Age
20 years and below 18 32
21-25 years 55 38
26-30 years 36 23
31-35 years 2 31
36 years and above 1 14
Sex
Female 83 75
Male 29 63
Marital status
Single 70 67
Other 42 71
Highest level of education
MD/BSC/BA 8 51
diploma/level4 71 48
12th complete 19 18
10th complete 11 16
less than grade 10 3 5
No 108 88
Yes 4 50
Participate in informing other staff about ES3613 2012 standard
No 109 91
Yes 3 47
Awereness
Good awereness 5 51

1

p-value

0.004
0.001
0.466
0.580

0.347

0.725

0.708
0.809
0.842
0.539
0.708

0.313

0.189
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Poor awerenss 107 87
Monthly income

2000  birr and 47 51
below

2001-4000 birr 45 28
above 4000 birr 20 59
Work experience within the institution
2 years and below 64 57
3-4 years 46 61
5 years and above 2 20

0.08 (0.03, 0.21)*

0.57 (0.31, 1.06)
2.72 (143, 5.17)*

1
1.49 (0.88, 2.51)
11.23(2.51,50.16)*

3.19 (0.05, 225.50)

0.83 (0.29, 2.37)
1.25 (0.34, 4.62)

1
2.23 (0.98, 5.10)
0.95 (0.07, 12.33)

0.593

0.722
0.736

0.057
0.970

* Significant association (p-value < 0.05 in bivariate) **-significant association (p-value<0.05in

multivariate analysis)

Other marital status = married, divorced and widowed ; not good adherence = low & medium
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Table 4; Factors associated of awareness toward Ethiopian medium clinic standards among health
workers working in medium clinics,in Addis Ababa, Ethiopia, 2020

Explanatory Awareness COR,95%(ClI) AOR,95%(ClI) p-value
Variables

‘>
«Q
D

21-25 years 4 89 144.63 (24.04, 34.44 (0.01, 0.430
870.02)* 227767.80)

31-35 years 29 4 0.89(0.15,5.53)  0.10(0.00,360.05)  0.578

Sex

Male 46 46 1 1

Single 8 129 1 1

Participate in informing other staff about ES3613 2012 standard

Yes 49 1 1 1

Good 5 107 1 1

Monthly income




2001-4000 birr 5 68 22.21(8.05 61.33)* 2.18(0.17,27.59)  0.546

Work experience within the institution

3-4 years 28 79 2821 (6.20, 3.84 (0.00, 0.843
128.50)* 2374910.78)

Total years of experience

3-4 years 4 38 5.70(1.92, 16.91)*  0.25 (0.0, 4.68) 0.352

* Significant association (p-value < 0.05 in bivariate) **-significant association (p-value<0.05in
multivariate analysis)

Other marital status = married, divorced and widowed
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CHAPTER 6: DISCUSSION
The current study found that 22.4 % of the health workers working at medium clinics had good

level of awareness toward Ethiopian medium clinic standards, which is lower than the previous
study finding which was conducted in North Showa Zone Oromia Region of Ethiopia, which
reported 78.9% the health workers were aware of the manual listing and control policies and
guidelines for healthcare workers (37) and from the other study which was done in Manya Krobo
District of Ghana report that only 37.0% of health care workers knew about the standard
precautions (38).

Further, the other study from India mentioned that 70.5% of the participants were aware and able
to identify all of the components of the minimum standard precaution (39). Whereas, it was quite
higher as compared to the study that was conducted in North Eastern Nigeria which reported that
13% of the health workers had good knowledge toward universal precautions (40). The variation
might be due to the difference in sample size which involving 100 HCWs in Ghana (38) and 361
in North Showa Zone Oromia (37), and difference in place of study country (38, 40).

Further, the current study revealed that 55.2% of the health care workers working at medium
clinics had overall level of poor adherence toward Ethiopian medium clinic standards.This implies
higher proportions of the health workers were not adhered to minimum national recommended
health facility standards. This might be related to lack of skill and knowledge on the minimum
requirements. Because, lack skills and knowledge are among the different barriers that could lead
HCWs impaired to provide comprehensive service and unable adhere with the standard (41).

The current study also tried to identified factors associated with level of awareness and adherence
of health workers toward the minimum Ethiopian medium clinic standards. And, with respect to
age those who were in the age interval of 21-25 years and 26-30 years of old were 0.19 and 0.06
time protective which means they were 0.81 and 0.96 times less likely to be not adhered with the
standards as compared to those who were 20 years and below. This implies being in the age interval
of 21-30 years are protective from being having poor level of adherence. Even if there might be
different reason for the discrepancy on the demographic characteristics of individual’s level of
adherence, the increment in age may create a chance the HCWs to learn from their experience as
well as academic careers. Education slightly improve healthcare workers’ adherence to Standard

Precautions (42).Whereas, the integrative literature review study mentioned poor training, risk
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behaviors, unawareness of the importance of Standard Precaution, insufficient availability of
personal protective equipment and inappropriate work conditions (excessive workload and
reduced teams) as the main reasons for low adherence of health workers to standard precautions
concerned (43).

In addition, during multivariate logistic regression of awareness, health workers who were not
participated in informing other staff about Ethiopian medium clinic standard were 1017.49 times
more likely to have poor awareness about the Ethiopian medium clinic standard as compared to
who were involved. This could be associated the information given about ES3613 2012 standard.
Health organizations must educate their staff to increase the level of awareness toward universal
or standard precaution, and increase the quality of patient care (44). This is supported by the study
finding from two Public Health facilities of Nigeria which described that 57.7% of the HCWs got
to awareness about universal precaution in the hospital, while only 28.5%, 4.6% and 9.2% learnt
about it while in school, from workshops and the media respectively(45).Pre-service and earlier
training are critically important in establishing a competent health care workforce, also regular
refresher and in-service education opportunities are necessary to ensure that HCWs to have
retained awareness and adherence toward health facility standards (41, 46).

6.1 Strength and limitation of the study

6.1.1 Strength of the the study
As per of my review of different literature, this is the first study at the study area as well as national

leve | to assess level of awareness and adherence toward a minimum national recommended health
facility standard among health workers working in selected private medium clinics in Addis
Ababa, Ethiopia.

6.1.2 Limitation of the study

Among the limitation of this study, the fact related to the cross-sectional design used, which
simultaneously evaluate variables of the effect of interest and their associated factors, should be
emphasized. Thus, it could not possible to identify whether influenced the associated factors or the
outcome variables such as awareness and adherence toward health facility standards. Second, since
this was the first study to address the current topic, there was a scarcity of published literatures to

make detail comparative explanation the current study finding with the previous study findings.
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6.2 Conclusion and recommendation of the study

6.2.1 Conclusion
The current study result indicated that most of the study participants had poor level of awareness

and poor adherence toward Ethiopian medium clinic standards. Even though, the low adhesion
to standard is linked to individual aspects of workers, employers and educational institutions, the
factors such as age of the health care providers with level of adherence and being participated in
informing other staff about Ethiopian medium clinic standard with level of awareness had
statistically significant association. Therefore, in order to provide crucial and potentially life-
saving services, health care providers should have a better adherence toward the health facility

requirements.

6.2.2 Recommendations
To the health institution, Addis Ababa FMHACA, Ministry of Health;

e Addis Ababa FMHACA, Ethiopian Ministry of Health and other related health institutions
should develop a regular schedule to educate and desensitize the Ethiopian medium clinic
standard for all health care providers who are working in private health institutions.

e Providing continuous pre-recruitment and on job educational training and awareness
creation on Ethiopian medium clinic standard by the health institutions is essential.

e Ensuring a regular assessment of health care providers level awareness and adherence
toward the standards is an important intervention to improve the overall health care service.

e Generally capacitating the healthcare providers level of awareness and adherence toward
the standards and regular supportive supervision or continuous monitoring and evaluation
will have its own contribution in promoting health care service and system of the country.

To researchers;

» To conduct a comparative study by including government health institutions

> Better to use a mixed qualitative and quantitative data collection method.
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Annexes

Annex | Information sheet for interview of health workers.

Information Sheet

Hello, my name is Ashebir Gudina I am MPH student in the school of public health, Addis Ababa
University. The purpose of this study is to assess the awareness and adherence of health workers
towards medium clinic standards in Addis Ababa. This will be helpful in improving the utilization

of standards of Ethiopian medium clinics to identify the gaps towards.

As you know within the Ethiopian Health Service, a number of standards are currently taking place
that affect health systems. This standards are designed to align with the national laws and policies
in order to ensure the public safety, to promote access to quality health services and encourage
health investments by standardizing the services all over the country. However, the awareness and
adherence of this standard towards health workers is not yet assessed. Therefore, | am interested

in assessing the health workers awareness and adherences toward this.
Procedures

If you agree to participate in my study, | will conduct a questioner with you at a time of your
choice. The questioner will involve questions about the title mentioned above. It would last about
half an hour. If you don't wish to continue, you can stop answering questions at any time. Your
participation is completely voluntary. You can refuse to answer any questions and/or withdraw

from the study at any time without a problem to you.

Benefits

There is no direct personal benefit to you from taking part in this study. It is hoped that the study
will give input to know the health workers about the utilization of ES3613 2012 standards and
their gaps towards. This helps to design strategies for better utilization and help to improve the

service that is given to the society.
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Risks/Discomforts

Some of the study questions may make you uncomfortable. You are free to decline to answer any

questions you don't wish to, or to stop the interview at any time.

Confidentiality

All your responses will remain strictly confidential, your name will not be recorded on the

questioner guide, and your responses will not be linked to your identity at any time. The results of

this study will be presented collectively and no individual participants will be identified.
Consent Form

| have been informed of and understand the purpose and procedures of this study and the purpose

and procedures of this interview.

| understand that | am free to withdraw my consent and discontinue my participation at any time.
| understand that | can choose to answer only the questions that | wish to answer.

By signing this consent form, it is indicating that | am fully understand the above information and

| am agree to participate in this study.

Participant's signature

Date:

Researcher's signature:

Date:

If you have any questions about this study, please contact principal investigator,

Ashebir Gudina (Mobile: 0911-959558); e-mail: ashebirgudinall@gmail
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Annex Il Self-Administered Questionnaire for health workers.
Self-Administered Questionnaires on awareness and adherence to healthcare facility standard
among health workers in medium clinics in Addis Ababa Ethiopia.

Hello, my name is Ashebir Gudina I am MPH student in the school of public health, Addis Ababa
University. The purpose of this study is to assess the awareness and adherence of health workers
towards medium clinic standard in medium clinics in Addis Ababa. This will be helpful in
improving the utilization of standards of Ethiopian medium clinics to identify the gaps towards it.
Your answers are valuable to the successful completion of the study. I would like to extend my
gratitude for your cooperation in advance and kindly requested to give appropriate answer for each

question. If an item is irrelevant, please leave the answer blank.

If you have any question or comment; please feel free to contact the principal investigator,
Ashebir Gudina (Mobile: 0911-959558);  e- mail: ashebirgudinall@gmail.com).
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Part 1. Questions to gather socio demographic information for health workers.

This section is preferably filled in by interviewing the health workers

Name of the health facility
Year of establishment of the medium clinic [Ethiop. Calendar]
Sub city

Name of interviewer
Date of interview

E.C

No. QUESTIONS AND FILTERS RESPONSES SKIP
101 Back ground of the respondent
Participants age in years
102 Participants sex 0. Female
1.Male
103 Marital status 1. Married
2. Single
3. Divorced
4. widowed
104 Monthly income in birr
105 Current position in the clinic
1. License Holder
2. Owner
3. Technical Manager
4. OPD/Emergency Head
5. Laboratory Head
6. Janitor
7. Reception
8. Other specify
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106

What is your qualification?

~N o ol WD

. Medical doctor
. Health officer

. Bsc Nurse

. Clinical Nurse
. Laboratory technician
. Non health worker

. Other (specify)

107

What is your highest level of education

MPH/Msc/MA
MD/BSC/BA
Diploma/level4
12" complete

10" complete

Less than grade 10
Other(specify)

NooakrwnhE

108

Work experience in your current

position of the clinic in years

109

Total Work experience in years
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Part I1. Questions to gather the awareness of health workers about Ethiopian medium clinic standards.

No.

Questions

Yes

No

Remark

201

Have you heard Ethiopian medium clinic standards? If your

answer is no to #201 skip to the question #203

202

If your answer is yes to question number 201 is yes through
what means of communication
1. Through training
Through department meeting
Through reading materials
Through posted materials

Through public Medias

o ok~ w DN

Through association gatherings

203

Have you ever read the Ethiopian medium clinic minimum

requirement standard?

204

Did you have taken training on Ethiopian medium clinic

minimum requirement standard?

205

Do you have on job trainings on Ethiopian medium clinic

minimum requirements?

206

Did you participate in informing other staff about ES3613
2012 standard?
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Part I11. Questions to gather the adherence of health workers towards Ethiopian medium

clinic standards tick (V) on the answer.

Questions

Yes

No

Ski

Responsible

person

Remark

301. Are you registered at FMHACA?

Health worker

302. Are you available at a time in the

clinic?

Health worker

303. Did you inform the client or
client’s next of kin to fulfill
consents before undertaking any

type of procedures and treatments?

Health

Professionals

304. Do you introduce your names and
functions or responsibilities in the
clinic before providing care to the

client?

Health

Professionals

305. Did you keep confidentially the
information in the patient's records
in a way that not be released to

anyone outside the medium clinic?

Receptionist

306. Do you have an occupational
health screening prior to entering
active status and once every five

(5) years thereafter?

Health worker

307. Did you keep on file the medical
checkup reports of all staff and
make available during inspection
by the appropriate regulatory
body?

Licensor/owner/

manager
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308. Do you have a periodically
reviewed and updated staffing plan
to total number and types of staff
needed as a whole and for each

service unit?

Licensor/owner/

manager

309. Did you participate in a Quality
Assurance/ Performance
Improvement program to
determine the status of patient care

and treatment?

Health worker

310. Do you have regular medical staff
meetings to review the clinical

works & administrative duties?

Health Workers

311. Do you use footwear which is safe,
supportive, clean, and non-noise

producing while all times at work?

Health worker

312. Did you worn hair in a way that
prevents contamination and does
not present a safety hazard?(for
ladies)

Health Workers

313. Did you have identification badges
easily visible with name &
profession and worn at all times

while at work?

Health Workers

314. Do you have clear protocol for
minor surgical procedures to be

done at outpatient level?

OPD/Emergency
and injection

room head

315. Did you record surgical
interventions integrated with the
patient’s medical record for each

patient?

OPD/Emergency
and injection

room head
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316. Did you record preoperative
diagnosis in the medical record for

all patients prior to minor surgery?

OPD/Emergency
and injection

room head

317.Do you have a copy of management

protocols in your working area?

Health
Professionals

318. Do you have a written policy
about administration of local

anesthesia in your working area?

Health

Professionals

319. Did you hold or dispense
emergency medicines which are
not registered, non-emergency

medicines and donated?

Health
Professional s

320. Did you keep documentation
which shows medicines source,
date of purchase and other relevant

information?

Health

Professionals

321. Do you have IEC and entertaining

materials in the waiting area?

Health

Professionals

322. Do you have job descriptions that
have detail the roles and

responsibilities of your duties?

Health

Professionals
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323.1s equipment’s in your unit be in a
good working order, routinely
quality controlled, and precise in

terms of calibration?

Laboratory

Professionals

324. Do you have written policies and
procedures at least Procedure
manuals (SOP) or guidelines for

all tests and equipment?

Laboratory

Professionals

325. Do you have report times for
results (Established turnaround
time) and Quality assurance and

control processes?

Laboratory
Professionals

326. Did you have posted normal
ranges for all tests?

Laboratory
Professionals

327. Did you document quality control
data: calibration report, internal
and external quality control,

refrigerator readings?

Laboratory

Professionals

328. Do you keep medical record
confidentially, available only for
use by authorized persons or as

otherwise permitted by law?

Receptionist

329. In the patient's medical record did
you write legibly, in permanent
ink patient’s full information, date

and your sign?

Receptionist
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330. Do you have medical record,
logbooks and shelves at your

working area?

Receptionist

331. Do you give health promotion

activities?

Health

Professionals

332. Do you have plan/schedule,
integrate and monitor health

promotion activities at the facility?

Health

Professionals

333. Do you use clean white coat and

guans at all times?

Health
Professionals

334. Do you supervise and control
Collection, transportation and

disposal of medium clinic wastes?

Health

Professionals

335. Are you create pleasant
environment to patients, staffs and

visitors?

Health workers

336. Are you responsible person for
regular surveillance of overhead
and underground tank, regular

chlorination and cleaning?

Janitors

337. Do you use infection control
measures in accordance with the
medium clinic infection prevention

standard?

Health workers

338. Is your working area free of rodent

and insect infestations?

Health workers

339. Have you separate space provided
for the storage of housekeeping

equipment and supplies?

Janitors
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340. Do you have plan, organize, co-
ordinate, control and monitor all
housekeeping and maintenance

activities?

Janitors

341. Do you perform the common

infection risk-reduction activities?

Health workers

342. Do you exercise and hygiene
performed after touching
contaminated items, immediately,
after removing gloves and between

patient contacts?

Health workers

343. Do you have personal protective
equipment such as gloves, mask,
eye protection (goggles) and face
shield?

Health workers

344. Are you designated in infection
prevention committee? If yes do
you have written protocols,
procedures and have been

documented?

Health workers

345. Do you have regular training on
infection prevention and control

practice?

Health workers

346. Do you have written procedures to
govern the use of sanitation
techniques in all areas of the

medium clinic?

Health workers
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347. Did you separate infectious and
noninfectious medical waste
contained in disposable containers
and be placed temporarily for
disposal?

Health workers

348. Do you use three bin systems used
to segregate different types of

waste in medium clinic?

Health workers

349. Do you have a medical waste

management plan?

Health workers

350. Did you have orientation on

personal protection methods?

Health workers

Name of data collector:

Checked by (supervisor name):

signature

signature
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Annex 11l Amharic version of the questioner

MS 2APA%T N ARNC 785 ANAAL NARN ANN RLACAL MT ALIN hAE NAhNZL+TAN
MmS FRUCT NF NDRC ATNA hFeTh N PUA+E 8974 +T9¢ 13:ATLM DM,
NALF 1H NAFECEP PMT A74A%T @D NMS PANGC NCAPT AL +ROF PTRLLLCT
NChp O@HEPT AP+NTMF GFM@- 2 ATHUID RARHFPF PAHMT L9477+ ATZII *
et PATDT PMT ATADATT +R4NITYT ATIAL AT NAYL+E @ND PATT A4 AT
NeZE NaeameA) eMmS AINNFETTT AMNZFF+ ANA hUE UIFT 7AAPT IC
PEMMA™ (PIA. P+l TFM = PP AMG NL+HET 2U B2 PAD- 1WHN AG A+INNC
18 AA+70R70RGR NADPRGR BU mGF NPT PO L+ZMm NARN ANN N+a9 NC NTQTT
P74 @NNAT NALDT AL AP AATMI® NAALN AAM PARALE NARPPT PR TO4P
amhnAT AALh @PAR LT PR APANT AT NATRLPE NAGRAN P 927 PUA ATL+TIHMS
AR AINGT aRggRIge AT U MELFT ANALCA ANAT AGPARPPE NA9INM:
AATRHNC oY §FM PHNATT AR+D. AGHPEY AMRA™ARG ATHRAA 2784 =

NS+t @-ND APA+E §$L5 NPF NTMFPT AGF NheT LePPTF MND PHIEMNTT
MmPE - NAA MAAM PIYMLH AT MPRPEIR P LMIMET DAL NHIARML HEP
BUSTA: APPMA NALATF NTIIFM-9° 1H HPEPTT dpaRAf aj§ge RFAN = PACNP
+AFE arh Nk NEPLHIF AL PHARALt DALY NART NGF &I LIS do+m-
EFAN =

Ot Lot

NHU BT ®NR NEA+EP IPITR dmtg PP MPI° APATIID I1IC 917 DG+ DA
ATE&P P9A ddhnAT hALh dpanHE PNAGRPPET 99THNG AMPPI® HILP AT
A&++T ATMOE P8 AUPT LUIR MELAT NE+TTET AMRA™ATT A+AA AMPPI® 278
HY8 @RaRHEMY ARSZR AT AUANZTAN PARAMMT PMS ATAIT ATIAAA £284A =
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NI+ /| %+

P+DART PG+ MmPRPT IOFF ATLNMPF APLLCTFPT LFA LUPTA: PMRELATTY
MITMm-9° M PE AGRADAN MLYE NMITM-I° 1H ARSI £ PLT 1PF

Ca\ TOWA L

bATR PmPe PR NANP TBADER PID £8P NIP NMPE MLb+ AL
REODHOGR  AGGD  PACA JPAR NAMIF@M-GR 1H NaI+P IC ARITHID = PHYU MG+
@MAT NI PTPCNH AUPT APT8TS +AFE AEALTD =

PLPE PR

PHUY ®FF 9AT AG LL$FT +LEEPAL =

NP AMA+E AT +ATERT NMIFD®-9° 1H ATIRLD 19 ATRUTh AD-PAL = ARAN
MmAMT PIRLAID-T DPEPTF NF AL dRAN ACPAMT dogesm AFAAU- =

RUTT PATRIRIE SR NARLCI® NHU NAL PAM-T aB/8 NN ATL+Z8MS AT NHU
PTF @A AA+E N§LLATT AAMIEY NLCTR ALITTMAD, =

PtAFd 40T

+%

P+ansme &LCM

P -

NAHYU MG+ MITFOII° D PEPF hAPT ANAPT PT MC/mY hHU NFT $hie
NAQL AL 4R P17°4%
AANC 185 (PNLA: 0911-959558) A TA: ashebirgudinall@gmail.com
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hEA 1. AMS N&+HETF MUNEP £7-UHN a8 AANAN PIY,PIH M PEPT::

2U N&A aZBm NMANANMD NAGRP NIPA RaRZmA

PMA +kd™> (9o
amhhAF AL PRt NATE. ¢7 ASMMCS NIt
n&A n+m mZ5

am/Em P+ANANNT $7

+.%. MPEPT AT THMLLPT goART HAA
101 PHAFL M ALIY NAADF
102 P+AFLM, R 0. LT
1. @&

103 PTecC Uit 5. p1N

6. PAIN

7. P4F/T

8. PAe+N*
104 ®4LP L9PH NC
105 NAA LI @A ALY P99, P7A9IANT 1. PAALI: NAGRSE

nz

2. PaALh NAYNF
3. PhAALN NG
AONPS
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4. PAPLPT +amAAR
Ungee /R e +E
h8J MEYD ap(y,
N&A AL

5. PANGRL DAL

6. P68%F NGtF

7. NCE h&A

8. AA A B9AR

106

PACNP NPT MLIP qoPp IR L 1m-?

—

. Phh9eg 2A+C
.M aepyy
.8.°¢ 1Ch

AW DN

R VAL I Taly

5. ANG-%¢ LA LT
6. PM5 P PAUY
7. AA NA(291AR.)

107

PACAP N&+E PHI°UCT BB
go7 By m-?

1.eA+E 8912

2.PMG Bntet/PaREansp 8o/
3.8 TATM/LE Rt

4125 n&A PMIbd

5.105 NEA PMT$e

6.n105 n&d N>

7.0A DA 2R,

108

NAA LI AT NANT P4 YALTT
PAPT PG ATRE NG ARF
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109 AMPAL PAPF P AJRE NGADHE

A&EA 2. PMG NATPPTF NATEEP dPNNAT AALR dRan/P e P NAATM. ITHN,
AMANAN P+HIE »PEPT =

+.¢. | DPRPT AP he MNP

201 | PAFE&P A®NNAT NA LR NF18CET NTP+O. POLPA?
MANP AL NUT $MET M P LHAN

202 | A PP @M 201 AANP AP NPT NPHE M- PV TFIH HE,
N4 1@

1. NhAMST

2. N+ALR ANANPT

3. P+A LR RARNTT NTIINA

4. NTAMé £NRNTF

5. NaR755 NHEY7

6. NNARPLPF T4NC ANANPF

203 | PATEXP aNNAT AA LR NF18CE ATING. POLPA?

204 | NATEEP aNNAT DA LA NFT8CE AL NAMT OhLM
PODPN?

205 | NAFE&L hNAT AALA NFT8CE AL P24 AR NAMS
mhLem Pm.A?

206 | NATE&P a®nNAT AA LA NFT18CE AL AAAT N&tFTF
DYHN PAMT AL +NTE PA?
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A&A 3. MG NAT>PPT PATERP da®hnAT AALh NFT18CE A+1NNCTH

ATDP P+HIE MLRPF ::

T PePF

AP

AL

HA&

Py aAnN+@ AD-

MN&LL

301.

ngeaNg eyt

eMML ALPNT +HAPHINPA?

PMs N&tet

302.

NaALh @nm
N®™%+ Nhe NFP
AL 1N&?

PMs N&tet

303. MIT@-I9° Lt

TCAECTT AT
UnIeTPTT haghyi &P
Nt 4925 A8 U
ALINT M LI
ALINGT @ P&CN
HOD G AAM-PPAT?

PMmq NAGE- PP

304. ALING®- UNIRT

haehAm+P N+

NAA LT @A h9Rg
AS +NCET ML
IALTTPTY
PNTPOP A2

Mg NAGR PP+

305. Pahaqm% apHIN

mege an/B
haaAnF+Fom,

PAA LI NATR L PF
LT
nmeechnt ay e
NI AM.C
ANPTCMPA?

PhCE h&d NAGRP
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306. temim ML hA LM
naeaN+P N4+ AT
NH.P N3A NPATRAT
(5) Gao+ AL 1H
PMmg FoCARE
L2 Fa?

PMG WeteT

307. PUATR NG-t@F
PUNIRY IRCaRE
@.mAF7 N+INo- NF
NMAPIRMG +MM
Ahe NT4aAINT
®™$F NHAPTF
P+NN&A?

PAA LN 9L A(6be
/NANT /
Ml AN P8

308. AAPLI8TS
PATIAIAT NEA
P LNEATTTY
PAG+ETF NHY AT
AL1T PPOODE AP L
AAPT?

PAA LN 28 A6
/DAt /
A NI

309. PMéF @M
@/ 376k, / PhE.9O90
MANL TCVLI® AL
TATLPA?

PMs NteT

310. NPT AT
ANT8LLP 18,3 PT+T
AdDgRqgn anpNng
PAL+TET hNAN
AAPT?

PMT ALtPT

311. U4 1h NA& AR
AUF UTTHRY PmN$:
16U AT ERR
PAAMT sk,
£Mmemmn?

PMs N&tePT
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312.6CPY NN AL NARA
MLI® NEhCP LAKTA?
(AETF)

PMs N&tet

313.N$AA PTRFR NI AT
pa-p £/ EPFTY PR AR
N& NN AL RPN
NaIT@-9° 1, LECIN;

PMs N&tet

314.N+APAAR Yao-agy o/ 8
PANTDF MPPT APL
MIT ANGCTF TCFHA
AAPT?

PAPLPT +AaRAAR
Uhoeg/ey1+6/an s
N&Ed YAL

315.AA L1878, Yaogo+F
hyaoge+gm- PUNIRT
@ {7 IC P+$TE PpL.
AhIRT AALCTFT
£aDHNA?

PAPLPT +aRAAR
Uhoee/ey1+6/ancd,
ned YAL

316.AUA9R YaRgo+T
NPAA P2 M5 Nt
P+AM- UNIRTPFT
NFhemm, aHIN AL
£anHNN?

PAPELPT +ORAAR
Ungeg/ey7+§/an g,
N&Ed YAL

317.nMmw4Nt AhNn,
PANTSLC TCFNAT
P8 AAPT?

PMg NAT™ PP

318.NA¢NT N&d BN
AA FBEFHH Ahmm
PRAE 7AN AAPT?

PMg NAT™ PP

319.na@ Y1+ AN+8LC
PLATAOHIN: T &Y7+F
LAV DL Y1 ¥F AT
LATAINY PEYIHE
m ey Ty LeHA?

PMmq NAG- PP

320.Pa0 LI FT IO 6k ¢
PO Y AT AdeT
+HYE: ab/EPFTY
PARPAL N7L SHPA?

PMmq NAGD- PP
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321.NAT918 dPdN P hEA
@AM PaARays P Aq
PODHTT ®AGNTT
ANPT?

PM.g NAT> PP

322.P4PFPY MG AT
L3 PFTT NHCHC
P74 P4
oA\t PF AAPTH?

PM.g NAT> PP

323.NA%AP @-NH PAT
MALPPF NG P
$L9D +n+4A T NAReNg
Mt RPMC AT
NaRAR, P 278 ThhAG
TFMm-?

PANGFL NAT-PPF

324.2194 7ANPTT
ANGCTFY NLETN PANGC
anan/ ePF (SOP) ML ge
AUAIR PANGTL
goLan L Pt PAAGC
anan/ e A\AP+?

PANGFL NAT-PPF

325.AUNIR PANLTL
O-MetF P1H AAS:
Pt a9 0768 AT
PN YLRT L7t
1H AAPT?

PANGFL NAT-PPF

326.AUATR PANGTL
a-ne.PF aeng
O.MAFT ADEP;

PANGFL NAT-PPF

327.0M4t @M aBlBTY
NATEI PARANP £7CE ¢
PO-NM AT PO»6p Mt
$MMC AT POYPHPH
INNFT ANPIRMPA?

PANGFL NATPPF

328.2hn9Pq aDHINTY
AL P LAF® NPT NF
MLI® N At+d dLm-
M. hAULY 9739
N L1ANTt NF NTLNADC
PhPTEMA?

PhCE N&A N&tHRT

329.Nha @ pynRgeT
HI AT NTLAP
$ATP PUADGRHETY aopy

PhCe h&d Net+&F
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ao/B T Y AT 4L
LAPAN?

330.NA 4 N&AP Pha-aqy
aoan N, p AHIN AT
@meLesPPF AAPT?

PNCE N&A N&t+ET

331.2M5 MA+I9L P
MEPTY LAMMK,

PMST NAGEPPF

332.N+tLa ™-NH M
@N+ae P
ATPNPAPTT APE /
PLH NAS AAPT?

PMs NAPPPT

333.U0r4 1H Nhe- ARTRU AT
160 JP1 LANAA?

PMs NAPPPT

334.2a°NNAT RA LR
$AAPTY AANA *
MAFH AT MNDOILTY
£&MMEN?

PMS NAGR PP+

335.AFNMPF F ANG+ET
AT AMNAPT 9oF
ANNNY 4N EA?

PMT N&t+EF

336.PNCH R&C MY AT
FINCYT NG NALT
AS &8+ AdPNFta
IALTT PLOAST M-
1P+?

28%F

337.Na0hNAT hALh A
PA.T4NANT APNANA
aoig C+ arw/+
PATANT AD&MML P
ACTRPEPTT EMPTA?

PMS Ne-t+3T

338.°N¢ NFP hient
MLCAPT 19 17?2

PMms Nt et

339.A%8F APPT MNTF
PP ALY PFA h&A
AAPT?

8% F

340.0-A9° PREF APPT
AL PH AT P9
PGPTY RP L T
ReLBEF T N+NNC AT
EMML AL +ATE
AAPTH?

8% T
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341.A277% AdPYN PR/ 8,
PIlto1NGFT
Phem-gA?

PMs Nt T

342.3%F hh@78. N3A AT
NFhay, 7714+
ahhg mege
P+NNATT 17CF N
N3A @8 P+ PIOUT
AMNN® N7 PNYBA?

PMs Nt T

343.A7L 37T T eIPNA ¢
PALT APNANP
(@18CF) AT PLT
anAng P P74
aenAnp aeulPPT
ANPT?

PMT N&t+ET

344.NR. 14NN A2NANP
ham 4 @AM+ ENPA?
MANP AP NPT PR A6
TCHNATIT AWLCTY
APt LFAN?

PMs Nt et

345.NA.14.NN7Y APNANAT
ML ANGC AL
@ PeNG MAMT AAPT?

PMs N&teT

346.na®hhAg AA LI
NGAID ANNNPF
P¥OUT AMNNS thLh
aoao/ PP+ AMPPI°
AATUT?

PMs Notet

347.N&AA dbM P Paq Mk
hy£27CF @-Nm P+ PH
TAAL AT TAAL LAV
PUNIRT SAAPTT
APE+@m ANNT,M78.
&N ATHO +AL+m,
AT8.PM M +LLCTPA?

PMs Notet

348.na°hhAg hALh @-hm
P+ALR ®AAPTY
ATDART AT AN L
P, P7A%N ANT PHAA
amp ASPT7Y
LMmemAr?

PMms AoteT

349.PUN9RT $AA AP PH
APE AAPT?

PMS Net+ET
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350.A4N7T AdPNANA
NM.Z8.F AL PITHMN
MAHNER, ATT+PA?

PMs N&tet

Pan/E RANAN NP
P+&MMe N9

&CTM
&CTM
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Annex IV: principal investigators curriculum vitae

1. Personal Background

Full name: Ashebir Gudina Wakjira

Sex: Male

Date of birth: 17 June 1986

Place of birth: Oromia Regional State, East Wollega zone, Nekemte town
Nationality: Ethiopian

Marital Status: Married

Email: ashebirgudinall@gmail.com

Cell phone: +251911959558

Address: Sub city- Nefas silk lafto, woreda -01, H/No-B33/26

2. Educational Background

2019-upto now a ttending MPH program with specialty of Health system management at Addis
Ababa university.

2009-2012 G.C BSC degree in public health professional from Wollega

University

2005-2008 G.C Secondary education from grade 9-12, at Nekmte Derge secondery and high
School

2003-2004 G.C From grade 7-8, at Nekmte Meskerem 2 medium secondery School
1996-2002 G.C primary education, at Nekemte Bakejema Primary School

3. Educational Qualification
BSC degree in public health professional from Wollega
University in 2012 G.C

4. Professional Registration

Registered as Senior public Health Professional
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5. Work Experience

Year

Organization

Position

October 08, 2013 to
December 30 2015

Oromia regional
state,Oromia special Zone
Akaki District Aba Samuel
Health Center

Medical director

January 01, 2015 to
June 14, 2015

Addis Ababa City
Administration,Addis
ketema Woreda 03
FMHACA Office

Health
professionals licensing and

facility and

control Office

June 15, 2015 to Augest
2019

Addis Ababa City
Administration, Lideta Sub

Health facility licensing and

control officer

City FMHACA
6. language Skill
Language Speaking Writing Listening Reading
Afan Oromo Excellent Excellent Excellent Excellent
Amharic Excellent Excellent Excellent Excellent
English v.good Excellent Excellent Excellent

7. Additional Skills
Computer program Skill, MS-Word, MS-Excel, MS-power point, SPSS software application,

Epi-Info software application.
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