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Abstract 

This brief sunm1ary represents an overview of the key research findings discussed at 
length in the main body of the report. In KTZ, the HSEP that has been underway as part 
of national program since 2006 was designed to improve the underserved majorities' 
access to basic health care services, thereby to improve the health status of all people. To 
determine the worthiness of the program and to identify the factors affecting it, it was 
found necessary to carry out an in-depth empirical assessment of the program in the study 
area. Accordingly, the study was conducted and thus its results are expected to inform the 
local implementers whether the program is pelforming or not, and as how to improve the 
program 's implementation in the future. In the study, both qualitative and quantitative 
methods were used. Thus, two types of field data gathering instruments were used. Focus 
group discussion, semi-structured interviews, key informants interviews and personal 
observation were used for collecting qualitative data. In the mean time semi-structured 
interviews with survey items were used to collect the quantitative data. The study has 
shown that the HSEP is performing to the acceptable level (i.e. almost all health posts are 
performing over three-fourths of their assigned activities). However, as the study has 
revealed, the local implementers need to tackle inadequate community support, poor 
basic drug supplies, poor supportive supervision and HEWs' low capacity to keep the 
program properly functioning and sustainable. In contTast, communities· recognition and 
appreciation which grew to the stage where social capital appeared to promote the 
program's implementation. Indifference in culture, linguistic and social aspects between 
the HEWs and the community they serve combined with good attributes of HEWs 
overshadowed the negative impact of improper selection criteria on the program. These 
factors need to be maintained. The perceived progresses/improvements/ in the 
community and the program's performance as determined by the study, go to substantiate 
the practical significance of the program, besides calling for its re-strengthening as a 
worthy initiative to embark upon. 



Acknowledgements 

First and foremost, the author would like to acknowledge with gratitude, the scholastic 
support provided to me by Dr. Abdulhamid Bedri Kello for keen interest with which he 
followed my work and his valuable comments on the draft report. 

I am also grateful to KTZHMT and all respondents for the enthusiasm with which they 
facilitated the fieldwork in their respective areas and the openness with which they 
provided the assessment with valuable information. 

My colleagues, Ato Aklilu Masore, Temesgen Daniel were responsible partly for the 
overall data collection process. Moreover, the various focus group discussions and 
carried out interviewing respondents in both exhaustive and introspective manners. lowe 
my heartfelt appreciation to them whom I hold in great esteem. 

Finally lowe special debt to the respondents' in each HP's catchment areas that 
participated in the study as respondents, informants and enumerators. 

II 



Table of Content 

Page 

Chapter One .. ... . .............................................. . .................. 1 
Introduction .................................... . ........ . ........ ....... . .. . . ...... 1 
1. Background of the Study and Statement of the Problem ..................... ...... 1 

1.1 Background of the Study ................................................ .......... ......... 1 
1.2. Statement of the problem ......... .... .... .... ..... ... .. ... ... .. ... .. ......... .. ....... .... 4 
1.3. Significance of the study .................................................................. 5 
1.4. Research objectives and questions .. ................................ .. .... .. .. .. ...... 5 

1.4.1. Research Objectives ................................................................ 5 
1.4.2. Research questions ............... ............... ............. ....................... 6 

1.5. Scope of the study ............ .. .. .. ............. .. ... ........................ .. ............... 6 
1.6. Limitation of the study ....... ..... .. ..... .... .. .... ....... ..... .... ... .. .... ....... ......... . 6 

Chapter two .................................................................................................. 7 
2. Review of Related Literature .................................................................. .. 7 

2.1 . The concept of community health promotion .......... .. .. .. .............. .. ... 7 
2.2. Historical Development of the CHW scheme ................................... 7 

2.2. 1 Personal characteristics .............................................................. 9 
2.2.2 Community participation .................................... .. ......... .... .. ....... I 0 
2.2.3. The selection and training ofCHWs ......................................... 13 
2.2.4. Remuneration .. ........ ............. ....... ..... ............ .... ... ..... ........... .. ..... 15 
2.2 .5. Supplies and Equipments ...................................... .. ........ .. ...... . 16 
2.2.6. Supportive Supervision .............................................................. 17 

2.3. Ethiopian Experience .................... .. ...................... ................................ .. 19 
2.3 .1. Pre-Derge regime ...................... .................................................. 19 
2.3.2. During Derge Regime .. .............. ..... .. ............ .......... .. ................... 19 
2.3.3. Post- Derge regime (the current regime) .................................... . 21 

2.4. Conceptual Framework ...... .... ..... .... .......... ........... .............. ........ ... ... ..... .. 23 
Chapter Three ................................... ........................................................ ... 26 
3.1. Study area and population .... ........ .. ......... .... .... .. ........ .. .......... .. ............... 26 

III 

.-." .~::-::--::-----­
.:!t)CtJ~EN.".A'tJ U,"'I '::r:" rY' t ,..,.. 

I Hl!1'Y!1UYE OF D Evh ~·,· , ... ·. 1 I-<"'''l. ' 
... Ii> ll.f S A8 AE" l",,,eR .S IP 

, . O. 8 ...... ,, 7,... ::Q'~ .c.tj/~ ~ 
. ~ "'·I'- ' ~I I.:. 



3.2. Methodology .. .. ...... .. ............. ............. .... ..................... ... ... ... ... .. ... .... .. .. ... 26 

3.2.1 . Conceptuali zation & operationalizaton of core variables ............ 26 

3.3. Research design .................................................................... ... ...... ... ...... 29 

3.4. Limitations of research design .................. ............................ ...... .. .......... 30 

3.5. Techniques of data generation and processing .... .. ..... ......... ... ............. .. 30 

3.5 .1 . Sampling .... ..... .. .... ...... .... .. ... .. ..... .. ... .... ... .. .. ...... ..... .. ..... ...... .. ........ 30 

3.5.2. Instruments of data collection ... ... .. ... ..... .. ...... ................................ 31 

3.5.3. Field work Itinerary .................................. .... .. ... .. ..... .. .... ... ...... ...... 32 

3.5.4. Data Processing and Analysis ...... .. .................. ... .. ... .. ... ... .... .. .... ... 32 

Chapter four ................................................................................................. 34 

4. Presentation and discussion of findings ........... .. .... ........ .. .......... .. .... .... ...... 34 

4. 1. Profile of Respondents ..... .. .. ......................... ....... ........................ ... ..... .. 34 

4.2. Determining the performance .... ....... ................. ... .. ..... ... ........ ... ... ...... .... 34 

4.3. Factors influencing performance ........................... ............ ... ..... ........ .... . 36 

4.3.1. Recognition and appreciation . ........... ........ .. ... ... .. .. ... ..... .......... ........ 36 

4.3.2. Selection criteria ........ ........ .................. ....... ............ ... .... .............. ..... 37 

4.3.3 Community sUPPOtt .. ... ... .. .... .. .. .... ... ......... ..... .. ...... .. ... ...... .... ....... .. ... 39 

4.3.4 Basic drugs supplies .... ......... ........... .... ....... ........ ..... ..... ...... ....... ...... .40 

4.3 .5 Supportive supervision ....... .................... ..... ... ....... ..... .. ....... .. ........... 41 

4.3 .6. HEWs' Personal attributes ................................................... ...... .... .43 

4.3.7 Training ..... .... .. ..... ............ ... ...... ... ................. ....... ......... ..... .. .... ....... .. 45 

Chapter five ............................................................................................... 49 

5. Summary, conclusions and recommendations ......... .... ...... ..... ...... ...... ... .49 

5.1 Summary of key findings ... .. ............................................... .... .... .... .49 

5.1. 1. Recognition and Appreciation .......................................... .... . .49 

5.1 .2. Selection criteria ...... ... ... .. ... .. ....... .. ... ... .. ... .. ... ... ....... .. ............ .. 50 

5.1.3. Community support ......................... .......... ............ .................. 50 

5. 1.4. Basic drug supplies ..... .... ............................. ... ..... ............ ........ 50 

5. 1.5. Supportive supervision ................................... .. ... .... ...... ... ....... 50 

5. 1. 6. HEWs' personal attributes .......... ........... ............................. ..... 51 

5.1.7. Training ....... .. .... ....... .. ....... ................. ........ ... ..... ....... ....... ........ 51 

5.2. Conclusions and recommendations .. ...................................... ............ 52 

tV 



Annex I 
Annex II 
Annex III 
Annex IV 
Annex V 
Almex VI 
Almex VII 

v 



List of Tables 

Page 

Table 1. Operationalization of core Variables----------------------------------27 

Table 2. Sampling and sample distribution by Woreda ------------------------------------- 30 

Table 3: Performance table: frequency and percentage distribution of health posts by 

'composite score of performance' (in quartile categories) ------------------------------ 34 

Table 4: checklist on the availability of commodities logistic supplies at health posts - 35 

Table 5: Recognition and appreciation in relation to performance ------------------------- 36 

Table 6: Cross-tabulation of selection process in relation to performance ---------------- 38 

Table 7: Cross- tabulation of community support in relation to performance ----------- 39 

Table 8: Cross-tabulation of drugs availability in relation to performance --------------- 40 

Table 9: Cross-tabulation of supportive supervision in relation to performance ------42 

Table 10: Cross-tabulation of personal attributes in relation to performance ------------ 43 

Table I I: Cross-tabulation of training in relation to performance-------------------------- 46 

VI 



ACRONYMS 

CHS-Community Health Service 

CHWs- Community Health Workers 

CHWs-Community Health Workers 

CIH-Community Involvement in Health 

FMoH-Federal Ministry of Health 

HPs-Health Posts 

HSDP-Health Sector Development program 

HSEP-Health Service Extension Package Program 

KTZ- Kembata Tembaro Zone 

KTZFED- Kembata Tembaro Zone Finance and Economic Development 
KTZHMT-Kembata Tembaro Zone Health Management Team 
MoH- Ministry of Health 

NCFCP- National Committee for Central Planning 

OECD- Organization for Economic Cooperation and Development 
PAHO- Pan Africa Health Care 

PHC- Primary Health Care 

SNNPR- South Nations Nationalities and Peoples Region 
TBAs- Traditional Birth Attendants 

TCC- The Carter Center 

UNICEF- United Nations International Chi ldren Emergency Fund 
VMWs- Village Malaria Workers 

WHO- World Health Organization 

VII 



Chapter One 

Introduction 

1. Background of the Study and Statement of the Problem 

1.1 Background of the Study 

The success in any health service provision system is the function of the development and 

maintenance of adequate and qualified personnel, availability of the required logistic and 

material support according to the health need in the health systems to increase access, 

improve quality of the service ultimately achieving the health target. In many developing 

countries, the overwhelming majority of the rural population and other underprivileged 

groups are prone to different diseases because of a hostile enviromnent, poverty, 

ignorance of causes of disease and lack of protective measures, lack of health services 

(WHO, 1975:14). 

Meeting the main problems of the underserved people accounting for about 80% of the 

population in the developing countries require that the health services should seek out 

these people, identify their needs and wants, and protect, treat and educate them (FMOH, 

2006:1; WHO, 1975:1). To achieve this, many developing countries adopted the strategy 

modeled on that of the developed countries which in turn relying on relatively advanced 

health services staffed by highly qualified persomlel. They thought that view of 

expanding them progressive ly to the entire population as resources increased over time 

(WHO, 1999: I). However, this led to unintended to be achieved i.e. this resulted in the 

concentration of the services largely in the cities and towns, thereby being predominately 

curative in type and accessible and consumable to the urban few (FMOH, 2007:1; Can'a, 

2004: 13 , 20). The umealistic ambition basing itself on western style of health service 

provision unlikely to expand to meet to basic health needs of all people as it demands 

relatively huge resources which is beyond the developing countries' resource potential 

(i.e. physical, human and financial, etc.). In addition, it failed to address the real problems 

and needs of the rural people (carra, 2004:20). This called for the fresh look at on the 

world 's priority health problems and alternative approaches to their solution. 
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One of the emerged paradigm shift changes in the world in terms of health care system is 

the concept of primary health care (WHO, 1978), which evolved as a result of the growing 

disenchantment and criticism of the existing sophisticated health system approach 

(professionally-oriented medical care model) (WHO, 1999: 14,18; WHO, 1981 :37) view 

in the extent of health problem, inadequate and inequitable health resources distribution 

(WHO, 1978: 16), with intention to close disparity between the 'haves ' and the 'have­

notes' So as to ensure equity in terms of health resources distribution (Carra, 2004:21), 

and ultimately attain the goal of 'health for all ' strategy that will lead to a socially and 

economically prductive life (WHO, 1981: I 0). 

The primary health care concept with its embodied underlying principles such as 

community participation, inter-sectoral collaboration, appreciate technology, training and 

supervision of the Community Health Workers, means of support and referral , and 

methods of communication between the PHC levels and other subsequent higher levels of 

the health systems (WHO, 1978:41). Besides, it includes equity, focus on prevention and 

health promotion and decentralization (Challu, et aI., 2004: 24). 

As it was affirmed in the Alma-Ata conference in 1978 (emergence of PHC concept), 

PHC approach was believed to be the means to achieve an acceptable level of health care 

worldwide; eventually to meet the goal of health for all by the year 2000 (WHO, 

1978: 17). To achieve this Community Health Workers who can read and write, and are 

living within and selected by the community are perceived to be an entry point in the 

PHC based health delivery system (HaileMariam and Oakley, 1999:2; Damene, 1989: I; 

WHO, 1978:25). PHC is al so viewed as alternative approaches to meetings basic health 

needs of developing countries. 

In addition to increasing health care access and availability, CHWs are the single most 

important driving force of promoting community participation (one of the basic 

principles of PHC) (HaileMariam, 1999:3). The training and use of CHWs who can be 

trained rapidly, less expensively and in greater number than doctors, nurses, etc with high 

professional skill s is particularly important for PHC in rural areas (Damene, 1989; WHO, 
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1975: 19). Apart from promoting access to basic health services for the community, it is 

recognized that the CHWs ensure self-reliance for their respective community (WHO, 

1999). Based on this framework , as many countries as possible in the world various types 

of locally trained health persorUlel have been trained and engaged to suit the system. 

Ethiopia as one of the member states of the WHO, signed the Alma-Ata charter, has 

almost three decades history of PHC which characterized the training and use of 

community health workers. That is, Community Health Workers (CHWs) and Traditional 

Birth Atendants (TBAs) before the change in political power took place in 1991, as stated 

in the Ten Year Perspective Plan of the country. To realize the intended level of PHC, 

due emphasis has been placed on training with a target of achieving two trained 

auxiliaries (one CHA and TBA each) for every 1000 people, by the plan period 

(1993/94). Approximately, over 1308 CHWs and 11 762 TBAs had been trained and 

returned to their corresponding communities before the new government assumed the 

political power (Damene, 1989: 15). 

As pointed out by different researchs conducted in vanous countries In the world, 

including Ethiopia, the community health service programs have been facing many 

problems attributed to various internal and external factors (MOH, 1989: 35; Oakley, 

1989; 1999:40, 44-47, 54-5, 59). However the PHC Program continued in many countries 

through learning from experience of others or own country ' s performance. 

For instance, in the previous regime, the community health workers program faced many 

problems; predominantly lack of community and health system support (Damene, 1989: 

38). Even if the concept of PHC is maintained in the newly developed health policy in 

1993, it has not been launched in a package form until 200617 where HSEP now 

underway has been launched. 

In this study, an attempt was made to assess the performance of and factors affecting 

HSEP in KTZ .As HPs are basic units in the implementation of HSEP,the study focused 

mainly on HPs as sample units. Hence, though the study is limited to KTZ, the similarity 

of HPs in terms of their job description all over the country may make the study result a 

good source of experience to be learned country wide. Thus, the study has provided 
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remedy by way of suggestion and recommendation for correcting the pinpointed 

loopholes, and thereby to improve the implementation of the program in the study area. 

1.2. Statement of the problem 

Ethiopia is a country with the overwhelming majority (above 80%) of the population 

living in the rural areas where the health condition is worse (FMOH, 2006: I). In addition, 

the existing health care service providing institutions, personnel are unequally distributed 

and concentrated in urban centers at the expense of their rural counterparts paradoxically 

where the health related problems are more pronounced (FMOH, 2006: 1). 

Cognizant of this reality, with a view of alleviating the health problems of the under­

served rural community along with the ultimate goal of achieving health for all 

Ethiopians, a new approach is put in place. Thus in recognizing the role of promoting and 

expanding PHC to achieving the health targets, the HSEP which avoids the traditional 

approach in health care delivery system has been underway since 2005/2006. 

The main function of health care service delivery and its quality largely depends on 

increasing the coverage of and promoting preventive and curative activities (Health 

planning, FMOH, 2004 : 41). If a better performing health system is to be attained, 

adequate and motivated personnel , availability of medical supplies and sustainable 

financial resources, are indispensable. 

The main purpose of this health care strategy, which is now underway, is to provide a 

comprehensive and integrated PHC at the community level. This approach still centers on 

preventive and promotive as activities without neglecting essential curative services in 

participatory way (FMOH, 2005:2). To his end, however, attention is given by designing 

HSEP and training HEWs as key role players in the effort of extending basic health core 

services in a community, as where people will get basic health care services as close to 

their home as possible. (Tesfaye , 2004:2). Besides, HSEP entitles people with an 
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opportunity to participate on issue of their health through planning, implementing and 

evaluating their own health care (Tesfaye, 2004: 3-4). 

In Ethiopia, it is clear that HSEP has nearly one-half year (i.e. at Infancy stage). 

Therefore, it is rational to assess whether the program is functioning properly or not; and 

identifying factors which could influence the program's proper functioning so as to 

ensure its effective implementation. But this study does not go further to the impact 

evaluation of the program because of the short period of operation. 

1.3. Significance of the study 

Since the HSEP now in implementation is a new phenomenon from the country's 

experience and the study area as well, the study has great importance in the following 

aspects: 

-The study has provided more realistic picture of the 

performance of HSEP in the study area. 

-Ensure effective implementation of the program In the study area through 

pointing out the factors affecting the program negatively and attaching 

corrective measures to them. 

-The output of the study serves as a documented input for the concerned 

stakeholders in the study area and subsequently to think of the remedial action 

on the identified issues. 

1.4. Research objectives and questions 

1.4.1. Research Objectives 

Generally the study has the objective of determining the performance of HSEP in the 

study area and the factors affecting its performance. 

More specifically, objectives of the study are: 
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-to assess the performance of HSEP in the study area. 

-to identify the level of community's recognition an appreciation ofHSEP. 

-to investigate the support of HPs and HEWs both get from the public health 

system and community. 

-to identify the criteria used in the selection process. 

-to examine personal attributes of HEWs. 

1.4.2. Research questions 

In order to attain the research objectives, the following 

questions were developed. 

-Is the HSEP properly performing in the study area? 

-Does community recognize and appreciate the HSEP? 

-What is the level of support to HPs from community and 

health system? 

-What were the criteria on which HEWs were selected? 

Was the community involved in the selection process? 

-What type of attributes do HEWs possess? 

-Does the health system provide supportive supervision 

and refresher courses for HEWs? 

1.5. Scope of the study 

The study was conducted in and thus its output belongs to Kembata Tembaro Zone. 

Besides, the study solely focused on the performance ofHSEP and the factors affecting it 

in the study zone. 

1.6. Limitation of the study 

The study was mainly constrained by the following factors. 

Firstly, unavailabi li ty of updated research works on the recently implemented HSEP in 

the study area and the county wide as wel l. Secondly, the study did not go further to show 

the impact of the program. Thus, both constraining factors were mainly attributable/or 

related to the program's short period of operation. 
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Chapter two 

2. Review of Related Literature 

2.1. The concept of community health promotion 

Evolution in public health shows that public health practices as both science and art of 

preventing common disease, enhancing longevity, promoting health and well-being ofthe 

community through co-managed (medical profession community effort is important for 

the early diagnosis and prevention of disease, and promoting health education on 

participatory base so as to assure everyone attaining better health (c. L. Anderson, 

1982:3). 

2.2. Historical Development of the CHW scheme 

Historical facts attest that people putting their health and life at the mercy of others dates 

back to ancient Rome. Thus, the development of health care practitioners with various 

levels of skills is not a new phenomenon. Among many constraints to the development of 

health services, particularly in under served rural communities has been lack of clear 

thinking alternative about the appropriate kind of health worker to provide health service 

for the needy people (WHO, 1975: 19). However, through time it became widely 

recognized that using community health worker who received short term practical 

training in ways which suit the health need of the local community can lead to at least 

better level of health than those with high professional skill (Demene, 1989). Apart from 

this, those with high professional skill are limited in numbers (WHO, 1975: 19). 

Therefore, the experience of using community health workers became quite extensive 

having different nomenclature in different countries. For example, in post- colonial 

Africa, these people are named as medical assistant in Sudan, Uganda, Kenya, Malawi 

and Nigeria, and as health assistant in Ethiopia (Demene, 1989:5).The training and using 

of barefoot doctors in China to provide basic primary health care, which was launched in 

the late 1960s marked to be a landmark in the success history of the CHWs scheme 

(WHO, 1983). 
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Mostly, the auxiliaries in practice until Alma-Ata declaration in 1978 were serving as the 

government employees or specific to certain institutions for their support 

(Demene,1989:5). However, with the emergence of PHC, it has become evident that the 

CHWs (local inhabitants) who received shott term training to provide their respective 

community with primary health needs services such as undertaking preventive activities 

(tlu'ough health education), basic medical treatments, and managing vaccination 

campaigns (WHO, 1999 :38; WHO, 1983:50). Government driven rural health projects I 

with success story share their knowledge and experience of treating health problems 

locally with simple means (Borget, 1983 :62). The common advantages of local 

inhabitants as health workers at community level are widely mentioned in the literature. 

The widely mentioned advantages of using local inhabitants as health workers at 

community level are: their ability to easily understand, the local health needs and the 

expectation of the community served, ease of cultural and linguistic barriers, etc (Damen, 

1989 :6). Study in Nigeria has shown that community health workers being local 

inhabitants within community suited to providing health education and encouraging local 

people to learn new ideas about health (Bichmatm and Dillo, 1999:90). In contrast 

cultural and linguistic barriers appeared to contribute to low health services in Latin 

America (P AHO, 1996: 96). Based on gains and challenges over the past three decades, 

WHO concluded that many primary health care programs have not been able to achieve 

their expected potential; mainly because these programs have not adequately been 

addressing the needs and interests of the poor. In turn, this is attributed to planners' more 

focus only on supply-side (reaching the poor mainly in rural areas with services) to the 

neglect of qualities and responsiveness of services (Carra, 2004:200). In addition, these 

programs were characterized with weakness in terms of inadequate funding, lack of staff 

time for preventive and community out reach and insufficient training and equipments 

(Oakley and HaileMariam, 1999: 26). 

Demonstrated facts in many publications to date indicate that the CHWs program attained 

higher service coverage and rate of uti li zation by the underprivileged segment of the 

population than the previous system of health care delivery (Berman, 1984:4 17). 
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Despite the above positive prospects, evaluative studies of CHW program have shown a 

weakness in maintenance of the programs, if established by donor agencies; even it 

would be doubtful in terms of cost-effectiveness (WHO, 1999:59). Some others have 

even warned against the situation where their harm outweighs their good benefit if not 

properly maintained. Still some authors conceived CHWs as the direct adoption of the 

Chinese barefoot doctors model which might have appropriateness to the culture of 

various communities elsewhere. 

Hereunder, as the PHC approach is pursued by many countries in the world, it is worth a 

review the promoting and constraining factors experienced by CHWs scheme in various 

countries. The following characteristics stand out among others: 

1. Personal characteristics of CHW s, 

2. Community participation 

3. Selection and training of CHWs 

4. Remuneration 

5. supplies and equipment 

6. supervision and Training 

2.2.1 Personal characteristics 

The CHWs are the living embodiments of the principles of the PHC, as they form the link 

between the community and the established health system (Steknburg, et aI., 2000: I; 

Oakley, 1989; WHO, 1987:49). Hence, among many factors, provider-client relationship 

influences the perception of users on the quality of the service delivered (Stekenburg, 

2000: II). Abusive and inappropriate behavior of health works hinders the access and 

utilization of health care services (OCED and WHO, 2003 :40). Since people under a 

given health service catchment area are interested in the competence of health workers 

like the diagnostic and prescriptive skills (Mtmew, 1994). If CHWs provide the wrong 

treatment and do not refer patients when necessary, this may threaten the proper 

functioning of the system (WHO, 1975:20). 
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It is evident that active workers got more involved than inactive ones in health 

educational activities (WHO, 1999:39). The PHC workers, intolerance to the problems 

they face in their working condition may lead them to move away somewhere else in 

seeking better-paid jobs, even if basically they may be wi lling to stay in villages (WHO, 

1975:20). Since the CHWs are fore line activists in the PHC service delivery, their 

personal characteristic would have crucial role in the successful implementation PHC 

programs. 

2.2.2 Community participation 

The notion of community involvement for health has become forefront slogan, since the 

emerging trends towards "people's participation" in the 1970 and 1980s. However, in 

many instances it appeared that people have been denied their participation in the health 

development processes. Thus government-based nature of health services provision that 

does not involve community participation), in many countries, remains sti ll standing. 

Nevertheless further advancement in the concept of community participation, the more 

recently emerged notion of "community action for health" , centers sti ll on" action" and 

put forward a more proactive and direct involvement of people in health development 

activities at a local (WHO, 1994a : 15). 

As CIH is the basic concept and an integral part of the public health programs, it calls for 

partners hi p between health services and the 

community. It also ensures community 's lead role in health development effort and the 

necessity of the formal health system to share power rather than limiting its role to 

fostering cooperation. In the framework of CIH, local people are agents for health and 

development, rather than just being passive consumers of health services and fruits of 

development process (WHO, 1994a: 16). As such, CIH echoes the very idea of 

community involvement in health development and stresses the importance (role) of 

community-government partnerships in efforts on combating problems of health care and 

development (Oakley and Hailemariam, 1999: 16). 
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Basically, all community-based preventive and protective programs to promote health are 

important for achieving: 

~ Increased community participation in decision-making in health matters. 

~ high level of accountability; of the health service 

~ High level of health promotion through health education and creating awareness 

on the part of needy people. 

~ High level of local action 111 health development activities (Oakley and 

Hailemariam, 1999: 17). 

In almost all development programs /projects, participation has become a custodial in 

cognizant of health for all will not be achieved in resource short fall countries without the 

skills, energies and commitment of people at local level (Oakley and Hailemariam, 

1999: 18-19). 

Now, Participation is increasingly recognized as both a means and an end in itself (WHO, 

1999:7). Generally, for these and many other reasons, CIH is important to ensure that 

health care services will reach the poor people. 

The lesson to cane be drawn from the above broad based case studies of various counties 

could have message for all developing counties facing resource shortfall, particularly for 

health and health services. The promotion community participation in the health 

development process will be an important source health services (Bauma and 

Hailemariam, 1999: I 02); and ultimately to ensuring self-reliance of the community's 

health system on sustainable base by way of promoting available local resources to be 

charmeled into health development system (Oakley and Hailemariam, 1999:147). 

In Jamaica, community participated through their health committee by fencing, provision 

and kitchen, water tank and refrigerator for a health center, and carrying out health 

educational activities. In similar wise, community organizations in Senegal involved in 

fund raising for the local health posts and purchasing medicine as well as pharmacy kits 

(Bauma and Hailemariam, 1999:99). Recently, projects in India and Ghana attained high 

level of mobilizing community resources to health development activities. This was 

1 I 



attributed to intensive training of community based health workers, the involvement of 

community leaders, and extending local delivery of services (WHO, 1999:23). For 

example, Navrongo health district project, in Ghana, which later scale-up to national 

policy, attained a remarkable success because of intensive involvement of the community 

(Frank, 1999: II 0). In rural India, there are cases in which community used village 

temples as satellite clinic sites and procured essential drugs from community 

contributions (Oakley, 1999:24). In India a total more than 200 health posts were 

established by community participation (Sallie, C.H. et aI. , 2003). The community 

financing of health services has been successfully established in rural communities of 

India, Indonesia and China implying that high level of self-reliance (Oakley, 1999: 27). 

Despite the fact that the CIH has multi-dimensional impact on the health care systems at 

the community level, various elements, more commonly a wide range subjectivity of the 

subject's interpretation district, lack of common understanding at district health level and 

health workers' attitudes toward the local people are the most prominent (Oakley, 

1999: 129). More serous of this type has been shown in Nepal case study i.e. local people 

have been viewed as "ignorant" and "uneducated" on the part of health staff (Oakley, 

1999: 126). 

Thus Werner (1993) and Werner and Sanders (1997) have consistently criticized the 

failure to adhere to the Alma- Ata Declaration and to adopt PHC as a basic health 

strategy, with the resources necessary to make is effective. Thus, the impediments to the 

promotion of CIH remain formidable but not insuperable (Oakley and Hailemariam, 

1999:147). 

If district professional staff are to play major role in promoting and supporting people's 

involvement in health development, their attitudes towards and their understanding of 

people's involvement is crucial to its success. The case studies in Senegal, Nepal and 

Bolivia conformed that most professional staff neither at the national nor at the district 

levels received any particular preparation for this new and challenging aspect of their 

work (Oakley, 1999: 129). 
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Most studies pointed out health workers at the community level as fore front actors in 

promoting people's participation in development activities (Oakley and Haiemarim, 

1999: 147). It should be noted that health workers need to feel as their work with 

communities is recognized and rewarded (Bauma and Hailemariam, 1999: 1 09). This 

requires firm partnership between community and its concerned health workers. For 

instance, one popular nurse in Jamaica was described as being greatly loved and 

respected" by the community members; implying that health workers could be important 

catalyst in health development efforts (Bauma and Hailemariam, 1999: I 07). Thus, health 

workers must appreciate the actual and potential role of health development structure to 

the extent that their role of providing health services should be on strong partnership 

basis with local people. In addition, health workers need to recognize, understand and 

accept the political context which they will be working in (Bauma and Hailemariam, 

1999: 1 08). 

The reason behind the success of Caranavi District health system, in Bolivia, was strong 

local collaboration with the existing health services and greater responsibility by local 

communities (Oakley, 1999:34). By 1989, though the experiment did not have 

forthcoming support and the key person operating the experiment was lost abroad, with 

small number of professional group the experiment kept on functioning largely owing to 

local enthusiasm and initiative. However, it had little institutional support and little 

prospect of receiving any (Oakley, 1999:41). 

Hence, the case study of Caranavi experiment uncovered substantial evidence as people's 

involvement is a valid and productive health strategy. 

2.2.3. The Selection and training of CHWs 

I. HWCs' selection criteria 

Regardless of the list of criteria for the selection of CHWs that varies from country to 

country, it is widely held in the literature that the selection criteria were very important 

for the successfu l implementation of CHWs program, if applied properly. The widely 

suggested criteria more recently in the selection process are a health worker should be 

13 



literate, preferably young with own initiative, be willing to serve his/her respective 

community under service, and local inhabitant (WHO, 1999:38; WHO, 1975:88); and the 

selection process which involves the whole community or the representatives of various 

segments of the community would increase their acceptance by the community than those 

nominated by the village leaders (WHO, 1992:117). This is believed to be a means of 

ensuring the empowerment of the program in general (WHO: 1975:91; WHO, 1999). 

The method of selection combined with the type of training given has immense 

contribution to job satisfaction and performance (WHO, 1983: 17). The experience of 

China in basic health service provision witnessed that emphasis was played emphasis of 

given on training local persormel, teaching what can be put into immediate use, 

conducting crash courses, and providing refresher training (WHO, 1983: 17). The 

educational status of trainee candidates vary significantly across countries i.e. a minimum 

level elementary education in some countries like Botswana, Ghana, etc; and illiterate in 

Colombia. However, it is generally believed that CHWs with higher than elementary 

level education are less likely to keep on working as CHWs (Demene, 1989:28). In 

contrast, in countries like Gambela with illiterate CHWs, drop out rate was low (Demene, 

1989: 17). Despite this fact, in many countries CHWs with the educational status which 

allows them to record, report and interpret local data were used to operate (Demene, 

1989:9). 

Extensive involvement of community in the selection process would enhance the quality 

of and contribute to reduce the drop out rate ofCHWs (Demene, 1989:10). In contrast to 

this, in instances where the selection of CHWs was carried out by community leaders 

alone encouraged the relatives of leaders to be selected (Bauma and Hailemariam, 

1999:103). Ensuring community pm1icipation in the selection process requires properly 

informing and stimulating the whole community (Les lie, C.H et aI. , 1985:926; Ofosu, 

1983). 

It has been evident in many countries that poor selection process of CHWs is likely to 

contribute to poor performance of the overall basic health care program as it allows 

wrong people to be selected and trained (Stekeburg. e1 aI. , 2002: 1; Oakley, 1999:40). 

14 



II. CHWS' Training 

The duration of CHWs', training varies significantly from country to country. Education 

and training programs, both undergraduate and postgraduate, at home or abroad, are 

usually inappropriate to local health needs. To fill this gap the health workers who 

received short training to provide primary health care service are needed (who carry out 

curative, protective and promotional work with health care delivery system (WHO, 

1975:17). To enhance their professional knowledge and ski lls, CHWs with limited basic 

education require basic refreshment courses. But usually they do not receive them (WHO, 

1975: 17). Training of community health workers may take different forms i.e. as pre­

service and in-service (Demene, 1989: 11). Training of the CHW may face various 

problems like scarcity of qualified trainers and lack of interest in combination with lack 

of clarity of the training policy (Demene, 1989:12). 

2.2.4. Remuneration 

Community health workers program needs support in terms of working facilities, 

remuneration and supervision from health system and community'S interest in carrying 

out PHC activities (WHO, 1999: 1 57). In many program, remuneration may take a form 

of either in cash or in kind or both or intrinsic satisfaction after effective work. Thus, this 

implies that remuneration is an important motivator of CHWs to keep on working. 

Studies uncovered that in case of HEWs were un-paid volunteers exercising the basic 

health care services, the CHWs themselves and the community feel of low quality service 

(Demene, 1989: 19). As another study else where pointed out, unpaid workers may not 

spent much time and put full hearted effort to there work as they would do otherwise 

(Baum and HaileMariam, 1999: 102). Thus unpaid volunteers may not spent much time 

and put full hearted effort to their work as they would do otherwise. This in turn 

contributes to high turn over of the volunteers. 

Community health workers remuneration might be in the form of salary or exemption 

from some community work as in Tanzania (WHO, 1999 ); and intrinsic satisfaction as 
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VMWs in South Oromia Region, Ethiopia (Gezahagn and Daud, 2005:15 ). Mostly in 

many countries remuneration source for CHW is government (e.g. in Botswana and 

Liberia). Nevertheless, as pointed out in many studies it is evident that community 

supported CHWs are more dedicated and committed to their community than those paid 

by government and also community commitment is high in the former case (Gezahagne 

and Daud, 2005:9; Damene, 1989). 

In sum, low remuneration has frequently been cited as a cause for attrition rate in many 

countries. 

2.2.5. Supplies and Equipments 

Here greater emphasis still centers on reviewing the influence of shortage and lack of 

essential drugs and equipments on the CHWs program and the overall health system 

effectiveness. CHWs' program success is partly related to the availability of essential 

drugs, necessary equipments and the personal competence of CHWs to diagnostic 

knowledge and skill as well as providing appropriate drugs (OCED and WHO, 2003:40). 

In the delivery of basic health care services, one of the prominent constraints is a shortage 

of essential drugs in all institutions, predominantly at the health post level, which 

provides outreach health services (Bichman and Chaulagai, C.N, 1999: 55 ; Chaulagai, 

C.N, 1995: 93). 

Shortage and lack of drugs in the health posts is frequently cited to cause underutilization 

(Bhuiya, et aI., 2004: 23), mainly because it leads people to feel low quality of the 

services. For instance, the patient who received proper treatment for his curable disease 

would be more enthusiastic to listen the health education offered by CHW about 

prevention (Demene, 1989: 8). The inability of the CHWs to deal with community on 

disease like (malaria, dialThea, etc.) to be treated at health- post level due to lack of 

essential drugs may reduce their reputation (Akenzua, et aI. , 1994: 311). 
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Large number of health workers appeared to leave their posts due to shortage of 

medicines and the instruments to keep on working, though lack of support could be 

another instance. In Bolivia, of nearly 200 health workers trained from 1986-1989, only 

20 percent were found to exist functioning by 1994 for the same reasons above (Oakley, 

1999:45). From same country's experience, the Palos Altos health district continued to 

function better than other areas in the di strict's catchments area owing to available 

resources for running the work in 1994. The experience from the Obadan project in 

Nigeria have shown that the project sustained among others owing to available and 

adequate drugs supplies by donation and the community contribution (Akenzua, et aI., 

1994:311). 

Bolvia faced resource shortfall to sustain a nation wide district level health service 

(Oakley, 1999:48). 

In cases, when the health posts fail to provide appropriate intervention and refer them to 

hospitals or refer patients with prescription to nearby pharmacies, it should not surprise 

that many patient are no more interested to visit their respective health posts altogether. 

Similarly, the study in Sudan uncovered that communities have shown more interest on 

curative services of health posts than other complementary services (Bichruarm and 

Chauylagai, C.N, 1999: 60). 

2.2.6. Supportive Supervision 

Supervision is an important tool of maintaining and correcting the CHWs activities and 

the basic health care services. Obviously, the performance of health workers along with 

others depends largely on the quality of supervision regardless of its variation from place 

to place due to some related factors (Demene, 1989). If weak, inactive and poorly 

organized district health system exists, this inevitably leads to lack of basic health care 

for the needy people within catchments area as a whole. Experiences from case studies in 

many countries have shown that health workers carmot carry out function in a sustainable 
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and purposeful manner in the absence of effective district level support and regular 

supervision from higher levels (WHO, 1999:14). 

Supervision can be administrative (by local community leaders) and technical (by the 

health institution) . Thus supervision is indispensable on-job training which all staff with 

supervisory responsibilities should do on a regular basis (MOH, 1997:58; Challi, et aI., 

2004:58-74). 

Supervision is a means to ensure staff competence, effectiveness and efficiency through 

observation, discussion, support and guidance of the overall health system. Thus 

supervision is very important tool which pinpoints the difficulties facing health workers 

at various levels in the system (is it lack of material, financial, manpower or the 

appropriate skills knowledge and understanding about their respective job?), and hints the 

required type of corrective measure to maintain the system. 

In Senegal, it was cited that though there was well organized and objective-oriented 

supervision on regular basis which even involved telephone networked communication, 

health workers were frequently confronted with unknown tasks as to CIH management 

due to lack of appropriate training (Bichmalm and Diallo, 1999:86). Thus supervision is 

indispensable that all staff with supervisory responsibilities should do on a regular basis 

(MOH, 1997:58; Challi, et aI., 2004:58-74). Many Evidences have been documented as 

supportive supervision and training are likely to contribute to proper functioning of the 

overall health system, particularly at the health posts ' which provide outreach services. 

On the other hand, poor supervision is likely to contribute to low performance of HEWs. 

For instance in Bolivia, irregular/sporadic/ contact between health service staff and the 

health workers often contributed to the attrition of health workers (Oakley, 1996). The 

same study in Bolivia, cited that district health system experienced rapid tum over of 

health workers, which was partly due to lack of staff training and supervision, which in 

tum made continuity impossible (Oakley, et al.. 1999:129). 
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The role of supervision on the effectiveness of basic health care delivery systems is 

widely mentioned in literature. The misconception and wrong attitude of health staff 

attitudes within the health system and about the community they serve may emanate from 

lack of appropriate professional staff training and formal supervision (Oakley, 1999:29). 

In the whole, heath workers cannot function in a sustained and purposeful manner 

without effective district level support and regular supervision from higher levels (Oakley 

and Hailemariam, 1999: 14). 

2.3. Ethiopian Experience 

2.3.1. Pre-Derge Regime 

Program to deliver basic health care service was started in 1960s, in Ethiopia. But it 

became unsuccessful mainly due to lack of support from the health institutions and 

community (Demene, 1989: 13). 

Later on in 1976, CHSs as part of the Basic Health Services Program under UNICEF 

were attempted again though the program was left to be restarted in 1979 (MOH, 1978), 

due to the same constraints as before 

2.3.2. During Derge Regime 

The health policy which got its root in the 1974's socialist revolution and the 1976's 

National Democratic Revolution (NDR) program declaration, emphasis on preventive 

and disease control with high priority to rural areas. The policy has further been 

consolidated by adopting the PHC strategy of Alma- Ata declaration in 1978. The 

comprehensive 10 year perspective health sector plan has sat a target of training 32,000 

CHAs and an equal number of TBA too by the end of the plan period (Mechiel, et aI. , 

1984; Borgat M.V.D, 1983). 
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The need for CHA training and using was based on the principles of self-reliance and 

promotion of community participation along with providing more access to health 

services and increasing coverage. To this end, the curriculum for trainees was developed 

in 1978 (MOH, 1977). The trainees had to be se lected by the community with guidance 

and assistance of the health institution around the kebele based on their full interest to 

serve their respective community, and preferably those with age of above 45 and who can 

read and write (MOH, 1979:54). 

The CHAs, job description was clearly stated in the curriculum ,the mam activities 

performed by CHAs were giving health education, improving environmental sanitation 

and water supply, providing first aid and referring patients to the nearest health 

institutions, performing material and child health care at their level , participation in the 

control of endemic and epidemic diseases, registering vital events (births and deaths 

occurrence in the community) and collecting and reporting data to health service unit at 

the immediate higher level (Demen, 1989:12). 

To realize these effort was made and partly this was reflected through total figure of 

trained local personnel up to 1988 (i.e.13, 085 CHAs and II, 762 TBAs). However, the 

1985 PHC review has shown that nearly 4/5'h of the CHAs have been poorly supported 

by the government or the local communities. The review result pointed out that only 

limited proportion of the health institutions did have satisfactory knowledge and 

information about the CHAs and TBAs in their respective catchment areas. Another 

similar study elsewhere has shown that 38% attrition rate of CHAs was mainly due to 

lack of community support (MOH, 1985). 

The training duration for CHAs in Ethiopia was conducted in health centers for 3 months 

and 5-6 months at Agarfa (MOH, 1985). 
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2.3.3. Post- Derge Regime (the current regime) 

One year after a change in political power, task force for the preparation of the new 

health policy was mandated to evaluate the status of health service, identify the major 

health problems and developed a health policy within the framework of the overall 

governmental policy of good governance and development. Thus, in September 1993, the 

current government approved Ethiopia's national health policy was adopted (FMOH, 

1993 cited in Tesfaye, 2004:42). 

The current health policy is the result of critical examination of the nature, magnitude and 

root causes of the prevailing problems of the country. It pays especial emphasis to the 

needs of less privileged rural population. The government has formulated a twenty year 

health sector development program (strategy), which will be implemented through a 

series of five year programs. 

The health sector development program is the first of all investment programs. HSDP 

comprises eight components, namely, service delivery and quality of care, health facility 

rehabilitation and expansion, human resource development, pharmaceutical services, 

information, education and communication, health sector management and information 

systems, monitoring and evaluation, and health care financing (FMOH, 1993 cited in , 
Tesfaye, 2004:42 - 43). 

Establishing an effective and responsive health delivery system is an integral part of the 

overall development that aims at reducing poverty and achieving economic growth. 

Ethiopia has begun to embark oh health sector development program, which is designed 

to translate government's new health policy statement into action (FMOH, 2005: 1). 

The country still remains one of the poorest nations in the world, with very low income 

compared to even the sub-Saharan African countries. This resulted in relatively low life 

expectancy which will further decline if present health problems are not mitigated. Infant 

and under-five mortality rates are still among the highest in the world. The health system 
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was under developed and able to provide health care only to limited segment of 

privileged urban population, though much of the rural population has still limited access 

to modern health care(MOH, 2006:1). 

Environmental health problems, are still contributing to 60-80 percent of communicable 

diseases. In the country, preventable diseases are still high. Proportion of the rural mass 

and urban population has still limited access to adequate water supply. National 

sanitation coverage is very low. Nearly 80 percent of the health problems in the country 

are related to communicable diseases which can be easily prevented and controlled by 

applying basic hygiene and environmental sanitation measures (FMOH, 2005: I). 

Based on critical reviews of and challenges in the implementation of the first phase 

HSDP (1997-200012001), it became evident the necessary basic health services have not 

reached the people at the grass-root levels as envisaged. The government of Ethiopia has 

therefore decided to introduce an innovative community based approach aimed at 

improving the health status of the population. Accordingly, HSEP was introduced as a 

sub-component of health sector development program II (HSDPII 2002-2005). This 

program's main objective is aimed at promoting equitable access to essential preventive 

health intervention through community-based health services with strong focus on 

sustained preventive health actions and increased health awareness (MOH, 2005:4). As a 

study in Southern Oromia revealed that the recently introduced and deployed village 

malaria workers (VMWs) for malaria treatment in selected rural malarious areas 

appeared to be effective through promoting the participation of the community in effort 

to malaria control (Gezehagne and Dadd, 2005:9). 

Proper implementation of basic health care programs requires training of the PHWs in 

their particular fi elds of activity (WHO, 1987:49). Consequently, they will be useful 

means of dissemination of knowledge, health education, improvement of hygienic 

condition and (WHO, 1987, 26). This approach led many countries to dispatch larger 

number of CHWs to underserved areas to provide basic health care services with low cost 

to the poor (Carra, 2004:20). 
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2.4. Conceptual Framework 

Establishing an effective and responsible health service delivery system is an imp0l1ant 

component of the overall development effort as it contributes to the healthy life of 

citizens, so as to ensure their productivity in all spheres of development. This requires 

inclusive health care delivery system which addresses the need and wants of the 

underserved rural majority in the developing countries where majority of people are 

either underserved or completely devoid of such services. In cognizant of this many 

developing countries in the world have been practicing PHC program since Alma-Ata 

Declaration in 1978, as a means to meet the health needs of their rural majority. 

However, there exists disparity among developing countries 111 their PHC approach 

towards their respective health related problems. Some pursued the comprehensive health 

package, whi lst some others the more selective approach. This also remained the point of 

debate among various professional groups, politicians and activists who tried to reflect 

their influence on PHC (Rafkin and Walter, 1986:561; Walsh and Warten, 1979:313). 

Regardless of the di fference among countries, the PHC program has widely been 

accepted and put in place diffe rentl y. Thus positive experiences and challenges faced 

many countries in terms of their PHC program has widely been documented in the 

literature. 

The basic concept of PHC largely depends upon the participation of the community 

where greater emphasis is given on treating minor ailments, preventive and promotive 

activities which can better be achieved through the provision of health education. 

Attaining the goals and objectives of PHC program also largely depends among others, 

on personal attributes of the CHWs who are at the front line, community participation, 

selection criteria used for HEWs supplies of drugs and equipments, and supportive 

supervision and training. The interface between these variables and the PHC program is 

shown in the schematic diagram hereunder. 
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Schematic diagram of proper functioning of PHC programs: Adapted by 
Researcher. 

Supplies of essential 
drugs and equipments 

SuppOliive 
Supervision and 

Training 

Proper Functioning 
ofPHC Programs 

Community 
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Responsiveness ofCHWs 

Appropriate Criteria and 
Process of CHWs 

Selection 

Primary health care is assumed to be the function of the variables in the schematic 

diagram. It is often evident that proper selection criteria which involves community 

participation leads to the right, trusted, competent and willing people to be selected and 

trained for the post of CHWs. Even this is believed to enhance the interest of the 

community to undertake PHC activities. After once CHWs are chosen in proper way, 

they need to receive appropriate training which suits to what they do in the community. 
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As CHWs are the link between the community and the PHC program, their attitude and 

committed ness towards their community as well as their job is indispensable for 

promoting community participation. There might be instances where the CHWs might 

have limited knowledge, skills, and understanding to manage their usual activities. 

Supervision hints the appropriate type of training for CHWs. To this end, the supervision 

team consisting of personnel with necessary skills, knowledge and understanding for 

supervision is very much important. In addition, supervision on regular basis an 

important tool to identify the problems facing the program in terms of basic drugs, 

equipments, etc, and thereby to ensure the provision of basic health care services at 

community level. 

The HPs are the basic units of basic health care services which outreach to the 

community. Community usually gives greater attention to the curative services at HPs, 

without which the whole system cannot maintain its credibility within the community. In 

the absence of basic drugs at HPs, the clients would be ignorant of the health education 

which is believed to be important for promotive and preventive activities. This implies 

that curative service at HP level stimulates people's participation in attending preventive 

and promotive activities. Even curative service at HPs promotes the community support 

to HPs in different ways such as in the form of cash, labor and kind. This in turn levers 

room for the community to take care its own health matter, ultimately ensures the 

program's sustainability and community 's self-reliance. Hence, in general community 

pm1icipation is a central element for realizing effective implementation and continuity of 

the PHC program even in instances of lacking external support. This implies that all 

factors constraining community participation need to be critically treated in the 

implementation ofHSEP. 

Therefore, he researcher used these variables as a framework for this assessment study on 

HSEP in the study area. 
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Chapter Three 

3.1. Study Area and Population 

Kembata Kembaro Zone is one of the 13 zones in SNNPR, Ethiopia; bordering with 

Hadiya Zone in the north, Dawuro Zone in the west, Hadiya and Wolaita Zones in the 

south, and Alaba Special Woreda in the east. The zone covers an area of 15,236, sq.km 

(KTZFED, 2000:2). It has a population density of 504 persons per square kilometer, with 

a total population of856,548(see map of the area in Annex VII. 

As to the profile of health infrastructure, the zone has one hospital and seven health 

centers. At the time of the study, there were 157 HEWs who have been delivering health 

services at community level. 

The zone has poor transport and communication networking, particularly to link health 

centers with the rural mass. Hence, a large proportion of the people in each Woreda live 

outside the catchments area of the respective health centers. In addition, health centers 

are unevenly distributed across woredas. 

3.2. Methodology. 

A combination of both qualitative and quantitative methods IS used to obtain the 

data needed to arrive at anticipated results of the study. 

3.2.1. Conceptualization and Operationalization of core Variables. 

I. Definition of core concepts 

1. Level of performance: the extent to which individual health post has 

Performed on the long list of activities set up by MOH to be done at health 

posts. 

2. Recognition: community's knowledge about the existence ofHSEP. 

3. Appreciation: community's view of and emotional reactions towards HSE-
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P indicated by community' s satisfaction in services 

4. Selection criteria: the ways in which individual HEW was selected for the 

post of HEW as indicated by level of community's involvement and 

knowledge about criteria used in the selection process. 

5. Community support: the extent to which community is found to support health posts as 

indicated by the form of support in labor, kind and cash. 

6. Availability of basic drug supplies: the presence and procurement of essential drugs to 

be available at health post. 

7. Supportive supervision: the quality of supervision as indicated by frequency 

of supervise on visits, supervision checkli st guides, plan of action for supervision and the 

presence of supervision team consisting of persons/ people/ with necessary skills for 

supervision. 

8. Personal attributes: the attributes of HEW's as indicated by community perceived 

(client-perceived) conduct having activity plan and ability to discharge their 

responsibilities. 

9. Training: the extent to which trainings !basic training and refresher courses/ offered to 

HEWs are perceived to be sufficient in light of their usual activities. 

II. Operationalization of core Variables 

The operationalization of variables that are central to the study are given in the table 

follows. Following the rows in the table, it is possible to see how concepts are 

transformed in to variables that are measured through their single or multiple indicator/s 

Concepts Variables Indicator/s 

Performance - Composite score of - If health post is actually performing the 

achieved performance result health activities to be performed at it (see 

m each health activity (in the list of activities in the Annex 1:5). 

quartile categories, m 

nominal scale) . 

- Composite score of: - If community know about the existence 

-Recognition (nominal- ofHSEP 

Recognition and scale). - Community's perception about the 
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appreciation 

Selection criteria 

Community 

support 

Drugs supplies 

Supportive 

supervIsion 

-Community feeling fo llowing health services: curative, MCH, 

about the prominent health sanitation, health education, family 

services at health post (in plalming, immunization, diseases control 

quartile categories, in ordinal and nutrition. 

scale) 

Composite score of - If community was involved in and knew 

community's involvement 111 about the selection criteria and process. 

and knowledge about the 

selection process (in quartile 

categories, in ordinal scale) 

- Composite of forms of - If community 's support is available in 

community support (in the form of labor, kind and cash 

quartile categories, in ordinal 

scale) 

- Composite score of HEWs - Availability ofa standard drugs list 

response to the availability of - If drugs reaching to HEWs in time 

basic drugs and their supplies - Availability of first aid kits, ORS, 

arrangement (in quartile quartum, drugs for skin itching and 

categories, in ordinal scale Tetracycline ointment. 

- Composite score of - The number of supervision visits as per 

superVISIOn frequency, and the recommended frequencies. 

aggregate quality of - Availability of annual plan of action for 

supervIsIon (in quartile 

categories, in ordinal scale). 

supervIsIOn 

- Availability of superVISIOn team 

consisting of persons trained with the 

necessary supervIsory and management 

skills. 

- Availability of developed standard 

supervision checklists. 

- Feed back and benefits to HEW 

HEWS personal - Composite score of personal - Community perceived social conduct of 
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attributes attributes (in quartire HEW 

categories, in ordinal scales) - Availability of activity plan 

- HEWS be in being found in discharging 

their assigned responsibilities 

Training - Composite score of HEWs' - If the basic training is perceived to be 

response to whether the basic adequate. 

and the supportive trainings - If HEW received any refresher courses 

they received are sufficient or or not 

not (in quartile categori es). - If the supportive trainings are perceived 

to be sufficient. 

3.3. Survey Design 

First and foremost, it must be borne in mind that each health post is part of one and the 

same study with the objective of determining the performance of HSEP and the influence 

of some assumed factors on it in the study zone. Though the surveys in each health post 

have shared the same research and sampling designs, they slightly differed as regards 

their performance level that was actually measured-arising from different factors that 

may influence performance of individual health post. Hence, approximating longitudinal 

survey through cross-sectional survey design was used. According to this procedure, a 

cross-sectional survey design which only permits the collection of data from a sample at 

one point in time in order to describe the large population at that time is enhanced by 

employing 'approximating devices' that would allow it to handle (to a certain extent) 

change over-time as if it were a longitudinal survey. Such approximating device to be 

commonly used /employed/ is to ask respondents to furnish data that refer to the post, and 

this was the strategy that was followed /pursuedl in this survey. Thus not only were data 

relevant to the objectives of the survey were gathered from respondents but also the 

qualitative data on prevailing situations were furnished . In addition, key respondents with 

relevant inputs for the study were also interviewed as source of data. 
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3.4. Limitations of Survey Design 

Employment of the approximating device of asking respondents to furnish data referring 

to the past, obviously place limits on the validity of the data and the conclusions drawn 

thereof. Respondents' memory is not always reliable and their reflections of the past are 

to some extent influenced by their current views and attributes. However, this validity 

threats need not be exaggerated, since the researcher still has the two group comparison 

to rely on and as the conclusions arrived at through the survey are counter-checked and 

backed by the data obtained through the qualitative method. 

3.5. Techniques of Data Generation and Processing 

3.5.1. Sampling 

In the study, stratified random sampling techniques were used. Thus all health posts in 

each Woreda were stratified to form their respective stratum. From each WoredaJ 

stratum! an equal number of health posts selected disproportionably. Owning to the 

homogeneity of the sample units!health posts! in terms of their work description, HEWs 

operating them, and their need for different support from stakeholders, the sample size is 

determined at 11.4%. That is, 14 health posts were chosen from a total of 123 health 

posts. 

Table 2. Sampling and sample distribution by Woreda 

Woreda Number of sample Sample size Sample health 

population posts 

Angecha 17 2 - Kerekich 

- Bondena 

Kadida 17 2 -Bezena Benara 

gamela - Teza Agerra 

Damboya 19 2 -Bonga 

- Heggo 

Tembarro 20 2 -Belela 

-Bachura 

30 



Hadero Tunto 14 2 -Mugunja 

Zuria - Ajora 

Doyegena 15 2 - Ancha 

- Dinnika 

Kachabirra 21 2 - Wonko 

- Buge 

Total 123 14 14 

3.5.2. Instruments of Data Collection 

Semi-structured interview guides were prepared in English and translated into Amharic 

(see Annex J-V). Both qualitative and quantitative data could be gathered simultaneously. 

Each interview questionnaire contains two types of items: some designed as survey type 

to collect quantitative data and some others designed as supplementary to the survey 

items and to collect qualitative data. 

To understand the factors presumably influencing performance, data were collected in a 

cross-sectional survey of28 community members, 7 HSEP coordinators, 7 Woreda health 

office staff, and 14 HEWs. In the mean time, qualitative data with the objectives of 

supplementing survey data were collected from same respondents. The researcher and 

three research assistants conducted the interviews. The three assistants with proven 

mastery of both the local languages (Tembal'isa and Kembatisa) as well as Amaharic 

were trained, recruited, and thereafter undertook data collection. In each health post 

catchment's area, focus group discuss ion guide was administered to a group of 4-6 

participants from the community. A total of 56 people participated in the discussions. The 

researcher has facilitated the meetings with community members through HEWS . The 

discussions were conducted by the researcher in all cases, except two where two of the 

assistants were engaged in. In the mean while, recording of the observational results and 

informal respondents' reflections were also done to supplement aforementioned tools. 

For the presumed /assumed/ influencing factors variables, operational definitions, 

measurement scales and indicators were defined in advance to standardize the result and 
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to ensure systematic interpretation and analysis of data. Pre-testing of the interviews, the 

checklists and the focus group discussion guidelines was done in one area by the 

investigator. Thereafter, some changes were made. To carry out the study, permission 

was requested from Kambata Tembaro Zone health management Team. The researcher 

also assured confidentiality and avoided injuring any of respondents. 

3.5.3. Field work Itinerary 

Field work for the collection of data was carried out in Kedida Woreda from 1-10 March 

2008, in Kachabira Woreda from 11-19 March 2008, in Doyegena woreda from 19-26 

March 2008, in Hadero and Tunto Zuria Woreda from 1-12 April 2008, in Damboya 

Woreda, from 13-18 April 2008, in Angecha Woreda from 20-27 April 2008, in Tembaro 

woreda from 1-4 May 2008. 

3.5.4. Data Processing and Analysis 

The data were processed and analyzed manually. The survey items as part of the semi­

structured interviews were meant to serve the secondary functions of identification and 

the prompting of more important contingency questions, most of them were meant to 

measure variables relevant to the study/ or to be used in creating new 'categorical 

variables ' as well as developing new composite measure variables. Almost all new 

composite measure variables were further transformed into ordinal-level category 

variables. 

The creation of composite measure variables has permitted the bringing together of 

several related variables into fewer and more tangible measures, and this has in turn made 

the analysis and presentation of the data more coherent and systematic. The data from all 

sample health posts were analyzed and presented in the same chapter, as the main 

objective of the study is to determine the level of HPs ' performance which is dependent 

of several 'program-internal' and 'program-external' factors (independent variables) that 

may vary among health posts. In other words, as the main objective of the study was to 

determine whether health posts (.i .e. the basic units of HSE) are performing or not, and 
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whereby determine the worthiness of the HSEP. However, to the extent that it was found 

necessary, a kind of comparative analysis between the ' high performing' group and the 

' low performing' group has been made and presented with an objective of identifying 

some factors presumably influencing performance. It should also be noted such 

comparison is made possible since both groups (the ' high ' and the ' less' performing) 

used in the analysis of the data were consistently based on the aggregate of the total 14 

cases, and not the two data sets of each of the ' high performing' and 'less performing' 

groups separately. 

Since almost all of the variables were measured at/ or later on categorized in to/nominal 

and ordinal levels, contingency table/ cross-tabulation! was employed as the main 

analytical device. Moreover, since the main dependent variable (performance) is a 

' nominal ' one, the chi-square test of independence (at 95% confidence level) was 

regularly used to determine the existence and level of the significance of associations 

between this (dependent variable) and each of the independent variables that are listed in 

the Table 1, operationalization of core variables. 
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Chapter Four 

4. Presentation and Discussion of Findings 

4.1. Profile of Respondents 

The study has generated data on many of the attributes of the respondents that would 

allow a description of their profile. Accordingly, 35%of the respondents were females 

and 65% were males. As for their age distribution, 25% were under 25 years old, 52% 

were 26 to 35 , 18% were 36 to 55, and only 5% were found to be over 56 years. 

Regarding marital status, 71 %of the respondents were married and 29% were single 

based on assigned activities to be performed at health posts. 

4.2. Determining the Performance 

A standard measure was developed on the basis of activities assigned to health posts to 

determine performance. Based on the assumption that variation is likely to exist in the 

level of performance among health posts, the survey has attempted to measure and 

determine their performance level. 

Table 3: Performance table: frequency and percentage distribution of health posts 

by 'composite score of performance' (in quartile categories). 

Composite score Categories of 

of performance. performance Frequency 
Percent Cumulative percent 

<60 Low - - -

60-74.5 Somewhat low I 7.14% 7.14% 

75-80 Somewhat high 4 28.5% 35.71% 

>80 High 9 64.29% 100% 

Total 14 100% 

Table 3 shows that 64.29% of health posts fell in the 'high' category, leaving only 

35 .71 % to be split up between the middle categories in the quartile classification scheme 

of performance level that was on the aggregate data from all sample health posts. It 
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means that exactly more than half of the health posts fell in the upper most quartile 

category and appeared to perform over four-fifth of their assigned activities. 

A checklist was also used to evaluate the availability of commodities logistic supplies at 

health posts. Elements of the logistic supplies checklist are shown in the table bellow. 

Table 4: checklist on the availability of commodities logistic supplies at health posts. 

Items Present at Percent Absent Percent 
Contraceptives 13 93% I 7% 
Child and adult scales 14 100% - -
Vaccines, ice boxes 14 100% - -
ORS 12 85% - 15% 
Malaria drugs 10 75% - 29% 
Blood pressure apparatus 14 100% - -
First aid kits 14 100% - -
Delivery kits 14 100% - -
Educational materials 14 100% - -
Thermometers 14 100% - -
Female gowns 14 100% - -
Scissors and forceps 14 100% - -
Stationeries 14 100 - -
Detergents II 79% 3 21 % 
Cotton, bandage and 14 100% - -
plasters 
Female bicycle - - 14 100% 
Stethoscope and sterilizer 14 100% - -
Delivery bed and hand 14 100% - -
torch 
EPI cards 14 100% - -

Apart from bicycle, which was absent in all cases, and malaria drugs and detergents 

which were absent, in 29% and in 21 % of cases respectively, all other items were present 

at the majority of checked health posts. 

From the above results, it follows that the HSEP is performing properly in the study area. 

The performance of each health post is determined by the composite score percentage in 

a standard performance measure containing the list of 17 activities assigned to be 

performed at health posts (Annex I: 5). To identify, the influence of some assumed 

factors on performance, all health posts were divided into two groups i.e. those health 

posts which scored below 80% are assigned as a group of ' less performance' level and 
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those which scored above 80% are assigned as a group of 'high performance' level in 

this particular study. Initially, though it was expected that some health posts would exist 

to show low performance (below 60%), this became non-existent at all. Hence, almost all 

health posts are managed to score well above 75% and only one health post scored below 

75% i.e.73% (See Table 3). Thus, nearly 93% of health posts have shown relatively high 

performance (above 75%). Due to this, the researcher preferred to use the term 'less' 

instead of ' low', just to make a distinction between the two groups. Therefore, these two 

terms are consistently used through out the forthcoming section of the paper. The factors 

influencing performance are described in the following section. 

4.3. Factors Influencing Performance 

4.3.1. Recognition and Appreciation 

The recognition and appreciation of community IS a necessary condition for the 

effectiveness of basic health care services delivered at community level. Thus, both 

recognition and appreciation are important determinant factors among others in the 

success of HSEP as pointed out in similar studies elsewhere. 

According to respondents from community members, in all cases, communities do 

recognize the existence and importance of HSEP in promoting their overall health status. 

The appreciation of community towards most services, except the curative ones, is still 

high. Respondents from community members confirmed better performance ofHSEP, in 

all cases. 

Table 5: Recognition and appreciation in relation to performance. 

Recognition and Performance 

appreciation (in High Less Total 

quartile categories) Count Percent Count Percent Count Percent 

High 9 64% 5 36% 14 100% 

Total 9 64% 5 36% 14 100% 

The absence of any statistically significant relation combin.ed with quick visualization of 

the frequency and percentage distribution in Table 5 indicate a certain consistency in 

36 



perception or perhaps prevailing conditions, across geographical boundaries. Though 

depicting real picture of the program's impact in the community was not the concern of 

this study, as mentioned by community members, positive improvements have been 

witnessed in many aspects like, delivery services, pre-natal and post-natal care, malaria 

treatment and prevention, family planning services, sanitation, growth monitoring and 

frequency of ease contact with health services, immunization, etc. These findings were 

also further confirmed by focus group di scussion. In some cases, recognition and 

appreciation further advanced to the stage that social capital and traditional institutions 

like 'idir" ensuring their enforcement through the imposition of sanctions and passing 

judgment on their members who have no latrine on individual family basis. This means 

that social capital is already being in exploitation to ensure the implementation of HSEP 

in the study area. This implies, therefore, that proper use of traditional institutions as 

form of social capital likely contributes to effective implementation of HSEP and 

subsequently to high performance. 

However, still community appeared to complain about unavailability of drugs as needed 

at health post, in all cases. That means community is dissatisfied in the status quo of and 

showed great interest in curative services. In contrast, some personnel in the health 

system have misconception that as if no curative services to be delivered other than 

preventive and promotive services at health post. These two findings show that over­

expectations (in the side of community) and under-expectations (in the side of health 

personnel) exist and likely to have negative impact on the potential success of the 

program. 

4.3.2. Selection Criteria. 

During the study an attempt was made to assess community' s knowledge about the 

selection criteria used for choosing candidates to be trained for the post of HEW and to 

determine community' s involvement in the selection process 
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Table 6: Cross-tabulation of selection process in relation to performance. 

Performance 

Selection criteria (in High Less Total 

quartile categories) Count percent Count Percent Count percent 

Proper - - - - - -

Improper 9 64% 5 36% 14 100% 

Total 9 64% 5 36% 14 100% 

It was found that in all cases, community did not know the selection criteria as well as 

who selected HEWs. In 8% and 92% of cases, HEWs were selected by the kebele 

administrative council staff and the woreda health office staff respectively. Moreover, in 

nearly 50% of cases, HEWs were identified to be non-residents in the community they 

serve. These three results combined, possibly indicate that the criteria used and the 

selection process including persons who selected HEWs were not known by community. 

The accuracy of the selection process and believing that proper selection criteria were 

followed is doubtful. 

In the literature it is a widely held vIew that improper selection criteria likely to 

contribute to low performance of HSEP (Oakley, 1999:40; Stekehenburg, et aI. , 2002: I). 

However, as Table 3 and 10 paint different pictures as compared to Table 5. That is, 

almost all health posts appeared to perform well above three-fourth (75%) of their 

assigned activities despite sharing improper selection criteria of HEWs in common. 

Moreover, in all cases, HEWs are identified to possess good personal attributes. It means, 

therefore, paradoxically, poor (improper) selection criteria which did not respect 

community's empowerment and participation does not have any significant influence on 

performance in the study zone. The reasons for improper selection to have no significant 

influence on performance may be related to indifference of culture, social and linguistics 

between the HEWs and the community they serve. Good personal attributes of HEWs 

could be another. This is similar to the findings of other studies (PAHO, 1996:96; 

Demene' 1989:6). 
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4.3.3. Community Support 

Community support is one of the basic factors which contribute to the proper functioning 

ofPHC program (WHO, 1999:7; Oakley, 1999:48). 

Table 7: Cross- tabulation of community support in relation to performance. 

Performance 

Selection criteria High Less Total 

Count Percent Count percent Count Percent 

Somewhat adequate 9 64% 4 29% 13 93% 

Inadequate - - 1 7% I 7% 

Total 9 64% 5 36% 14 100% 

Chl-square=I.937 

Table 7 bears out that community support to health posts fell in ' somewhat adequate' 

category, in almost all (93% of) cases. Community support is inadequate (no support at 

all) in 8% of cases, while in 93% of cases, it is 'some what adequate' . Even in 

' somewhat adequate ' category, the form of support is limited to contribution of labor and 

materials. None of the cases, in both high performing and in less performing group, fell in 

'adequate' category, showing that support in the form of cash is non- existent at all. The 

glaring similarity between the high performing and less performing groups in terms of 

community support is also borne out by chi-square result, establishing the absence of 

significant association between the community support and performance. Though cash 

unavailability in the community might be a probable reason, community' s full 

participation in labor and in kind in both groups implies that little lor no effort was made 

by the concerned bodies (i.e. Woreda health office and Woreda administrative councils) 

to enhance the range of community support to HESP and to promote community' s self­

reliance (which is amongst the underlying basic principles of PHC program). Thus 

maintaining the sustainability of the program seems difficult in the absence of community 

support in cash, at least to fill the resource gap from the government and at most to keep 

the program functioning in case the resource from the national! regional level is cut 

altogether 
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The above findings, therefore, hint that lack of community support in cash likely 

threatens the sustainability ofHSEP and also it crimples/ hampers/ community's potential 

of self- reliance in Kembata Temparo Zone. This is similar to the findings of studies 

elsewhere (Bauma and Hailemariam, 1999: 102; Oakley and Hailemariam, 1999: 147; 

Oakley, 1999:27). 

4.3.4. Basic Drugs Supplies 

A standard measure was developed and used to assess the availability of basic drugs and 

the reliability of supplies arrangements. 

Table 8: Cross-tabulation of drugs availability in relation to performance. 

Composite score of Performance 

drugs availability (in High Less Total 

quartile categories) Count Percent Count percent Count percent 

Somewhat high 6 42.8% 2 14.2% 8 57% 

Somewhat low 3 21.5% 3 21.5% 6 43% 

Total 9 64.3% 5 35.7% 14 100% 

Chi-square ~ 1.0452 

A ccording to respondents from HEWs, roughly in 64% of cases, drugs reach HEWs in 

time and in the amount needed. However, some drugs like oral malaria drugs (e.g. 

quartem) roughly in 36% of cases and ORS in 15% of cases fail to reach in time and in 

the amount needed, and were found to be unavailable at health posts during the study as 

well. This implies that there is low reliability and inconsistency in terms of drugs 

supplies. In this regard, different but some what intelTelated factors were mentioned. As 

HEWs, the unavailability of such drugs at health posts was related to different factors, 

mostly the complete absence of drugs at health centers and imbalance between demand 

and supply for such drugs are prominent. In the same issue, the more prevalently 

mentioned reason / factor/ was budget shortage, as respondents from woreda health office 

staff. Sometimes, it was also related to the unavailability of personnel at dispensary of 

health center for many reasons; such as failure to delegate other persons when individuals 

in dispensary leave for ShOli / or long term trainings. It means, believing that consistent 
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and reliable supplies arrangement is set, may be doubtful even if basic drugs are available 

at health center. 

In all cases, there was no standard list for basic drugs to be available at health posts, as 

HEWs. Despite the absence of some drugs like tetracycline ointment and drugs for skin 

itching that are recommended in the implementation guide to be available at health posts 

(MOH, 2006:49,50), 71.43% of HEWs and 82% ofworeda health office staff mentioned 

that drugs that should be available at health post has been adequately supplied on regular 

basis. Based on these grounds, it may not be exaggeration to say that the local 

implementers have limited understanding and recognition in basic drugs to be available at 

health posts and curative services to be delivered thereof. This combined together with 

the finding under ' recognition and appreciation' (i.e. under- expectation of health system 

personnel about curative services) may be the probable cause factors for communities' 

dissatisfaction in curative services. In addition to this, as Table 8 revealed, all cases fell in 

the two middle categories but none of them in the ' high' category. Hence, based on 

results from the above discussions, it is possible to perceive that the availability and 

procurement of basic drugs at health posts is inconsistent, not reliable and below the 

expectation in light of the implementation guide. It means, therefore, HSEP which 

integrates curative, preventive and promotive services in a way that they reinforce each 

other is not properly followed in the study area. In this regard, statistically no significant 

relationship is obtained between availability of drugs and performance. 

4.3.5. Supportive Supervision 

An attempt was made to assess the existence and frequency of supervision, supervisors' 

knowledge and understanding in relation to supervisory skills including benefits of super 

vision for HEWs. 

According to respondents from the HEWs and health system staff, 111 all cases, 

supervisiOn visits were aimed at improving the performance of HEWs. According to 

some respondents, in nearly 17% of cases, supervision visits had been by health centre 

staff and in 83% of cases, by woreda health office staff. According to respondents from 
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health office staff personal observation, superVISIOn was hardly guided by standard 

checklists. 

Table 9: Cross-tabulation of supportive supervision in relation to performance. 

Performance 

Supportive superVISIOn (in High Less Total 

the quartile categories). Count percen Count percent Cou perce 

t nt nt 

Some what poor I 7% - - I 7% 

Poor 8 57.3% 5 35.7% 13 92% 

Total 9 64% 5 37.5% 14 100% 

The quick visualization of the frequency and percentage distribution in Table 8 reveals 

that supportive supervision was poor, in all cases. That is, all cases split up into the two 

lowest categories. As respondents from HEWs, in 25%, 37.5% and 37% of cases, 

superVISIOn was found to be received bi-annually, tri-annually and quarterly bases 

respectively. It means that supervision was characterized by irregularities and 

inconsistencies in the study zone. The widely mentioned factor was lack of vehicles 

specifically assigned for HSEP supervision tasks of woreda health office staff. In addition 

to this, there is lack of supervision teams that do supervision in organized, planned, 

uniform, and coordinated manner. 

As a whole, those who involved in supervision visits were found to have insufficient 

knowledge and understanding in supervision. According to respondents from health 

system staff, in all cases, there was no well organized task sharing and responsibilities for 

supervision team at any of woredas under investigation during the study period. The 

situation was described by a respondent who was involved in the supervision visits as 

follow: 

There is no formally established, autonomous supervision team for HSEP. In our case, 

however, we are nurses/public and clinical one each! who were, assigned for supervision 

tasks. None of us had sufficient knowledge, understanding and necessary skills of the 
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tasks for which we are assigned nor received any supportive training. Despite such 

grounds, we were given the responsibility. Accordingly, we managed to date regard less 

our limited capacity. In addition to this, the responsibility of supervision tasks was 

supplementary to our usual tasks (responsibilities) at health center the above mentioned 

factors combined with others like staff shortage, lack of sufficient budget, transport 

facilities specifically for the purpose of supervision tasks are deterring the consistency, 

regularity and effectiveness of supervision .. 

Based on the above findings, it holds true that believing the supervision visits taken by 

people having limited/or no appropriate supervisory and management skills for 

supervisions and without annual plan and a standard checklists to be effective is doubtful. 

Given this, it is incredible that even if the supervision visits were/are adequate, HEWs do 

experience reasonable benefits from such visits. 

Based on the above quantitative and qualitative finding, it follows that poor and loose 

supportive supervision are likely to be insignificant to maintain the proper functioning of 

the program in Kembata Tembaro Zone. This is similar studies 

elsewhere (Oakley, 1996; Oakley, 1999; Hailemariam, 1999: 14). In this regard 

statistically no significant relationship was found between supportive supervision and 

performance. 

4.3.6. HEWs' Personal Attributes 

Assessment was made on community perceived conduct of HEWs and their competence 

(having activity schedule and whether performing the assigned activities or not). 

Table 10: Cross-tabulation of personal attributes in relation to performance. 

Performance 

Personal attributes(in High Less Total 

quartile categories) Count Percent Count Percent Count Percent 

Good 9 64% 2 14.% 11 78% 

Somewhat good - - 3 22% 3 22% 

Total 9 64% 5 36% 14 100% 

Chl- square = 6.78 
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According to respondents from community members in all cases, HEWs, were found to 

possess good conduct! manner. This finding was also confirmed by focus group 

discussion. An interview held with HEWs and personal observation revealed that in 

78.6% of cases, HEWs appeared to be competent (i .e. performing most of their assigned 

activities). In addition to this, the conclusion that emerges from Table 10 is a straight 

forward one. In both ' high performing' and ' less performing ' group combined together, 

the overwhelming majority of HEWs possess good personal attributes. Only 21% of 

cases, from ' less performing' group claimed to possess 'somewhat good' personal 

attributes. It means, therefore on aggregate, all HEWs were found to own (possess) 

acceptable personal attributes. Pooled result from the above findings shows that the 

largest proportion of HEWs characterizes good personal attributes. In this regard , 

statistically no significant difference is found. In the overwhelming majority of cases, 

where HEWs confirmed to possess good personal attributes, HEWs able to win the 

attention of the community not in curative services alone, but also in preventive and 

promotive activities as well. Subsequently, they achieved high credibility; thereby high 

performance of the HSEP was also realized. This is similar to the findings of similar 

studies elsewhere (WHO, 1999:39; Buama and Hailemariam, 1999: I 07). This condition 

was also qualitatively described further by respondents from the community members on 

one side and HEWs on the other side in related ways. 

A respondent from the community members described as follows: 

I can say that the health HEW at our health post is committed to us. She usually posts her 

weekly activity schedule containing site, duration and types of activities on a notice board 

at health post. I see her always working on our health related activities. In addition to 

this, as I heard, delivery attended by her often found to be convenient and safe. She is so 

tuff that in case of complications, she often identifies before late and refers pregnant 

women when needed without any dalliances. It is not with out reason that I say so .... now 

I don't remember the exact date. To guess, some eight or nine months ago, our Mutual 

Self-help Group carried on shoulder and took my elder brother' s wife (who was 

pregnant) to deliver at health post. In the moment we expected that she would deliver at 
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health post. But, we faced unexpected. Thus the HEW attempted to help but she couldn' t 

attend the delivery. Hence she told us that the case was so complicated and need t be 

attended at the health center. Unfortunately, we/the women's family/ were not financially 

prepare for the referred case. So, we were in trouble. The HEW felt sorrow with our 

trouble and subsequently she gave us money of her own for refelTaI. Thereafter, we took 

the women to and she delivered at health center safely 

A respondent from HEWs also described the situation as hereunder: 

You know that here I am a responsible person for basic health care services to be 

delivered at the community level. Thus when I go to different villages for preventive and 

promotive activities, the community accepts in a miraculous way not only me but also the 

activities that I order. Particularly, those malaria patients whom I treated and got 

recovered including pregnant women I attended whose delivery, often appeared to be 

more attentive for health education, practice, etc. For instance, after teaching people 

about certain basic health care issue and showing them how to do it practically, I often 

order them to do accordingly. In second visit, I often find it being done. Apart from this, 

while visiting homes, I find lunch prepared for me. These are conditions motivating me to 

be committed to this community. Thus still , it is the community's reputation and 

obedience that I always consider as a great remuneration to keep on working rather than 

the salary that I earn (a HEW aged 22). 

The above findings show that good personal attributes of HEWs likely contribute to high 

performance in Kembata Tembaro Zone by way of creating close relationship between 

the community and the program, promoting people to support the program and enhancing 

the community 's confidence in services at community level 

4.3.7. Training 

An attempt was made to assess whether the trainings (basic and supportive/or refresher 

courses) received by HEWs are sufficient or not in light of activities they perform 
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Table 11: Cross-tabulation of training in relation to performance. 

Training(in quartile Performance level Total 

categories) High Less 

Count Percent Count Percent Count Percent 

Somewhat sufficient 7 50% - - 7 50% 

Somewhat insufficient - - 4 28 .6% 4 28.6% 

Insufficient 2 14.3% 1 7.1% 3 21.4% 

Total 9 64.3% 5 35.7 14 100% 

ChI square 11.096 

The chi-square test result for Table 11 shows the existence of highly significant 

association between the variables ' training ' and 'performance ' or the existence of 

significant difference between the two groups(' high performance' and ' less 

performance ' ) regarding training that HEWs have received. This shows that in majority 

of the cases where HEWs have received 'somewhat sufficient ' training, better 

performance of HESP is realized. 

However, in the whole, the relevance of the chi-square test result ought to be taken with a 

pinch of salt. Thus there are good grounds for not relying solely on the test result. As the 

chi-square test of independence has well known limitation in such small cases (i.e. 14), a 

visual inspection of the fi'equency and percentage distribution in the table and the support 

of results from the qualitative data are in order. Hence, once again, by examining the test 

result in relation with the frequency and percentage distribution in Table 11 , one observes 

the following. Firstly, none of the cases in both groups (' high performance ' and ' less 

performance' ) has claimed to receive 'sufficient training'. Besides, nearly 79% of all 

cases fell in the two middle categories. Secondly, the reason for the association is that in 

the ' high performance ' group 7(77.8%) and 2(22.2%) of cases have claimed to receive 

'somewhat sufficient' and ' insufficient' training respectively; but none of cases in this 

group has claimed to receive ' somewhat insufficient' training. In contrast, 4(80%) and 

only I (20%) of cases in the ' less performance ' group have claimed to receive 'somewhat 

insufficient' and ' insufficient' training respectively; but none the cases in this group has 

claimed to receive even 'somewhat sufficient' training. Thus on the bases of these 
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additional observations, it IS safe to conclude that as a whole, HEWs have received 

inadequate training. 

According to respondents from HEWs, only in 25% of cases basic training offered to 

HEWs was perceived to be adequate whereas in the great maj ority (75%) of cases 

perceived to be in adequate. Similarly, HEWs who received refresher coursesl supportive 

trainings still perceived them to be in sufficient, in 87% of cases. But in 17% of cases 

HEWs received no supportive training at all. Subsequent to this, they all mentioned areas 

in which they need refresher curses. Hence, 87.5%, 37%, 25% and 12.5% of HEWs need 

supportive training on delivery, Expanded Program oCImmunization and growth 

monitoring chart, malaria diagnosis and treatment, first aid and Acute Watery Diarrhea 

respectively. It means, therefore, there are areas in which HEWs are performing, despite 

they have insufficient knowledge understanding and self-confidence. 

According to respondents, there were cases in which some HEWs appeared to have 

insufficient knowledge and understanding of performing routine activities. It was 

uncovered that a given HEW appeared to immunize a child by assuming as if he has to 

complete his last immunization series at age of 9 month. A respondent described the 

situation a follow: 

I was a member of Epidemic Management Team in kachebira woreda (one among the 

seven woredas in the study zone) health center. The team has been in field for malaria 

epidemic assessment at health post of a given malarious kebele On 07/08/2000 E.C. On 

same day, there was a HEW working on routine EPI activities at health post. On the spot, 

I picked the immunization card of a child to whom BCG and OPVo was given on 

12/0112000 E.C, in the first visit. After consecutive visits, he was appointed for measles 

vaccination on 07/08/2000 E.C, the final visit. That is, 7 months after the first visit, 

despite it should normally be completed 9 months later from the first visit ( two months 

deviation from the normal schedule) . 
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From the above quantitative and qualitative finding, it follows that HEWs are performing 

some activities for which they had insufficient knowledge and understanding. This 

implies that as long as HEWs' Capacity which gives the community greater confidence in 

services at community level is not maintained, it would inspire negative perception about 

and dissatisfaction in those services. Gradually, this may lead to increased by-passing of 

services at health post and threat on the creation of an effective multi-layered referral 

system, as (WHO, 1975:20). Therefore, the perceived low capacity of HEWs likely 

undermines the success of the HSEP in the study zone. 
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Chapter Five 

5. Summary, Conclusions and Recommendations 

5.1. Summary of key Findings 

In summary, the HSEP has shown better performance in Kembata Tembaro Zone. In 

majority of cases, the program is appeared to be active showing that it has high priority 

both at woreda, zonal and national level 

A summary of the key findings is presented below by way of providing glimpses in to 

the content of the study. 

5.1.1. Recognition and Appreciation 

After the launch of the program, which encouraged an integration of curative, preventive 

and promotive services, a noticeable increase has taken place in community awareness 

and understanding about the existence and components of the HSEP. Thus eagerness is 

on the rise among users those reached by the extension effect not to remain underserved 

any longer. Hence, demand for access to health services is also on an apparently steady 

increase, presumably as a result of community's better knowledge and appreciation of the 

program's practical usefulness. It is more surpri sing that community 's appreciation and 

recognition, though in few cases, progressed to the stage where traditional institutions 

like 'ldir ' can be harnessed for the purpose of translating into practice the consensus and 

resolutions reached at health education and communication events (preventive and 

promotive activities) . In addition, improvements witnessed after the program was put in 

place have gained increasing amount of recognition and appreciation in the community. 

Communities thoughts, expressed in slightly different languages, sounded are largely 

optimistic. These all imply that reasonable degree of knowledge currently exists in 

community showing peoples' acceptance of the program. 

In contrast, however, community insisted on complaining curative services at health 

posts. This may be mainly related to failure to procure basic drugs as per recommended 

in HSEP implementation guide. Inconsistency and low reliability in drugs supply could 

be another. 
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5.1.2. Selection Criteria 

In all cases, community had no/or little knowledge about the selection process including 

the selection criteria used. This implies that community involvement (participation) in the 

selection process was so poor; and no support from woreda health office existed to 

empower community organization to facilitate the selection process. In nearly 50% of 

cases, HEWs are not local inhabitants. This shows that the selection criteria did not 

remain open to community, i.e. poor selection criteria are evident. 

Though poor selection criteria denied community's empowerment, its negative 

contribution to low performance of HSEP seemed to be over shadowed. The probable 

reasons may be indifference in culture, social and linguistics between the HEWs and the 

community they serve. Good personal attributes of HEWs could be another. 

5.1.3. Community Support 

In all cases, community support was inadequate. Regardless of its level varying from 

community to community, community support was limited to in kind and in labor; but no 

support was appeared in cash. It means, therefore, that lack of support in cash likely 

threatens the sustainability of the program, particularly when SUppOlt from the nalional 

level remains to be inadequate and it also crimples community'S potential of self­

reliance. 

5.1.4. Basic Drug Supplies 

In KTZ, the availability and procurement of basic drugs at HPs is found to be 

inconsistent, not reliable and below the expected in the light of the program' s 

implementation guide. Therefore, HSEP which integrates curative, preventive and 

promotive services in a way they reinforce each other is not properly followed in the 

study area. 

5.1.5. Supportive Supervision 

Suppol1ive supervision of HSEP in the study zone was identified to be with erratic I 

inconsistent! supervision visits and inferior Ipoorl quality, in majori ty of cases. The poor 

quality is manifested through the unavailability of well organized and responsible 
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supervision team, personnel with supervisory skill s, and standard supervision checklists. 

This implies that even if the number of supervision visits is adequate, it is doubtful to 

expect HEWs receiving it do experience reasonable benefit from such visits. This means 

also that the nomination of supervisors and the visits they take seemingly exist just only 

to report to the concerned bodies that the activities are fully visited, regardless of real 

benefi ts accrued in the course of supervision. 

5.1.6. HEWs' Personal Attributes. 

The quantitative and qualitative data revealed that in Kembata Tembaro Zone HEWs 

characterized good personal attributes, in almost all cases; and subsequently they 

achieved high credibility. HEWs who are with good conduct, competence and 

commitment to community's health care, appeared to win community 's attention in 

curative, preventive and promotive services. This implies that good personal attributes of 

HEWs in the study zone promoted close relationship between the HSEP and the 

community. A HEW in one of the study cases stated that " ... malaria patients whom I 

treated and got recovered, including ... appeared to be more attentive for health 

education, practices, etc.". Community' s positive feed back on HEWs' attributes is 

prevalently mentioned. Therefore, this shows that good personal attributes of HEWs 

likely contribute to high performance of HSEP in the study zone. 

5.1. 7. Training 

In Kembata Tembaro Zone, almost all HEWs felt both basic training and suppOltive 

training inadequate in light of their usual activities. Thus in 87.5%, 37.0%, 25.0%,12.0% 

of HEWs need refresher courses on delivery, Expanded Program of Immunization and 

growth monitoring, malaria diagnosis and treatment, and Acute Watery Diarrhea, 

respectively. This shows that they have been performing some activities for which they 

had insufficient knowledge, understanding and self- confidence. This means also that 

when HEWs' capacity which gives the community greater confidence is low, it leads to 

negative perception and dissatisfaction on services they deliver; and subsequently, 

increased by-passing of services and threats on the creation of an effective multi-layered 

referral system appears/ emerges/ soon. Thus, insufficient knowledge, understanding and 
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low self- confidence related to inadequate training likely lead to low client-perceived 

service quality and ultimately to low performance of HSEP in the study area. 

5.2. Conclusions and Recommendations 

The quantitative and qualitative findings of this assessment study on the perfonnance of 

HSEP and factors affecting it, in KTZ, have shown that the program is performing to the 

encouraging level. Since the program's commencement, many progresses have been 

perceived in the community. In spite of the marked difference in the levels of 

performance attained across health posts, important changes have been witnessed 111 

distinct aspects of the community in regard to knowledge, attitude and practices since the 

implementation ofHSEP. 

In contrast, some factors like inadequate community support, poor drug supplies, poor 

supportive supervision, and low capacity of HEWs which is attributable to insufficient 

training are important to tackle in the study area. 

Apart from the above loopholes, on the basis of the concrete results on the ground that 

have been verified by the findings of the study, the researcher can possibly conclude that 

the program is worthy. Thus the HSEP is the most realistic solution for attaining a high 

coverage with essential health care services (Tesfaye, 2004:2). Besides, it is affordable 

and sustainable method to achieve a situation of "equity of access to a cost-effective 

quality health care, as close to the family as possible". Hence it is the researcher's strong 

conviction that in KTZ which characterizes poor infrastructure, poor access to basic 

health care services (i.e. majority of the rural mass is living out side health centers' 

catchment areas and underserved for many reasons), HSEP is and will continue to be 

important element of zonal health care strategic plans. 

Yet, any future efforts to realize far reaching impact of the program and maintaining its 

sustainability is advised to seriously consider the recommendations put forward here 

under. 

1. Resource availability is very important among others for the sustainability of 

the program. Hence allocating adequate fund is needed. In countries like 

Ethiopia where scarcity of resource from the national level is evident, 
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extending the range of community support (i.e. initiating community to 

support in cash apart from the usual forms/in labor and in kind/) is viable. It is 

particularly important to maintain the program's sustainability by way of at 

least filling the resource gap from the national level and at most ensuring 

community ' s self-reliance in case the government is unable to run it altogether. 

Thus, harnessing local resource is of great importance. Future efforts to 

maintain available resource for the implementation of the program need to take 

into consideration community empowerment and set framework to create 

enabling environment to mobi lize Itap/ local resources for health actions. 

2. Effective supervision to correct any constraints encountered in the 

implementation of the HSEP is strongly needed. Effective supervision 

characterizing team of experts (i.e. consisting of public health officer, public 

health nurse, environmental health expert and health education expert 

depending on local context) with an appropriate skill mix, continuity among 

team members and strong management skills is strongly needed. Supervision 

programs should also be planned, scheduled, budgeted and conducted 

regularly. The quality and quantity of work need to have standard and should 

be in line with the general strategy directions and local conditions. Above all, 

members of the supervision team at woreda level should be trained on skills 

needed for supportive superV1SlOn (i.e. facilitation, inter-personal 

communication, problem solving and analytical skills to various tools and 

methods such as peer reviews, performance assessment tools) and frequently 

upgrade their skills. 

3. Woreda health office has to develop a standard list for drugs to be available at 

health posts as per recommended in the HSEP implementation guide and make 

it available to all stake holders. Accordingly, the drugs have to be 

appropriately selected, procured and requested in time and have to reach the 

HEWs in time and in the amount needed. Apart from this, enabling 

arrangements need to be put in place either to delegate or substitute in cases 

when persons in the dispensary rooms are not available for short or long terms. 
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4. It is necessary to acknowledge that institutional arrangements exist in every 

community which can be harnessed and reoriented for the purpose of 

implementing HSEP effectively. What has been learned from some 

communities' experience in the course of implementation in the past is that the 

existing traditional structures and institutions can be utilized effectively as 

forms of social capital to ensure effective implementation of the HSEP. 

Therefore, future efforts in the implementation of HSEP should draw upon 

local potentials as a form of social capital for the realization the program's 

goals and objectives. 

S. Delivery, Immunization, malaria diagnosis and treatment, and growth chart, 

are areas where a pronounced gap exists between HEWs' capacity and the 

related activities they perform. Hence, it must be predicted that the more 

HEWs provided with refresher courses, the greater the knowledge, 

understanding and self-confidence they endow will be, and thereby, there will 

be increased client-perceived quality of services and greater community 

confidence. With this anticipation, future efforts to Improve the 

implementation of HSEP should include the necessary arrangements to offer 

refresher courses commensurate with the need identified through observing 

HEWs while caITying out activities and the demand created. 
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3.5. Topics covered during basic training 

D Control of communicable diseases 

D Environmental hea lth 

D N utrition 

D Health educati on 

D Maternal and child health care 

D Diagnos is and treatmen t of d iseases 

p Handling of drugs and supp lies 

D Health information 

D Trad itional hea lth ca re 

D 

Other topics (spec ify) ____ _ 

3.8. Did you rece ive basic training co urses fromlhe health system? 

Yes D No D 

If yes , for how long was the course" ____ ____ Weeks! months? 

Yes D No D 

3.9. Was the training adequate for your work" Yes D No D 

If no, specify the area in which you have had insuffic ient or no traning but 

included in yo ur \\'ot1 

o 10. Have ,·ou participated in a iefresher trainin g course in th e past 12 months" 

Yes D No D 

I f yes. what \Vas the latest course about" 

Do You think that it is sufficient for' our work" Yes D No D 

. . 11. [n which areas do you feel that further training is necessary'l 

a. 

b. 

c. __ _ 

d. No need for further training 

e. Don' t kno\\ 

3 .6. When did , 'Oll sta rt working after training" 

Ne,n 0 immediate'" 0 atlcr some lime (spc' c il\ ) ___ _ _ 



· , 
3.7. For how long have you been wo rking? _ ______ _ months 

If yes, do yo u think that it is suffi cie nt fo r your work? 

4. Respons ibilities of HEWs' 

4.1. Recordin g all vital information,) Yes O· No D 
4 .2. Ful fi ll ing by reques t and administering necessary supp lies to health posts? 

Yes 0 No 0 

4 .3. Is the referral system strong? Yes 0 No 0 

Do you refer cases when needed ') Yes 0 No 0 

4.4. Is your doc u!l1entat ion system we ll o rganized? Yes 0 No 0 

4.5. Do you reques t basic d rugs in pro per ti me') Yes O No 0 

If yes. do yo u get them in time and in the amount needed? Yes 0 No 0 

If No, menti o n the 

reasons ______________ _____ _ _ _ __ _ 

4 .6. Do you handle bas ic supplies properly? Yes.o No 0 

4.7. Do you inform to the woreda hea lth offi ce? Yes 0 No 0 

Mention if d id so in the last 6 

months _ ___ _____________ ___ _ 

4.8. Do you to a ll concerned bod ies regularl y? Yen No 0 

If yes, how often fo r las t three months? ____ _ 

4 .9 . Wo rking closely with TT BAS. C HAS (i nc luding tra ini ng them if necessary)? 

Yes 0 No·O 

Me ntion what you did in thi o regard in the last 3 

months, ______ _ _ _ _ __ _ 

4.1 0. Home lisi t on regular bas is? Yes 0 No 0 

If yes. is it based on vour plan? Yes O· No 0 

4.11. Do vou gil 'e Irea lillent fo r d iarrhea. trac homa and sk in itching') YeP NeW 

If yes, ho\\ort<"n ') Regularly 0 Sometimes 0 Not al all 0 

5. Hea lth sen ' ire s at hea lth Jl ost ICYe I 

Does the heal th post gil e Ihe follo\\ing se n 'ices? 

I . Health education') Ye" D No 0 

If \'es . ho\\ ofte n? RegularhO SometimesO 

2. Home visits lo r an tena tal, home deliveries and postal care ') Yeo 0 NoO 

If I'es, ho\\' often in las l 1110n ths ') Regula rl\ 0 Sometimes 0 

Ho\\ manl' dal's ago of last \ 'isit ') --------



3. Treatment of common illnesses (diarrhea, tmchoma, malaria etc), minor 

injuries and 

refer difficult cases? Yes 0 No 0 

If yes, how often in last mon ths? Always 0 sometimesO 

4. Give first aid to vict ims? YesD NoD 

If yes. how often? a) always 0 b) sometimes 0 

5. Promoting and giving ORS to children with diarrhea? Ye~ No D 

If yes how often? Always 0 sometimes 0 

6. Immunizati on (against the six child hood di seases and TT immuni zat ion to all 

women of 

Ch ild bearing age? Yes D No 0 
if yes, how often? Regularly D Sometimes 0 

7. Giving vitamin A supplement along with promotion of nutrition? 

Yes o No D 

[fyes, how often? Regularl y D ~ome times D 

8, Carrying out growth monitoring acti vities? YesD NoD 

If yes, how often? Regularl vO Some times D 

9. Identifying vitamin A defic iency and sever malnutrition cases for re fen'al? 

Yes o NoD 

If yes, how often? Regularl) D so met imes D 

10. Providi ng coilJ1se ling and familv planning se rvices? 

Yes D No D 

If yes, how often? Regularl y 0 sometimes 0 

II. Provid ing hygiene educat ion to the comm unity? Yes 0 No D 

If yes, how often? Regul ar ly D sometimes 0 

12. Working closeh' "ith TTBA s. ('HAs (including (rai ning them ifnecessarv) . and 

other 

commun it y-based health organi zation') Yes D No D 
If ves, how often') Always II some times D 

13, Malari a control and preve;it ion? YesD No D 

If yes. ho" often') Always 0 sometimes 0 

14. Control and prevention of bod,' itching') Yes D 1\'0 D 

If Yes. ho '" often? Alwavs 0 sometimes 0 

15, Record ing all com illunit), hea lth acti,'ities organizing documentat ion and filling 

system and reporting? Ye~ No D 



If yes, how often? Regularly 0 sometimes 0 
16. Preparing relevant information in visual form/diagrammaticall y and posting on 

the wall? 

Yes 0 No 0 

If yes, how often? 0 Regu larly 0 someti mes 0 

6. Support, su pervision a nd wo rking co ndit ions 

6,1. Have YOLI ever been vi sited by any body from the health fac ility? Yes 0 No 0 

If yes. by whom? And what was hi s/her staff membership? _______ _ 

Did you know the purpose of the vis ite0 YesD No 0 

How long ago was the last visit0 

Less thai} I month 0 1-3 moths 0 more than 3 months 0 

Supply 0 supervision 0 training 0 other 
. . ' 

(specify) ______ _ 

Did you get any benefit from the sllpe rvi sion 0 Yes 0 No 0 

6.2. Do you receive any form of remuneration or reward 0 Yes 0 No 0 

If yes. specify in what form it is (i, e. Certjfi cate, money, goods, etc) 

Form \I 'hom 0 _ _____________ _ 

6.3. How many patients have you referred to a health facil ity in the past 3 months? 

6.4,Did the cOllllllunity arrange transport for the referrals0 

Yes 0 No o 
If "es , specify the arrange ment __________ _ 

6.5. In what other \lavs does the cOl11 l11unity help yo"u in "our 

1V0rk ? _______ _ 

I r none. Sil" so 

i . t\lCH /FP/EP I/ hea lth education. 

7, 1. Do ,'ou pa rti cipate regulil rh in the MCH clin ic Ihat se r\'es VOllr cO llll11unit v? 

Yes 0 N" 0 

Ifnol. ",h" not? N ·); in vited 0 

- The clini c is too far a\l 'av 0 

- Othe rs (spec if, ) _____ _ 

- do n't Kno\l' o 



7.2. How often are immunization se rvices available in your area~ 

Daily D Weekly c:J MonthlyD 

E\ery 2 months D 

Not available D 

others (specify) ____ _ _ _ 

don't know D 
7.3. What speci fic functions do you perform on a regu lar basis within the 

immunization program? 

- Community promotion 0 follow up D defau lte rs D 

- Generally assist at sessions D 

- No active part at a ll D 

- Other (specify) ___________ _ 

7.4. Do you have any health information materials to hand out to the community? 

Yes D No D 

[fyes, specify what in formation you have given in the post 3 month's 

8. N utrition and diarrhea control. 

8.1. Do you \\eigh the children \ourself? Yes D No D 

If yes, is \our scale accurate? Yes D No D 

8.2. Do you understand the grOll1h chm1 used in this area~ 

Yes D 1\0 D 

8.3. Up to what age do you believe that mothers should Brest-feed their babies?' 

Less than 3 months D 3 month ' 0 6 months D 

12 month s D 24 months D other (specify) _ _ _ _ _ _ 

Don't know D 

8.4. Do vou know hoI\' to prepare a sugar and sa lt so lution for treatment of diarrhea? 



- feed child more frequentl y ____ ____ _ 

- stop so lid feed ing ____________ _ 

- watch for signs of dehydration _______ _ 

- seek he lp if child not impro.vi ng with sugar and sa lt 

so lu tion ______ ___ _ 

- Expla in ho w to prevent diarroea in future ____ _ _ 

- Other (specify) ________ _ _____ _ 

- Don't know _________________ _ 

9. S uppli es and equipm ents 

9.1. Do you ha ve a s tandard li s t for drugs yo u should have? 

Yes No 

9.2 Are the fo llowing drugs avai lable at the heal th post? 

First aid kits Yes No 

ORS Yes No 

Oral malari a drugs Yes No 

Drugs for skin itching Yes _ _ No 

Tetrac\'cline ointment fo r trachoma Yes No 

9.3. Wha t is th e arrangement fo r repleni shing supp li es? 

9.4. Did vou run nut " rsuPI-'li,,; orbasic d ru gs in th e past 3 months? 

Yes _ ___ _ _ No 

Ifves. wh ich item s have bee n ou t o f s tock during the pas 3 months and \\'hat 

were the reasons fo r the shortage') 

Items Rea sons 

a. _ ____ ___ _ 

b. _ ___ _ _ _ _ 

c. _ ______ _ 

d. _______ _ 

e. 



An interview questionnaire for community members. 

Date of interview _____ _ 

Name of intervi ewer __________ _ 

Name o f communi ty -----------~cc_-
Name of interviewee ______________ _ 

1.1. Persona l data 

1.1. Age __ 

1.2. Occupation ____ _ 

1.3 . Marital status -----
2. Concernin g to comm unity's orga nization 

2.1. Is the re a vill age comminee or similar mechani sm fo r co ll ecti ve dec ision­
mak i ng on the 

community ' s health-related affai res? Yes 0 No 0 
I f yes. who are the members (by catego ri es of people and group they 

represent)? 

I f no, how are deci sion ta ken? _________ _ 

If yes, go to I. 2 

2.2 . Is th is comm ittee's estab lis hment s ta t u tory~ Yes o 
2.3. Does any hea lth worker attend thi s comm i ttee~ Yes 0 

No 0 

No o 
If yes. what is hi s/ her s tatus on committee (eg . Cha irman secret ary. treas urer, 

mem bel', 

in v ited adv iso r. con sultant)~ 

3. Pcrcrrtion of health prob lems and healt h sen ·ices . 

. ).1. What do "ou rega rd as the m a in health prob lems in th e communit, ·) ____ _ 
3.2 What does the leader feel are the ma in causes of these p rob l ems~ 

3.3. Who a re Illost affected ~ --------
Does the leade r knOll these peo ple personall,? Yes 0 No 0 

3.4. What does the leade r th ink the commu nit\' should do abou t these probl ems. 
espec ia ll y the 

one tha t cau se mos t s ll fleri ng ~ __________ _ 

3.5. Wha t has al read,· been done·' 

--- \ 

o 



3.6. Do you recognize/know HSEP and health services under it? Yes D NoD 

3.7. Do you consider that the HSEP has helped to reduce the community 's 

health problem? Yes D No D 

3.7. What information does the community collect on the health situation (eg. , 

inll11uni zat ioJ1 , 

birth, latrines, food supplies, measles incidence, etc)? 

3.8. Which of the following health services are being prov ided at your health post? 

Are you 

satisfied with them? (trick as answered - ask one by one). 

i) Curat ive health 

Services 

ii) Maternal and 

Provided and 

Satisfactory 

child health services _____ _ 

iii) Environmental 

health services _ ______ _ 

iv) Health education _ _ _____ _ 

v) Family pl anning _______ _ 

vi) Imll1uni zation ____ _ ____ _ 

vii) Control ofspec iilc diseases 

vi ii ) Nutrion education _____ _ _ 

provided but 

unsatisfactory 

For each sen 'ice \\ 'ith which V'OLI are not salisiled , give reason 

4. COlll m u nity resou r ces and se lf- r eliance 

not provided 

4.1. Can the cOllllll unity raise funds (loca l ta:\ es)? Yes o No 0 
If Yes. what does the communitv lise the money for? 

4.2. lI as the cO llllllunity eve r contributed to health post an) (in labor, in cash or In 

kind )? 

If ws. specit\ \\ 'hat la r. ho\\ ' 11l1lch, and \\hen? _ ___ _ _ _ __ _ 



4.3. Enumerate communal health activities carried out during the past 6 months (Tick 

as answered do not prompt) 

- Water supply D 

- Sanitation! excreta disposa l 

- Village cleanness /so lid waste disposal D 

- Transport of s ick D 

- Promotion of nutri tion D 

- Communal fomling for healt.h support D 

4.4 . Are there any hea lth projects (ongo ing or proposed) planned by the community 

itself? 

Yes D No D 

If yes. is government or external support needed? _________ _ 

Describe the proj ect/s and the type and quantity of assistance required _____ _ 

4.4. Has the community's hea lth condit ion improved since HSEP was introduced? 

YesD No D 

If yes, mention some _______ _ ____________ _ 

5. Co mmunity hea lth workers' se lection , conduct and perform ance 

5.1. Who was selected HEW/s in your kebele? 

a/ the whole community ___ _ 

b/ community leaders _ ___ _ 

c/ \\oreda hea lth office staff 

Others(speci f\) __________ _ 

5.2. Did \ou know the selection criteria? Yes D No D 
1 f yes. ment ion some _ _______ _______ _ 

5.3 . Does'Do HEW/s pe rform the following health activities? 

a/ pre\enti w and promotive Yest:=] '.10 D 

b/ vi siting home I'egular!\ YesD N0D 

c/ prenatal. natal and postnatal care Yes D . NoD 

el l fami" planning Yes D 
5.4. Does the community utilizes tite se rvices under S.4? Yes D No D 

If yes. is there any progress in the comm unity 

because of these sen ices? YeO -'\0 D 

If there is!are perce ived progress/es ____ ___________ _ 



An interview questionnaire for wo.·eda health office staff. 

I. Taking HSEP as a key respons ibil ity? y es···· No······· 

2. Coord inating, implementing, following up evaluating HSEP activities at household 

community leve l? Yes··.---- No ----- -

3. Supporti ve supervision followed by feedback ? yes······ No . .... . 

If yes, how often in 12 months? 

4. Preparing and offering refresher cou rses for HEWs? yes······ No ..... . 

(fyes, mention whom by, where and on what issues it was. ------- - -- ~,-- ----------

5. Procuring bas ic drug supplies for HSEP? Yes ...... No ........ . 

Ir yes, do you think that these are adequate? Yes ------ No -.----

If No, what are the main reasons for th is? --------------------- --- -------------

6. Strengthen ing inter-sectoral co llaboration in the implementation of HSEP? 

Yes ····· No····· 

7. Supporting and facilitating wh ile HEWs are selected? Yes ---- No -----

I f yes, mention the type of support given? ---------------- -- --.-----------.----

8. Strengthening referral system between health posts and higher level health inst· 

ituitions? Yes ww ___ No -----

9. Collecting, compi ling and reponing activity report to the concerned bod ies in 

time? Yes w _ ww No ----

I f No, mention the reason/so __________________ _ w __ ___ _ _ _ w_w _ __ _ __ _ ww _ _ _ ____ ww 

10. Orient ing HEWs about activities th ey perform before they start working at 

Health posts? Yes .... No .... 

II. Initiating, cooperating, and guiding the communi ty to contribute to logi stic 

supplies to health posts? Yes .... No .... 

12. I f yes, what is the form ofcol11l11unity's contri bution (e.g. in cash, in kind, and 

in labor)? ........... . ...... .... . ..................................... . 

13. Procuring and provid ing basic drugs to hea lth posts in time and in the amOllnt 

needed? Yes .... No···· 

If yes, is it reliable and consisten t? Yes .... No .... 



5.5. Is the community satisfied with the work and behavior of the 

communi ty health worker)0 Yes 0 No 0 

If no, specify di ssatisfact ion _______________ __ _ 

5.6. Has it been necessary duri ng the last 6 months to remove or rep lace the HEW? 

Yes 0 No 0 

If yes, spec ify the reasons ____________________ _ 

5.7. What remuneration or reward does the commun.ity prov ide for its community 

hea lth worker (e.g. regu lar payment in cash, remuneration in kind, cert ifi cate, 

exemption 

from other community duti es)? 

5.8. Has the community/committee managed to provide the re mune ration without fail 

in the past 12 mont hs? YesO NoD 

5.9. What other serv ices suppons are given to CI-IWs? 



An interview questionnaire for HSEP supervisors. 

Date of interview ------
Name of interv ie\\ er Woreda ----- ------

Name of inter,iewee 

1. Personal data 

1. 1. Age __ 

1.2. Sex 

-----

1.3. Educational status 12+2 D 12+4 D 10+30 12+3 0 

1.4 . Field o f specia li zati on: Publi c nurseD .C;:; linical nurse 0 

Health offi ce r D Environmental hea lth 0 

2. Elements of supervision. 

2. J. Is there supervision tea in your woreda? YesO NoO 

If yes, was the team's estab li shmen t statutory? YesO No 0 

Desc ri be the team' s establishment 

criteria _________ _________ _ 

2.2. Has/Have the team/yo u rece ived any relevant training on ski ll s needed for 

HSEP supervis ion~ Yes D N°D 

If yes, spec ify where, when and by whom it was given 

2.3. Do supenisory vis its include th e fo ll olv ing? (use '+' if yes and '.' ifnot) 

i) supervis ion plan/sched ctJe ________ _ 

ii ) supervision checklists _______ _ 

iii) supen' ising according to supervision scedule 

il I supel"Yision feedback to HEWs ____ _ 

v) supplies and commodities ________ ____ _ 

vi) day -to - day activities _________ ____ _ 

I'ii) atier competing the mission ___________ _ 

2.4. Has the supenision plan met the objectiles of each vis it in the past 12 months~ 

YesD 

If yes. has it been uniform for all health posts of in the woreda~ Yes 0 No D 

I f not, speci f' main reasons ______________ ____ _ 

,oJ What l'aclC1rs do "ou feel are mainlv hindering the team not to discharge it s 

re sponsibi lities as t\pected~ 



1. 1. rroLP,OJ' M" -------------- --

1.2. r ,,' nIbOJ' M" ---- -- ----------

1.3 . Nnn,OJ' 'hl,·n ·nl/-)· ------------------
1.4, {J ,)lllO· r oo · , ·,~J'. tP ..,·ne ~ ..... --------

2. froS h." nt--'1 tp f'1A ooL,)'{ 

2.1. M.-"'I, -- ------------
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2.3. n07.I1 <;. n:,· I,',~n . I'~'~-n-l- 1.11,'- h·'·QJn,~.n ') · 'm .f.9"C 0 5 ,?aD')"; h ll ..!' 
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2.6. 1")'9"UC-)' Y_L)\ '- 10, ' h'l'tI ,('m"'"",, 0 12, ' h~'tI .I' m';""" 0 
g:?M,- ------- --- -----

2.7. nl<tI· ',· !II..)' nm: )'':'-!" ~.e, J'n T"lC:- M O 
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o n"n~Ol' r','nn, -)·nl.·'·Il·n il-I1M 

o n,,'nn, ')·nl.Hl·n n·,·roM· I' p"'). ", M~') ' 

o n-)·nL ·'-iln- fJ-I-mM· (d- I,~~') ' 

o n','nn, Ilt- Iwn(,·C M~ ') ' 

Ib~ 9" I, n !!_1 n~' ----- -------- -- -- ---- ------------------ -- ---

3.2. r M (II)·n·) · ,(1;)- -- --- ------- ---- ----- --- -----

3.3 Iltlm '; P(,j~, t_ll·n ·) · 11"0 -) -------------- --- -
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Items 

Contracept ives 

Child and adu lt scales 

Vaccines, ice boxes 

ORS 

Malaria drugs 

Blood pressure apparatus 

F irst aid kits 

Delivery kits 

Educational materials 

Thennometers 

Female gowns 

Scissors and forceps 

Stationeries 

Detergents 

Cotton, bandage and plasters 

Female bicycle 

Stethoscope and steri lizer 

Delivery bed and hand torch 

EPI cards 
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