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Abstract 

The main purpose of the tudy wa . to investigate into the health literacy practices of health 
centres of Addis Ababa from adl!lt learning perspectives. T~e study aimed at answering basic 
research questions with regards to the types of health literacy practices provided, its ' 
considerations of adult learning perspectives and the major challenges encountered The 
study participants were randomly selected adult attendees of health literacy lessons and 
health professionals who provided the health literacy lessons. The study settings were 5 out of 
the 25 health centres found in Addis Ababa city administration selected through a two stage 
simple random sampling of lottery technique. Overall, a total of 181 (J 50 adult learners and 
31 health professionals) participants took part in the study. As to the selection of adult 
learners, 75 male and 75 female participants were randomly selected from the 5 health 
centres, 30 (15 male and 15 female) from each of the health centres. Here, participants were 
randomly selected based upon the entry criteria: having attended a health literacy lesson at 
least once the previous year and opting to participate in the study voluntarily. As to selection 
of health profes ionals, a total of 31 health professionals representing the selected five health 
centres were randomly selected taking 5 to 7 health professionals from each of the health 
centres. For the triangulation of the study, a mixed approach was employed comprising both 
quantitative and qualitative methods. A descriptive survey method was the major approach 
employed for the study. Hence, questionnaires, interview guides, focus- group discussion 
guide and an observation checklist were developed and ,employed in the data collection 
process preceded by a pilot testing. The analysis of the data was performed using quantitative 
percentage analysis and qualitative thematic analysis. The findings of the study have shown 
that predominantly oral lecture- based, prevention- oriented and group-based health literacy 
lessons were provided in the health centres. However, according to the study findings, core 
adult learning principles were not given due and satisfactory considerations in the 
implementation of the health literacy lessons in the health centres. Thus, the study results 
across the main dimensions had shown that the content selection, teaching methodologies, 
and physical and psychological environment were not in line with core adult learning 
prinCiples. With regard to the major challenges encountered in the implementation of health 
literacy lessons, the majority of adult learner participants rated in descending order that 
there are problems in facilities, teaching methods, competence and commitment of health 
literacy educators. On the other hand, majority of health professionals pointed out that lack 
of responsible body to give attention for the follow up, lack of motivation from adult learners' 
side, lack of readiness and efficiency in health literacy educators' side as major challenges 
encountered in descending ordllr as among the major challenges observed in the health 
centres. Clear organizational.' tructure, accountable leadership, facilitation of appealing 
physical and psychological enllironment, participatory approach in content selection and 
lesson presentations, the use vf flexible programs and alternative options of mediums in 
presenting the lessons, facilit .ting resource centers and the provision of in-service trainings 
on the teaching of adults for health professionals, widening the horizon of the program and 
the study sphere were the m.ljor recommendations provided 
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CHAPTER ONE 
1. INTRODUCTION 

1.1. Background of the Stu~y 

Health Literacy research dates back to the 1960's with a significant focus on written 

materials. The field continues to grow with new areas of interest. Today, leaders in the field 

of public health and adult education are shifting the focus from the hospital to the community 

to improve how people understand and use health information in their daily lives. New 

e idence-based strategies to address health literacy and public health literacy are emerging 

from the fields of communication, healthcare public health and adult education (CDC, 2009). 

Health education ha become wide in cope and sophisticated in its application during the last 

hundred years. It is evidently clear that the development of health education is mostly 

depending on the health promoting activities. Hence in this virtue, at the beginning of the 20th 

century, official formulation of education policies had been started in Europe and USA. The . ~ 

growth and development of health education have been accelerated with the inception of 

primary health care concepts. At global level many countries endorsed and showed their 

commitment at the time of declaration of Primary Health Care(pHC) at Alma Ata, Russia in 

1978(Getnet,2003). 

In Ethiopia, it is very difficult to know as to when and where health literacy has started. 

Indeed, during the Emperor Menilik II and Haile elasse I eras modern medicine had already 

been started but the primary focus was to increase the awareness of people in modern 

medicine and encourage them to benefit from the services. After the Italio-Ethiopian war, the 

medical services as well as trainings expanded. Mobile Child Health Centers also started to 

give health education on child nutrition, personal hygiene and others. This was the time that 

the health centers were opened, in fact their primary objective was to be involved in 

preventive, curative and promotive activities (Ibid). 

During the Derg regime building health centers and health stations were given emphasis and 

the number of hospitals remained relatively the same. However, during the same period 

Ethiopia has signed and accepted the Alma Ata declaration. Moreover as member state of the 

WHO, Ethiopia has signed and accepted the strategy (Ibid) . 
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ince the downfall of the Derg regime, the Transitional Government of Ethiopia Ministry of 

Health has adopted health policies in upport of Primary Health Care and has been enforcing 

health education as a primary means of prevention of diseases and promotion of health. 

Taking into account thi , at present, the national health policy and Health Sector Development 

Program of Ethiopia identified health education as a major component of program services 

(Meseret & Yihenew, 2004:4). Furthermore, from 2004 onwards, The Federal Democratic 

Republic of Ethiopia, Ministry of Health has been implementing a number of health literacy 

extension packages: Family Planning, Food hygiene and Safety, Maternal and Child Health, 

utrition Malaria Prevention and Control Construction and usage and Maintenance of 

anitary Latrine extension packages etc. These urgent and salient health literacy issues have 

been funnelled in different channels to reach out the publ,ic, Primary health care centers have 

been among the major executers of the programs at grass root level. 

When it comes to the implementation of the health literacy programs, the learning 

perspectives of adults, who are the significant program beneficiary targets, should be given 

credible recognition in the health literacy process. In line with this, Fasokun, Katahoire & 
, / 

Oduaran (2005: 1 0) explained the notion of adult education with a belief that adult learners are 

different from children, hence, there should be separate theory which underpins the teaching 

and learning of adults. The same authors further discussed that much of adult learning based 

research have been conducted in the western world. Hence, the need for research and 

documentation on adult learning in Africa is an imperative endeavor to undertake. There is 

therefore a need for systematic research and documentation on adult learning and on adult 

learners' perceptions, cognitive functioning learning 'styles and challenges in Africa. 

Evidently, in this context nothing significant has been done so far in Ethiopia especially 

concerning health literacy practices from the view of adults' learning perspectives. 

Definitely, from this justification, one could establish the significance of undertaking this 

particular research. 

1.2. Statement of the Problem 

Health status and a country's development are closely linked to each other (MOH, 2004). It is 

obvious that the health status of people has a significant determinant impact on the growth and 

prosperity of a country. Lack of health creates unproductive citizen which could significantly 

debilitate the strive for development and might be a potent challenge in the fight against 

poverty of a nation by affecting the wellbeing of productive citizens, 

2 
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Ethiopia is committed to addres the abject poverty it f,!-ces in a comprehensive and rapid 

manner through the adoption of the ustainable Development and Poverty Reduction Program 

(SDPRP) and achieving the Millennium Development Goals (MDGs). Health interventions 

plays crucial role in these endeavours (MoH, 2005a). 

The Millennium Development Goals (MDGs), towards which the Ethiopian government has 
" 

been working, aims to improve significantly the health of a nation by 2015 and to create 

healthy citizens. Moreover, the country has also signed the ALMATA declaration of "Health 

for All" through universal primary health care. In order to implement these commitments, an 

efficient and effective health system is required (Wondwosen, 2009). 

The Health policy of Ethiopia emphasizes the strong commitment in the general directions 

towards prevention and promotion of health care compon~nts. Subsequently, addressing the 

development of equitable and acceptable standards of health services in order to reach all 

segments of the population (Ibid). 

According to MoH (2005a,4), Ethiopia has adopted a sector wide approach to a 20-year sector 

program and strategy, broken in to 5-year rolling programs, beginning in 1997/98. The health . " 
sector policy framework of Ethiopia emphasizes on prevention, thus several health literacy 

programs have been implemented primarily by the Ministry of Health, and its local and 

international partners. Taking this into account, health care facilities are functioning as 

principal channels of health literacy activities, which primarily target the adult population. 

However, review reports on HSDP programs showed that the achievement so far was far 

from the desired, indicting that the emphasis given to preventive and promotive approach to 

the implementation level was not adequate and effective. Therefore there was a need to 

refocus, show more commitment and gather a stronger momentum for the effective 

implementation of preventive and promotive health services (MoH,2005b:84). 

The practice of health literacy is a rarely studied area in Ethiopia. It is particularly an area 

hardly examined from an adult learning perspective. This specific research is planned to 

contribute to basic baseline knowledge regarding the current health literacy practice from an 

adult learning perspective and taking health care centers of Addis Ababa as its study setting. 

3 
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Research Questions 

The study aimed at examining the following research questions: 

• What health litera y activities are in place at hea lth care centers of Addis Ababa? 

• Do the health literacy practices of the health care centers of Addis Ababa embody 

adult learning considerations? 

• What are the major chailenges of health literacy practices of health care centers of 

Addis Ababa? 

1.3. Objectives of the Study 

General Objective 

The general objective of the study was to explore and highlight the health literacy practice of 

health care centers of Addis Ababa from an adult learning perspective. Moreover, the study 

also planned to identify challenges of health literacy practices at health care centers of Addis 

Ababa. 

Specific Objectives 

The specific objectives of the stUdy were: 

• To identify the major health literacy practices of the health care centers of Addis 

Ababa. 

• To assess whether the health literacy practices of the health care centers of Addis 

Ababa are implemented in line with adult learning principles. 

• To explore the major challenges of health literacy .practices in the health care centers 

of Addis Ababa. 

1.4. Significance of the Study 

This study was conducted on the "health literacy practice of health care centers of Addis 

Ababa from adult learning perspective". Even though it IS very difficult to generalize the 

situation from a single descriptive survey study in selected health care centers of Addis 

Ababa, the study can provide basic baseline knowledge regarding current health literacy 

practices. It would also give an insight as to how the health care center are implementing the 

health literacy activities and perhaps inform programs as well a policy frameworks. 

4 
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The study hopefully provides significant information about adults who constitute a notable 

proportion of the popu lation. It also could prove to be a usefu l re ource material for policy 

maker and executers. Moreover, it may inspire further research undertakings in the area. 

1.5. Delimitation of the Study 

The study" a delim ited to five hea lth centers which are ru n by the City Administration of 

Addis Ababa Health Bureau . The scope of the study was also delim ited in assess ing the 

methodological features in the provision of health literaGY lessons from the dimension of 

adult learning principles. 

The main reason for the selection of health centers was that they are ideal places whereby 

health literacy lessons are provided regularly and significant members of the public with 

attend the services. 

1.6. Limitations of the Study 

This study is not free from limitations which affect the generalization of the findings. 

• The data was collected from certain selected health care centers of Addis Ababa which 

makes it difficult to generalize the findings for the overall health care centers across the 

country. 

• The data collection period represent a certain limited period of time. Hence 

generalizations made upon the completion of the study might limit the scope in terms of 

time. 

• Some participant adults were reluctance to frankly disclose their feelings and experiences 

and were not assertive enough to respond openly. 

• Literature works in terms of the specific study topic were hardly available for the purpose 

of review and substantiate the study with well established body of knowledge. 

1.7. Definition of Terms 

Adult: a person who is age of 18 years and above. 

Adult Learning: is a process of acquiring knowledge and skills and developing behavioral 

change. 

5 
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Adult Learning perspective: A learning perspective which takes into account the nature, 

needs, abilities, priorities, roles and responsibilities of adults which is based on the current 

body of knowledge and research about adults. 

Alma Ata Declaration: refers to " Health for All" through universal primary health care. At 

global level many countries endorsed and showed their cOlJlmitment at the time of declaration 

of primary Health Care(PHC) at Alma Ata, Russia in 1978. 

Health literacy: the cognitive and social skills and ability of individuals to gain access to, 

understand and use information in ways which promote and maintain good health. 

Health literacy practices: refer to any health education attempt made with an aim to assist 

adult service recipients acquire' desired health outcomes. It has interchangeably used with 

health education in education in this thesis work. 

Health care centers: refer to the health centers providing health services in Sub cities of 

Addis Ababa. 

6 



• 

• 

• 

• 

CHAPTER TWO 

2. REVIEW OF RELATED LITERATURE 

In this section, attempt has been made to illustrate the health literacy practices and the 

perspectives of adult learning in overview manner to provide background information with the 

available literature works in the field . 

2.1. Basic Concepts and Definition of Health Literacy 

The World Health Organization (WHO) in Kickbusch (2004),define the health literacy, as the 

cognitive, social skills and ability of individuals to gain access to, in understanding and use of 

information which promote as well as maintaining good Health. Nutbeam (2008) described 

the above definition, the health literacy that reflects a health promotion orientation that health 

literacy represents the cognitive and social skills which determine the motivation and ability of 

individuals to gain access to, understand and use information in order to promote and maintain 

good health. Therefore, health literacy implies the achievement of a level of knowledge, 

personal skills and confidence to take action to improve personal and community health by 

changing personal lifestyles and living conditions . 

The focus of this study however is on the practice of health literacy programs targeting the 

health care centers. It is also important to define the health literacy practice in accordance with 

their parameter. In this particular scenario to look in to the health literacy practices, it is 

important to examine the definition stated by Tolsman (199l) cited in English(2005), which is 

as follows: 

... Health education is conceptualized as a systematic, planned social action and 
learning experiences designed to empower people by enabling them to exercise 
control over those factors that influence health and health educator , as well as the 
social and environmental conditions that affect their own health status of others, 
in order to achieve a state of complete phYSical, mental and social wellbeing. Its 
goal is encouraging informed personal and communal chOices, actions and 
activities that promote the quality and quantity of life ... (p.274) . 

In the context of adult education health education seals to equip adults with the necessary 

skills, knowledge and attitudes to precipitate positive change in the quality of their physical, 

mental, emotional and social lives by inducing desirable health behaviors and health 

choices(English,200S:27S). 

7 
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2.2. The Significance of Health Literacy Practices ~ 

Kickbusch (2001) commented in many aspects the significance of health 1 iteracy practices. 

The following analysis were approached in accordance with his paper on health literacy 

practices. Health literacy has enormous contributions towards the health care services. 

Literacy is an important determinant of health it is not sufficient to address the major health 

challenges in developing countries. As the contribution of the health literacy, health promotion 

is vital. Most importantly, conceptual measurement and strategic challenge must be set. Health 

challenge need more attention by the population due to its epidemics and extreme social and 

economic impacts. 

Society need to set a certain preconditions for health, people must also actively participate in 

their health as part of their contr.ibution to the society. Heal!h literacy can also explore further 

research avenue such as empowerment, that is to say health literacy includes physical, mental 

and social well-being. A broader understanding of literacy includes a range of skills to 

navigate and apply knowledge. It is important to clarify the issue of empowerment in the 

health literacy so as to promote health literacy and compliance issues. It has been suggested 

that a lack of concern with empowerment has been one of the reasons why large scale literacy 

efforts around the world have failed. Tn addition hea lth literacy is an essential skill as an 

individual and as a public health issue. Therefore, it is an essential part of a soc ial capital 

(Ibid). 

Similarly, Hohn (1997) cited by Kerka (2000) explained the significance of health literacy 

practices in the following terms: 

.. .Adult educators, health educators, health care providers and literacy learners 
should collaborate in order to increase health and literacy issues, develop 
appropriate materials and programs, and insure that adult learning principles 
underlie health education and communication. Embedding health education in 
adult literacy in an approach where active learning is connected to the realities 
and concerns of people's everyday lives, supported through the naturally 
occurring social webs of literacy classrooms and processes that create and 
sustain power-sharing, provides a rich and meaningful learning forum for 
health ... (p.2). 

Therefore, it can be seen from the aforementioned ex'planations that there are areas of 

collaboration, inter-dependence and common working ground between the health and 

education sectors. 
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2.3. Health Literacy Policy and Implementation Contexts 

. / 

Health policy is an explicit concern for health and equity in all area of policy and by 

accountability for health impact. The main aim of public policy, according WHO citing to the 

recommendations of the Adelaide Conference which took place in 1988, is to create a 

supportive environment to enable people to lead healthy life. Such a policy makes healthy 

choice possible or easier for citizens. It makes social and physical environments health­

enhancing. In the pursuit of public health policy, government sectors, concerned with 

agriculture, trade education industry, and communication need to take into account health as 

an essential factor when formulating policy. These sectors should be accountable for the 

health consequence of their policy decision . They should pay as much attention to health as an 

economic consideration. A basic principle of social justice is to ensure that people have access 

to the health literacy in order to have healthy and satisfying life. 

Inequalities in health are rooted inequities in societies. Disadvantaged people required a health 

policy that will improve access to health- enhancing goods and services, and creating 

supportive environment. In line with this, the constitution of the World Health Organization 

states that the enjoyment of the highest attainable standard of health is one of the fundamental 

rights of every human being. Health is not just the outcome of genetic or biological process. It 

is influenced by the social and economic conditions in which people are born, grow, live work 

and age, and the systems put in place to deal with illness (WHO, 2010). 

The reason why health literacy is so important in health literacy policy also discussed by 

Pavelovick (2000) that health literacy is not only a personal characteristic; it is also a key 

determinant of population health. Gastien Health DeclaratIon in 2005 urged policy-makers, 

researchers and public health professionals to lead the way in making health literacy a central 

pillar of its policies and actions at European, national and local level. 

The present health policy of Ethiopia is not far f)'om the f)'amework stated above, and mostly 

reflects the commitment and general directions towards preventive and promotive components 

of health care and development of equitable and acceptable standard of health services to 

reach all segments of the population (MoH, 2005a:3). 
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Ethiopia adopted a sector wide approach to implement a 20-year sector program and strategy, 

broken into 5-year rolling programs in 199711998.At the present, it has reached the fourth 

HSDP IV (Health Sector Development Programs IV).The goal of delivering an Essential 

Health Services Package (EHSP) is to contribute to poverty reduction and sustainable 

development by promoting efficient, effective and equitable access to essential health services 

of the population, particularly the poor. This will also contribute to enhancing the country's 

advance towards meeting the MDGs targets (MoH: 2005a, 8). 

Likewise, the Federal Democratic Republic of Ethiopia( FDRE) also put forwarded National 

Adult Education Strategy published in 2008 establishes a common working ground under its 

strategic programs such as establishing and capacitating institutions for continuous adult 

education. The document states that adult education is found up on the needs of beneficiaries 

and requires multi-sectoral activities. However, adult education programs carried out in the 

past were inconsistent, uncoordinated and hence could" not bring the required results. 

Prevalence of strengthen and coordinated management and organization will enable these 

limited efforts to be expanded and sustained. 

Therefore as a strategy, it is necessary to provide the sector with a coordinated management of 

relevant ministries for Agricultural and Rural development, Health, Women 's Affairs, and 

Youth and Sports, Labour and Social Affairs and there by organizing adult education in a 

strengthened a coordinated manner based on the decentralized administration system of the 

country (MoE,2008:20). 

Based on the aforementioned cross linkage of the ministries in working -together 

atmosphere towards the commqn goal of meeting, the MqGs goals and ' A renewed vision 

of Literacy for All' as launched by United Nation and coordinate by UNESCO in which 

literacy understood to be as functional and lifelong process associated to all segments of 

society. Hence, the issue of health literacy has policy points across the sectors in Ethiopian 

context. 

2.4. Dimensions of Health Literacy Practices 

According to Glanz Lewis & Rimer ( 1997) cited in English (2005 :275) health education 

adopts a multi-sectoral approach in packaging and delivery, involving professionals in the 
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area of health , education, agriculture, information, industry and so on. Its scope covers the 

continuum from diseases prevention and promotion of optional health, detection of illness and 

treatment to rehabilitation and long term care. 

Similarly, Meteka (2003: 13-15) discussed several dimensions of health literacy which is the 

practical values imbedded in health education programs that health education touches upon 

many fields ranging from medical sciences, behavioral sciences, politics, demography and 

management. It has also another dimension that it is lifelong process which begins from birth. 

Concern with people at all points of health and illness are also the stated dimensions. Health 

education involves both formal and informal teaching using a variety of methods and 

materials. Ed ucation on health could be given anywhere depending on the purposes and 

circumstances are the dimension wOlth mentioning. Another dimension is that health 

education is concerned with a range of educational objectives (cognitive, attitude and skills or 

practice). Thus, educational objectives are planned and they target specific areas. The other 

dimension in relation to health literacy is that health problems are resu lt of complex . / 

interactions with the environment and the cause of many problems are multiple. Health is an 

asset of the individual and community is another dimension in order to support oneself and 

lead normal life one needs to be healthy. Creation of a healthy society is a goal for nation . 

2.5. Basic Principles of Health Literacy Practices 

The principal objective of health education is to help people achieve health by their own 

actions and efforts. Health education is not onetime affair that it is a continuous process based 

on planned and organized activities. It is planned to address different community members 

and not limited to a specific audience. Health education uses different communication 

methods as appropriate and limited to a specific method only. Starting from planning health 

education, implementation, monitoring and evaluation -stages involves active and full 

participation of the concerned audience; and not limited to program heads and administrative 

officials (MoB, 2004: 11). 

The activities of health education are planned and organized based on specific findings and 

correct knowledge. Thus it is unthinkable to provide health education without scientific 

knowledge. The other basic principles with regard to health literacy practices is that it is given 

based on the objective reality of area culture tradition, language and local resources. Also for 
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the succe s of health education program, it is necessary to create conducive atmosphere by all 

possible mean. It should also be prepared and delivered in such a way to informative, 

recreational and attractive. For the program to be successful, according to the basic health 

literacy principles it requires coordinated approaches, full participation of different 

professionals and resources; and.the community at large (M9H 2004: 11). 

The advantages acquired by adult learning in health literacy practices were also elaborated 

differently. MoH (2004:21-23) stated that the advantage acquired adult learning in health 

literacy practice enables adults to develop self-reliance, self- confidence, strong will power 

and initiative to participate in development undertaking of the community mentioned as an 

advantage. Building capability to generate new ideas that it builds talent for creativity self­

preparedness for change and enabling to generate ideas for solving one ' s own problems was 

also mentioned as another advantage. 

Furthermore, the practice enables to scrutinize in depth society's beliefs, value systems, 

traditional practices; and determine their negative or positive impact on health and deciding at 

steps to be taken on them was ~tated as advantageous feature of health literacy practices in 

relation to adults learning. The practice also stated as an advantageous event that it enables to 

investigate one's own health problems and their causes, and once known to take alternatives 

for solution. Enabling to study problems in depth and to reach at solutions and then plan and 

implement these solutions and in the process to develop capability of solving these problems 

was stated as another important advantage of the practice (Ibid). 

2.6. The Prevalent Challenges of Health Literacy Practices 

The Alma-Ata conference 1978 was an important milestone in the struggle for health. The 

conference was organized in response to understand dissatisfaction with existing health 

services. Despite great efforts by countries and WHO in the late 1960s and early 1970s 

improve and extend services, large numbers of people, particularly in the rural areas of 

developing countries, remained with no access to health care. Primary health care seen as the 

route to health for all (Tarimo & Cresse, 1990: 1). 

Primary health care as outlined at Alma Ata calls for three developments; universal 

availability of essential health care to individuals, families and population groups according to 

need; involvement of communities in planning, delivery and evaluation of such care' and an 
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activ role fo r other sector in hea lth activities. Each of these developments has far-reaching 

implication for health re ources. The conference provided a green light for implementing 

them quite different. There can be a difference between what is planned nationally and what is 

done locally (Ibid). 

The prevalent challenges faced in the health literacy discussed by Agha et.al cited in English 

(2005) as follows: 

... The contention in that although it seeks the level of participation of the people 
from passive recipients to active participation to active participants, it still retains 
the responsibility of the decisions on content and context, as well as on the 
production of educational materials in the hands of the experts. Also it often uses 
pre developed and pre packaged frameworks and modules that may be 
incompatible with the socio-economic and cultural realities of adults with in the 
target community, and that may even sometimes offend their socio-cultural 
sensitivity. Critics also say that the strategy sometime uses communication modes 
that may be inaccessible to people in the target community ... (p. 276). 

MoH (2004: 64-67) listed out barriers in health literacy practices during learning process in 

terms of different factors. Previous practices, contrary to the area culture and tradition have 

been mentioned as barriers. If the health education delivered create fear exaggerated condition 
. / 

and create stress on the audience, if it is delivered in a way which is not clear to the audience 

and if it is conducted in a poor and limited way could be cited as barriers. If there is 

unwillingness of the audience to learn and try new things and if they consider the health 

education delivered or advices given may not bring much difference in their health status that 

is also another side of barriers. Not conducting health education at appropriate time and at 

convenient place, not obtaining encouraging support before hand from close friend household 

family member or from colleagues of the audience we're also listed as barriers and not 

creating conducive conditions for conducting health education. 

The same document illustrated health literacy barriers which may encountered from using 

communication method. Accordingly, the barriers listed which may be encountered from 

using communicative method are related to case of addresSing message to a limited segment 

of audience alone and through using inappropriate communication method for example using 

printed material for addressing who cannot read or write. Other scenarios were explained that 

if the message is communicated to the enlightened group for those who can understand 

whereas the remaining majority will not understand for whom the message was prepared and 

delivered in language which they cannot understand(lbid). 
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Moving further the document tates that the message is clearly understood and people know 

v hat are expected for proper appl ication they may not apply in practice if it contradicts with 

habit and xperience. Furthermore, even if the message is c lear and acceptable they may not 

appl and bring about behavior change as the result of economic problem and lack of resource 

stated in the documented. According to the document, for those problems encountered due to 

poor use of communication methods, and can be overcome by using properly planned and 

communicated health education messages (Ibid). / 

2.7. Adult Learning Principles and Perspectives 

Adults as significant members of a society playing vital role in any development endeavors. 

Considering that, Gboku & Lekoko(2007: xii) explained that it became clear during the 1990s 

that adult learning must be an important of all strategies for development. In a series of world 

conferences between 1990 and 1996, various agencies of the United Nations addressed the 

issues of education for all, the environment human rights, population, social development, the 

status of women, human settlements and food security. Each of these conferences recognized 

that progress would be dependent on adult members of society transforming their life 

circumstances and gaining greater control over their lives. 

The same authors stressed on the relevance of developing effective programs for adults' 

learning process. Hence, they further forwarded their explanation that the successful 

implementation of adult learning policies and programs depends in large measure on the 

availability of knowledgeable, skilful, and socially committed educators of adults. Because 

they are key agents in the realization of adult learning the quality of their initial and 

continuing training is crucial (Gboku & Lekoko, 2007: xiii). 

In this section attempt have been made to discuss some of the major adult learning principles, 

facilitations required factors influencing the learning process and such pertinent issues which 

have direct implications in assessing adults' learning programs which in our case the practice 

of health literacy . 

2.S. The Andragogical Model of Adult Learning 

The andragogical model is an ideal framework for the assessment of the health literacy 

practices from adult learning perspectives. Accordingly, Thomson in Smith & Densch 

(2009:479) described that Malkom Knowles in his famous adult education publications 
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identified andragogy as including five basic assumptions about the characteristics of adult 

learner . The e are: 

I. Adults move from a dependent personality to an increasingly self-directed 

human being. 

2. A adult mature, they accumulate a growing body of experience that serves as 

an increasingly important resource and foundation on which to base new 

learning. 

3. As adults, motivation for learning is increasingly focused on life tasks, issues, 

and challenges. 

4. As a person age, focus changes from postponed application of knowledge to 

current application. 

5. Adult learning is problem centered rather than content centered. 

The following model presented in figure: 1 shows andragogy in practice. 
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Figure 1. Andragogy in Practice 
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Knowles, Holton and Swanson (1998:64-68) discussed the andragogical model as it is based 

on several assumptions that are different from those of the pedagogical model: 

• The need to know: Adults need to know why the need to learn something before 

under tanding to learn it. Tough (1979) cited in Knowles, Holton & wanson (1998) found 

that" hen adult under take to learn omething on their own, they will invest considerable 

energ in probing into the benefit they will gain 'from learning it and the negative 

consequences of not learning it. Con equently one of the new aphorisms in adult 

education i that the first task of the facilitator of learning is to help the learners become 

aware of the need to knov ' . At the very least facilitators can make an intellectual case 

for the value of the learning in improving the effectiveness of the learners' performance or 

the quality of their lives. 

• The learners' self concept: Adults have a self concept of being responsible for their own 

decisions, for their own lives. Once they wave arrived at that self-concept they develop a 

deep psychological need to be seen by others and treated by others as being capable of self 

direction. They resent and resist situations in which they feel others are imposing their 

wills on them. 

As adult educators become aware of this problem, they make efforts to create learning 

experiences in which adults are helped to make the transition from dependent to self- directing 

learners. 

• The role of the learners' experiences: Adults come into educational activity with both a 

greater volume and differeRt quality of experience from youths. By virtue of simply 

having lived longer, they have accumulated more experiences than they had as youths. But 

they also had a different kind of experience. This difference in quantity and quality of 

experience. This difference in quantity and quality of experience has several consequences 

for adult education. 

• Readiness to Learn: Adult becomes ready to learn those things they need to know and be 

able to do in order to cope effectively with their real life situation. There are ways to 

induce readiness through expo ure to models of superior performance, career consulting, 

simulation exercises, and other techniques. 
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• Orielltatioll to learning: In co~trast to children's and youths' subject- centered orientation to 

learning (at least in school), adults are life centered (or task centered or problem- centered) 

in their orientation to learning. Adults motivated to learn to the content that they perceive 

that learning will help perform tasks or deal with problems that they confront in their life 

situations. Furthermore, they learn new knowledge, understandings, skills, values, and 

attitudes most effectively when they are presented in the context of application to real life 

ituations. 

• Motivation: While adult are responsive to some external motivators (better jobs, 

promotions, higher salaries, and the like), the most potent motivation are internal pressures 

(the desire for increased job satisfaction, self- esteem, quality of life and the like). 

Tough (1979) in Knowles, Holton & Swanson (1998:68) fO).lnd in his research that all normal 

adults are motivated to keep growing and developing, but this motivation is frequently 

blocked by such barriers as negative self -concept as a student, inaccessibility of 

opportunities or resources, time constraints and programs that violet principles of adult 

learning. 

Wlodkowski (1993:6) similarly assert the findings of research in adults' motivation as a 

essential factor that research consistently shows that vocational and practical education that 

leads to knowledge about how to do something is chosen by more adults than any other form 

of learning. 

2.9. Characteristic Behaviors of Adults as Learners 

Adult learning researchers and theorists agree that adults differ from one another in needs, 

styles, and preferences. However, there is agreement among most adult educators that adults 

require self-directed, self-paced learning that is relevant to their personal or vocational 

interests. This is particularly so for the most mature learners. Adult expect to rely on their 

experiences and abilities as they engage in learning activities and seem to prefer process 

approaches rather than content approaches. Adults like . to have the educator provide the 

structure while they as a learner engage in the study for themselves . Effective use of time 

accuracy and mastery of content are also important to adults (Andrews, Houston & Bryant, 

1981 :5). 
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According to Tesfaye, Hailu & henkut (2004: 10) adults have some unique characteristics that 

distinguish them from children and adolescents, although this does not mean that are common 

among the adult groups. They depend upon themselves for maternal support and life 

management. Although they meet most of their psychological needs through others, they are 

largely self directed. They also learn best when they perceive the outcome of learning process 

as valuable, contributing to their own development, work and success in life (Ibid). 

./ 

The same authors further discussed that adults often have. their preferences regarding what is 

important for them to learn. They also have common characteristics; nevertheless they have ,/ 

differences also in terms of educational level, age, sex, background, occupation, etc. Effective 

use of time than other group is the characteristics of adults as learners. Realizing that they 

have something to offer to their own development programs encourages adults as beneficiary 

communities. In addition, broad and rich experience that- they can relate to new learning 

characterizes adult learners (Ibid). 

Adults' speed of learning may be slower, especially when they begin as compared to children 

but they learn just as compared to children but they learn just as well .They reject or adapt 

new information that contradicts with their believes. Readiness to learn is another .­

characteristics which is more directly linked to their needs to fulfilling their roles as workers 

spouses, parents etc and coping with life changes. Adult have the characteristic that they are 

more concerned about the immediate applicability of what they learn and motivated internally 

when they see their potentials, their ability to contribute, their achievements and etc. They 

have well-formed expectation, which sometime are negative because of unpleasant past 

learning experiences (Ibid). 

With respect to adults' expectations in learning, Mackeracher & Tuijnman (1996, 10-11) 

discussed as to how adults move on their learning that adults usually posses a number of 

clearly defined expectations as to why they first enter into learning centers. Their expectations 

include in such a way that adults want to share their own experiences and knowledge and take 

responsibilities for their own learning and performance. They also expect that facilities know 

well the subject areas, be competent teachers models of good practice. Adults also learn in the 

atmosphere of self-direction active involvement and participation. Thus adult e pected the 

facilitators to recognize adult learners' readiness to learn and value adults experience and 

build on it. 
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2.10. Basic Principles and Techniques in Facilitating Adult Learning 

There have been several scholars who have dealt about the principles of adult learning. But 

most of them share the basic assumptions of Malkom Krlowles who had been the pioneer 

scholar in the field of adults' learning. Here ,we would be selective and illustrate the salient 

feature for our purpose. 

Robinson (1981 :2-3) discussed the major adult learning principles as follows: 

• Learning is an active process and adults prefer to participate actively. Therefore, those 

techniques that make provision for active participation will achieve more learning faster 

than those that do not. 

• Learning is goal directed and adults are trying to achieve a goal or satisfy a need. 

Therefore, the clearer, the more realistic and relevant the statement of desired outcomes, 

the more learning that will take place. 

• Group learning insofar as it .creates a "learning atmosghere" of mutual support, may be 

more effective than individual learning. Therefore, those techniques based on group 

participation are often more effective than which handle individuals as isolated units. 

• Learning that is applied immediately is retained longer and is more subject to immediate 

use than that which is not. Therefore, techniques must be employed that encourage the 

immediate application of any material in a practical way. 

• Learning must be reinforced. Therefore techniques must be used that insure prompt, 

reinforcing feedback. 

• Learning new materials facilitated when it is related to what is already known. Therefore, 

the techniques used should help the adult establish this relationship and integration of 

material. 

• The existence of periodic plateaus in the rate of learning necessitates frequent changes in . ~ 

the nature of the learning task to insure continuous progress. Therefore, techniques should 

be changed frequently in any given session. 

• Learning is facilitated when the learner is aware of his progress. Therefore, techniques 

should be used that provide the opportunities for self- appraisal. 

• Learning is facilitated when there is a logic to the subject matter and the logic makes sense 

in relation to the learner's repertoire of experience. Therefore learning mu t be organized 

for sequence and cumulative effects. 
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Tesfaye Hailu & Shenkut (2004: 24) explained that good learning environment for adults 

can be considered from two aspects: physical environment and psychological environment. 

The physical environment includes the learning centers, its surrounding, and facilities in the 

classrooms itself. The point is, there should be a place for learning with some necessary 

facilities. Thus, several inquires listed. Whether the facilities have proper places to sit on, 

whether there is enough light (not necessary electric light), whether it is warm enough, 

interesting to look at whether it is free from noise from outside forwarded as creating 

conducive learning environment. Whether the place can accommodates with facilities for 

people with different disabilities mentioned as important inquiry to address the problem of 

creating conducive learning environment. 

The same authors explained that we need to consider seriously the psychological environment, 

in the other words, adults learners need to feel comfortable and psychologically accepted and 

free to engage in learning. Adults want to be relaxed in class, not threatened by anybody. They 

want facilitators, and other learners to listen to them. They want to express their opinions 

freely or without any fear. Learners with various disabiUties often may not have enough 

confidence for learning. They may need encouragement and special attention and assistance in 

doing things that they cannot do during the learning process (Ibid). 

Similarly, Fasokun, Katahoire & Oduaran (2005:118-122) also suggested as to how to proceed 

with the process of facilitation for adults learning. Thus, facilitating the process of adult 

learning requires intensive and comprehensive assessments and preparation for effectively 

implement the planned programs: 

The use of a learner' s mother tongue as the medium of education is a highly complex issue. 

But the use of mother tongue enables learners to explore their own natural environment and 

communicate in a familiar way. Thus, they will acquire self -confidence, initiative, 

resourcefulness, creative reasoning and adaptability, all of which are necessary for further 

growth in learning. Empirical findings carried out in modern educational practice support the 

use of mother tongue .The use of mother tongue ensures a wider participation in adult 

education programs while it prepares the way for the linguistic and social goals of an 

empowering literacy process. As far as possible, the mother tongue, or the language of the 

immediate environment of the learners should be the medium of education in adult learning. 

It is useful in literacy and non formal programs at lower leyels (ibid). 
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Specifically in relation to health education English (2005) described the facilitation for 

effecti e comm un ication: 

... Language and communication are important components of health education, 
and the goal of communication in health education is to facilitate changes in 
health related practices and consequently in the health status of people. Effective 
communication and language ensures credibility, relevance and clarity of the 
message- in context. The language used in health education is usually the 
language of the target community, and the modes of communication include the 
mass media (electronic and print) in the form of jingles, press releases, 
advertisements; visual materials like posters, t-shirts, leaflets; workshops, 
symposia, seminars, campaigns, rallies; as well as the traditional means of 
communication-play, song, poems and at times the talking drum (with an African 
context) ... (p.276) 

Fasokun, Katahoire & Oduaran (2005) stated that facilitators need to understand the 

characteristics of the learners, their learning sty les and. their interpersonal communication 

strategies. They also have to know how to recognize and exercise verbal and non-verbal 

communication strategies and learn how to improve oral communication skills among 

different adult learners. Similarly in the context of health education, Comet (2009) states that 

effective communication strategies will both serve patients with low health literacy and also 

benefit more literate patients. 

Adult learners can be motivated more effectively if they are involved in planning their courses 

in cooperation with the facilitator. The facilitator should work in a spirit of community 

mobilization. Adult learners should identify the needs that may promote community interests 

and all of them shou ld be engaged in some form of participation in planning that will increase 

their motivation for learning. The facilitator should understand the adult learner from a holistic 

perspective (ibid). 

Tuijnman (1996:449) summarized the facilitation of adult learning that the readiness and 

capacity to learn is influenced, both positively and negatively, by previous experiences of 

learning; that adults in general want to learn, and that they learn most effectively when they 

have strong intrinsic motivation; that adults generally wish to assume considerable 

responsibility for their own learning-conversely. They may resist learning; that adults tend to 

learn effectively if they consider material relevant to their personal needs and interests; that 

adults seek to learn what can be applied-they are generally problem-oriented learners; that 

adults value information related to their expectations and previous experi nce and that adults 
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want to know the outcomes of their learning efforts- they require positive reinforcement and 

performance feedback. 

In general the relevance of assessment in the learning process of adults will have various 

implications. With this regard Tesfaye, Hailu & Shenkut (2004) explained that an assessment 

is identifying how much learning has taken place. If there are some indications that show that 

our adult learners did not gain much, then we should be able to improve our approach and to 

do something to help them learn better. Assessment is mainly a tool to help learning not only 

to evaluate it. Assessment results can help us improve our program, information gathered 

through regular assessment can be used to evaluate the effectiveness, efficiency and impact of 

our teaching-learning activities. 

The need for assessment of adults ' learning process is essential instrumental measure to find 

out more about the strengths, challenges and opportunities to work on the area adult education 

further; health literacy is one of priorities in our country context. Tn developing countries like 

Ethiopia whereby adults take the wider actual productive force in development endeavors 

should be given credible priorities in relation to their welfare and health. Addressing the health 

promotional activities thus should be oriented in adults' learning needs and capabilities. 

Assessing and the adults' learning perspectives whether they have been properly addressed or 

not is imperative rather than channeling tremendous resources without approaching the actual 

targets. 
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CHAPTER THREE 

3. RESEARCH METHODOLOGY 

3.1. Research Setting 

The research setting for this study was government run health care centers found in Addis 

Ababa City Administration. The research setting was purposefully selected for it represents an 

ideal setting to assess health I iteracy practice in depth~ As health literacy programs are 

primarily government run and mostly operate in government facilities, health care centers 

provide ideal locations to conduct a close and an in-depth study. Moreover, health care 

facilities are known to be accessed by.significant number of the city's adult inhabitants . 

.,. 
Therefore, health care centers representing the health care centers of Addis Ababa which are 

under the City Administration of Ad<!is Ababa Health Bureau were selected. Hence, the 

following health centers were the study settings in which the study was conducted. The health 

care centers were namely: 

• Shiromeda Health Center which is found in Gulele Sub city. 

• Kazanchis Healttr Center which is found in Kirkos Sub city . 

• Lideta Health Center which is found in Lideta Sub city. 

• Kolfe Health Center which is found in Kolfe Keranio Sub city. 

• Nifas Silk Laft~ No.2 Heath Center which is found in Nifas Silk Lafto Sub city. 

3.2. Research Design 

A mixed method research design was employed comprising both quantitative and qualitative 

research design methods. According to Cresswell (2003: 19) data collection in mixed methods 

involves for gathering both numeric information as well as text information so that the final 

database repr~sents both quantitative and qualitative information. A descriptive survey 

method which intends to describe the distribution of characteristics was employed for tliiS _ 

research work where by stakeholders directly involved in health literacy practices participate. 

This study involves quantitative method in describing and analyzing the data from the health 

literacy stakeholder's perspectives and qualitative method to supp.lement findings of the 

quantitative study and triangulate the result. 
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3.3. Sample Selection Procedures 

The study participants were both male and female adults wh'o did attend health care centers of 

Addis Ababa for medical or follow-up reasons during the study's data collecting period, that 

is from 20th January to 10th February 2011. In addition, health care center staffs responsible 

for health literacy practices were also substantial parts of the research. 

A two stage simple random sampling procedure was employed in the selection of sample 

health center. First, 5 sub citie out of the 10 Sub c\ties were selected using a lottery 

technique. Then out of the se lected 5 Sub cities, one health center from each of the selected 

five Sub cities were selected through simple random sampling method of lottery technique 

making the total 5 (20%) out of the overall 25 health care centers found in all of the 10 Sub 

cities, which are under the city administration of Addis Ababa. 

Participants representing medical service recipient adults were randomly selected based on 

entry criteria: given that they at least had attended health literacy sessions once during the 

previous year, and opt to respond voluntarily. Hence, in the quantitative part of the study, data 

was gathered from a total of 150 (75 male and 75 female) adult participants of the program in 

which 30 (15 male and 15 female) participants from each of the selected five health centers 

took part in the study. 

A total of thirty one (12 male and 19 female) health professionals providing health literacy 

lessons in the selected five health care centers also took part in the research as representative 

samples. In addition, in an effort to triangulate the study results, qualitative study was also 

employed. Thus, a total of 15 participant adult learners and)5 health professionals who filled 

the questionnaire took part in a guided interview representing the randomly selected 5 health 

care centers which the study dealt with. In addition, a focus group discussion comprising 4 

adult learners and 2 health literacy providers were also conducted. 

3.4. Data Gathering Instrument 

Questionnaires, interview guides, an observation checklist and focus group discussion guides 

were used as instruments to collect data from health care center service recipients. In addition 

interview and focus group discussion guides were used as instruments to collect data from 

adult service recipients and health care providers. 
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Questionnaires with both open and clo ed ended items was prepared by the researcher based 

on a thorough examination of the related literature. In addition, semi-structured interview 

guides were developed to conduct the interview with health care center service recipients and 
. / 

health care providers. The semi-structured pattern was employed in the case of focus group 

discussion guide as well. An observation checklist was also developed in order to assess the 

health literacy practices of the health care centers. All items passed on serious scrutiny of 

ethics and language for verification purpose. 

3.5. Pilot Test 

Before employing the questionnaire and interview guidelines to gather information from 

respondents, a pilot test was conducted before the actual data collection. Accordingly, the data 

collection instruments were translated into Amharic and the Amharic version of the 

questionnaire and interview questions were administered in one of the randomly selected 

health care center namely the $hiromeda health center. l)e criteria for the selection of a 

setting for the pilot test was conducted on the basis of considerations that across the 25 care 

health centers which run under City Administration of Addis Ababa Health Bureau, the 

provision of health literacy lessons were similar in their basic features. Hence, the pilot test 

was conducted for a day on 6 adult learners (3 males and 3 females) and 2 health literacy 

educators who did not took part in the actual research. 

Based on the feedback obtained from the test try out, the researcher revised the questionnaire 

whereby words and phrases that created hindrances in understanding were modified questions 

with ambiguous alternatives, redundant questions and questions which need to be open rather 

than restrictive closed ended options were taken out according to the results obtained from the 

pilot test. 

3.6. Data Collection Procedures 

Having secured permission from the city administration of Addis Ababa health bureau, the 

questionnaire, interview, focus group discussion and direct observation were conducted in a 

period of three weeks across the sele5 health care centers of Addis Ababa directly by the 

researcher himself. 

The data for the questionnaires was collected from adults who came to the health center for 

medication and follow-up purposes. The researcher have attended the early hours health 
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literacy les ons altogether with incoming adults. Then afterwards, questionnaires were 

distributed to be filled by adults themselves based on the entry criteria set that they had 

attended once health literacy lessons and up to their willingness confirmation. For those who 

couldn ' t fill by themselves the questionnaire, the questions were read to them and their 
,-

responses were recorded. On the other hand the questionnaires distributed to the health 

professionals randomly working in different departments and collected afterwards. The data 

collections taken place until the sample proportions (both in gender and number) needed could 

be fulfilled from each health centers. Each of the health centers were visited three times for 

data collection purposes making a total of three weeks spent in the data collection process. 

Interviews were also simultaneously conducted for the randomly selected adult learners who 

were also willing to provide their opinion in addition to their response to the questionnaires. 

Similarly, the randomly selected health professionals who partake in filling the questionnaire 

provided their descriptive explanations in the interview part. The reason for inclusion of the 

both types of respondents in both cases of questionnaires and interviews was for the purpose 

of triangulation of the results obtained. Furthermore, fhe focus group discussion was 

conducted in one of the health centers to find both health professionals and adult beneficiaries 

of the program in one table. Direct observations through the pre-planned checklist were 

conducted within the period of the working days of three weeks assigned for data collection 

purpose. 

3.7. Data Organization and Analysis 

The data collected from participants of the study were organized in line with the objectives of 

the research. Quantitative data were coded and analyzed. To see proportions and sometimes 

averages of characteristics of variables, descriptive statistics of percentage was computed. The 

qualitative data, on the other hand, were organized and summarized thematically and are 

presented in descriptive manner In the analysis part of the stUdy. 

3.8. Ethical Considerations 

The research work was initially secured by a written permission from the Health Bureau of the 

Addis Ababa city Administration to conduct the study. The consent of study participants' to 

partake in the study was confirmed. Moreover, confidentiality and privacy were maintained 

throughout the study. 
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CHAPTER FOUR ' 

4. PRESENTATION OF DATA AND ANALYSIS 

This chapter describes the study results obtained from the study participants and attempts have 

been made to analyze the resl,llts in terms of the revie'fed literature works. Hence, the 

procedures followed from data collection to organization and interpretation are presented as 

follows. 

The data were collected from adult health literacy program beneficiaries of five selected health 

centers of Addis Ababa who attended the centers during the period of 20thJanuary _10th 

February 2011. Moreover health professionals providing health literacy lessons at the health 

centers participated in the study. Data were gathered ' by way of questionnaires semi­

structured interview guides, focus group discussion guide and an observation checklist. 

A total of 150 adults (75 male and 75 female) who attended the health literacy practices and 

31 health service professionals (12 male and 19 female) took part in the quantitative part of 
. / 

the study. To triangulate the study results, qualitative data was also conducted with 15 adult 

learners and 15 health professionals through interview and a focus group discussion (4 adult 

learners and 2 health professionals). Furthermore)observation check list was employed in the 

collection of data. HenceJ the data presentation, analysis and discussion are dealt in 

consecutive sections of this chapter. 

4.1. Presentation of the Data 

4.1.1. Socio-Demographic Profile of Participants of the Study 

Socio-demographic information obtained from adults who had attended the health literacy 

program of the health care centers and the health professionals who provide health literacy 
. / 

lessons are presented hereunder. Therefore, both the quantitative and qualitative parts of the 

study participants are presented successively. 

Table 1 below presents the socio-demographic information of adult learners of the study 

participants who took part in the quantitative part of the study. 
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Table 1: ocio-demographic characteristics of adult learner participants of the quantitative 

study 

No. Socio-demographic Information Frequency Percentage 
I. Gender Male 75 50% 

Female 75 50% 
Total 150 100% 

2. Age 20-29 85 56.7% 
30-39 / 35 23 .3% 
40-49 14 9.3% 
> 50 15 10% 
Total 150 100% 

3. Educational Level No formal 6 4% 
Gradel-8 43 28.7% 

Grade9-12 66 44% 
College and above 35 23.3% 
Total 150 100% 

4. Mari tal Status Single 65 43% 
Married 77 51.3% 
Separate 5 3.3% 
Widowed 3 2% 
Total 150 100% 

5. Occupation Employed 92 61.3% 
Unemployed 58 38.7% 
Total 150 100% 

6. Disability Yes 8 5.3% 
No 142 94.7% 
Total 150 100% 

7. Average attendance per year one time/year 59 39.3% 
2-4 times/year 70 46.7% 
5-8 times/year 11 7.3% 
9-12times/year 6 4% 
> 12 times 4 2.7% 
Total ISO 100% 

Table 1 above presents the socio-demographic characteristics of the adult learner respondents. 

Gender proportion was maintained equal in the study where both male and female participants 

constituted 50 % each. The participants' age ranged from 20 to 54 years where the majority 

(56.7%) belonged to the age group 20-29 years, 23.3% in age group of 30-39 years 9.3% in 

40-49 years and the rest 10% 50 years and above respectively. 

Most of the participants (44%) attended secondary school (grades 9-] 2), while 28% attended 

primary education (grades 1-8), 23% college or above higher education, and 4% of the study 

participants reported not to have attended any formal education. 

29 



---------------------~-- -~---

• 

• 

• 

As to marital status, mo t of the participants (51.3%) were married. Those who reported to be 

single accounted 43% of the respondents. The rest were separated or widowed, 3.3% and 2% 

respectively. With regards to employment the majority (61 .. 3%) responded that they have a job 

or employed and 38.3% had not a job or with no regular income. The majority (94.7%) of 

them were not disabled whi le the minority (5.3%) of them stated that they had disability. 

The study participants responded about their average attendance to health centers where the 

majority 46.7% responded that . they visit health centers from 2 up to 4 times during the 

previous year. The other 39.3% responded that they did visit health centers once within last 

year. Attendance to the health center from 5 to 8 and 9 to 12 times per year was responded by 

7.3% and 4% of the respondents respectively. The minority (2.7%) of the respondents 

responded that they did visit health centers more than 12 times in the year. In the qualitative 

part of the study the socio-demographic information of adult participants of the study is 

presented as consequently. Table 2 below presents the socio-demograph ic information of adult 

participants fo r the qualitative tudy. 

Table 2: Socio- demographic information of adult learner participants for the qualitative study 

No. Socio-demographic information of participant Frequency Percentage 
1. Gender Male 8 53.3% 

Female 7 46.7% 
Total ,- 15 100% 

2. Age 20-29 12 80% 
30-39 1 6.7% 
2:40 2 13.3% 
Total 15 100% 

3. Marital status Single 11 73.3% 
Married 4 26.7% 
Total 15 100% 

4. Educational Leve l No formal education 1 6.7% 
Primary Education( 1-8 grade). ) 6.7% 
Secondary Education(9- 12) 8 53.3% 
Tertiary 5 33.3% 
Total 15 100% 

As can be referred from table 2, the participants of this qualitative study who also took part in 

the quantitative study were 15 in number. The majority respondents (80%) were with in the 

age range of 20-29 while the remaining participants between the age range of30-39 and above 

40 were 6.7% and 13.3% respectively. With respect to marital status majority (73.3%) of 

respondents were single and the rest (26.7%) were married. Most of them (53.3%) claimed 

that they completed secondary education (Grade 9-12).Tertiary level education was claimed 
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by 33.3% of the respondents. The minority were with primary level education and with no 

formal education 6.7% each. 

orre ponding to the adults participant responses, respo~ses of the health professionals who 

took part in the quantitative and qualitative parts of the study are presented below 

consequently. Table 3 below presents the socio-demographic characteristics of the study 

participant adult educators: their gender age, marital status, educational level, total years of 

experience in the profession their particular years of experience in the health literacy practices 

and whether they took a course or training in adult teaching are presented hereunder. 

As can be referred from table 3 below, majority (61.3%) of the respondents were female and 

38.7% were male. The age range of participants extending from 21 to 29 years, most of the 

respondents (58%) belonged in the age range 21-30 years. The other 25.8% of respondents in 

the of the age group of 31-40 years. The remaining 12.9% and 3.2% were between the age 

range of 41-50 years and above/equal to 51 years respectively. Of the respondents, 51.6% 

were single while 48.4% were married. With regard to their educational qualification, most 

respondents (54.8%) had diploma and 34.4% had degree. The rest have completed a certificate 

program or secondary education 3.2% each . 
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Table 3: General information about health educator participants of the quantitative study 

No. G llInformatiol1 ahout the health Frf'ollf'"C'V 
..... 

1. Gender Male 12 1R7% 
Female 19 61.3% 
Total 3 1 100% 

2. Age 2 1-10 years 1 R 5R.l % 
1 1-40 years ' R 25.R% 
41-S0 yea rs 4 12.9% 
> 51 vear" 1 1 ) % 
Total 31 100% 

3. Marital status SinQ"le 16 51.6% 
Married IS 4R.4% 
Total 11 100% 

4. Educational Secondarv educ. 1 3.2% 
qualification Certificate 1 3.2% 

Oinloma 17 54.R% 
OeQ"ree 11 15.5% 
Total 11 100% 

5. Total experience Less than a vear 7 22.6% 
1-5 vears 7 22.6% 
6-10 vears 7 22.6% 
11-15 years 2 6.4% 
16-20 years 2 h.4% 
Above )0 years 6 19.3% 
Total 31 100% 

6. Experience in HLP 1,ess than a year & 25 .&% 
I-S years . R 25 .&% 
6-10 vears 9 29% 
11-15 vears 2 6.4% 
I h-20 years 2 h.4% 
Above_20 years 2 6.4% 
Total 31 100% 

7. Training in adult Yes 0 0 
teaching N~ 31 100% 

Total 31 100% 

With regard to professional experience of the study participants, respondents with total 

experience of less than one year, were 22.6%. Similarly, those who claimed to have the 

experience of 1-5 years and 6-10 years constituted 22.6% each. The other respondents who 

claimed to have 11-15 years and 16-20 years of experience were 6.4% each. The rest others 

who claimed to have a total service of above 20 years constituted 19.3% of the respondents. 

With particular reference to experience in health literacy practice about a third (29%) of the 

respondents had 6-10 years of experience wh ile 25 .8% of them had less than a year experience 

and a similar proportion had 1-5 years of health literacy re lated experience. The rest had 11 -

15 years, 16-20 years and, above 20 years of experience constituting 6.4% of the respondents 

each. All of the participants however stated that they have not taken any sort of training in 

teaching adu lts. 
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Similar to the quantitative part of the study, the general information of health literacy 

educators who took part in the qualitative study is also presented hereunder. Thus, table 4 

below shows the general information of health educator participants for the qualitative study. 

Table 4: General information of health educator participants for the qualitative study 

2. Occupation title 

3. Educational Level 

4. Total experience in 
provision of health 
literacy 

As can be referred from table 4 the participants of this qualitative study were 7 male (46.7%) 

and 8 female (53.3%) comprising a total of 15 participants. Of the respondents 53.3% were 

Degree graduates and 46.7% were diploma graduates. As' to their occupation title, they were 

all general nurses from junior to senior ranks. The respondents claimed to have a range of 

experiences in the provision of health literacy lessons. Those who claimed to have less than a 

year experience were 20% and on the other extreme, those who claimed to serve more than 20 

years were 33.3%.The others claimed to have 16-20 years experience were 20%.The rest of 
/ 

those who claimed to have the experience of 6-10 and 11-15 were 13.3% and 6.7% 

respectively. 

4.1.2. Results Obtained From the Study Participants Adult Learners about Health 

Literacy Practice in the Health Centers 

The responses given by the study paliicipant adult learners and the health professionals who 

provide the health literacy lessons about the overall current practices implemented in the 

health centers are presented hereunder. 

Table 5 below presents reasons for visiting health centers and the types of health literacy 

lessons attended by rank of adult learners respondents in the quantitative study. 
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Table 5: Rea on for visiting health center and the types of health literacy lessons attended by 

rank of adult learners respondent in the quantitative study 

Reasons for visiting the ~ Type of health literacy ~ 
health center = lesson attended to = ~ ~ 

= ~ = ~ 0- 0-
~ = ~ = 10.. ~ 10.. ~ ~ ~ 

Tonsillitis and common cold 41 I HIV/AIDS 61 1 
Internal }Jroblem (gastric, 32 2 Communicable diseases 50 2 
Pregnancy follow up 21 3 Family planning 41 3 
Head ache 19 4 Mother and child health 38 4 
Family planning 16 5 TB(tuberculosis) 37 5 
HIV follow up 15 6 Reproductive health 35 6 
Tuberculosis(TB) follow up 12 7 Immunization 30 7 
Visual problem II 8 Environmental 28 8 
Child health 8 9 Food hygiene 20 9 
Blood pressure 7 10 Epidemics 17 10 
Skin problem 5 11 
Asthmatic case 3 12 
Ear ache 2 13 

As can be referred from the table 5 above, most of the respondents ' reasons to visit the health 

centers were tonsillitis and common cold cases. Internal problems such as gastric diarrhea and 

pancreatic problems were also cited as reasons to visit the health centers. Follow up programs 

of pregnancy family planning, HIV/AIDS and Tuberculosis (TB) were also mentioned as 

reasons. Head ache, visual problems, children ' s health were the other reasons mentioned by 

the respondents. In addition, a range of reasons from blood pressure up to problems of skin, 

asthmatic cases and ear aches were the various reasons for attending the health centers. 

According to the respondents, the most frequently attended health literacy lesson dealt with 

mY/AIDS. The other literacy topics were lessons with regards to communicable diseases, 

family planning, mother and child health, TB, reproductive health, immunization, 

environmental sanitation, food hygiene, epidemics and as such types of health issues. 

Table 6 below contains information particularly a sociated with participant ' experience of 

health centers ' health literacy practice. 
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Table 6: Experience of the health literacy practices of health centers by adult learners who 

participated in quantitative part of !he study 

No. Information related to health literacy Frequency Percentaee 
1. Time of HLP In the morning 133 88.7% 

provided? In the afternoon 5 3.3% 
Mornings and 12 8% 
Total 150 100% 

2. Duration of HLP Less than 10m inutes 41 27.3% 
10-15 minutes 53 35.3% 
15-30 minutes 43 28.7% 
>30 minutes 13 8.7% 
Total 150 100 

3. Venue for HLP Patients ' waiting area 118 78.7% 
It has its own venue 13 8.7% 
It has no venue 6 4% 
In any open space 9 6% 
Combination of places 3 2% 
Total 150 100% 

4. Medium for HLP Amharic 150 100% 
Total 150 100% 

As to the majority of respondents (88.7%) in table 6 above, health literacy lessons of health 

centers are mainly provided early in the morning. The other 8% of the respondents stated 

health literacy lessons both in mornings and afternoons and the minority 3.3% stated the 

literacy provided in the afternoons. 

With regard to duration of health I iteracy lessons, the majority (35%) stated that it would take 

10-15 minutes, 8.67% stated it would take more than 30 minutes, 28.67% said 15-30 minutes 

and 27.33% stated it would take less than 10 minutes. As to the venue often used for health 

literacy lessons, patients' waiting area was reported by the majority (78.67%) of the 

respondents. Those who said it" has its own venue were only 8.67%. Others said it has no 

venue (4%) or it is conducted in an open space (6%). With respect to medium of 

communication, all the respondents reported that Amharic was used as medium for the health 

literacy sessions in the health centers . 

Similarly, the general information of health literacy practices implemented in the health 

centers as provided by the qualitative study participant adults are presented as well. Thus 

regarding the average frequency of attendance through the year, most (N=9) were able to visit 

to the health center two to four times. The other (N=4) respondents who did visit once the 

remaining (N=2) claimed to visit the health center more than four times. As to what type of 

health literacy lesson they attended, the majority (N= 11) claimed to attend about chronic and 
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communicable diseases HIV/AIDS and tuberculosis (TB).Those claimed to have attended 

family planning(N=2) and follow-ups of pregnancy(N=l) followed by a respondent who 

claimed to follow child health lesson. All respondents stated that the health literacy lessons 

were provided in the mornings at the patients waiting area near the health report card 

documentation room. As to how long the programs took, seven(N=7) claimed that it would 

take 15-20 minutes while six(N=6)stated the time to be 10-15 minutes. The rest (N=2) stated it 

would take less than 10 minutes. All of the respondents confirmed that the lessons were 

presented through oral lecture. Most (N= 10) of the respondents stated that the lessons were 

supported ith visual teaching aids such as posters. The rest claimed to have come across with 

audiovisual teaching aid such as television. 

Correspondingly, the experiences of the overall implementation of the program as stated by 

the health professionals who participated in both quantitative and qualitative parts of the study 

are presented successively hereunder. Table 7 below presents adult educators' response about 

the health literacy practices of health centers. 
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Table 7 : Re pon e of adult educator in quantitative study about the health literacy practice of 
health center 

No. Health literacy practices of health centers Frequency Percentage 
1. Average adult learner . < 25 

~ 
I 3.2% 

attendance per lesson 25-50 15 48.4% 
51-100 6 19.3% 
> \00 9 29% 
Total 31 100% 

2. When is the HLP In mornings 28 90.3% 
provided? In mornings and afternoons I 3.2% 

Whenever they come 2 6.4% 
Total 3 1 100% 

4. Gender most frequentl y Females 29 93.5% 
attending HLP Males 2 6.4% 

Total 3 1 100% 
5. Venue for HLP In Patient waiting area 24 77.4% 

No regular place 1 3.2% 
On its own venue 2 6.4% 
On health treatment 4 12.9% 
Total 

~ 
31 100% 

6. Taking turn to provide Monthly 13 41.9% 
HLP Every two weeks 9 29% 

Weekly 4 12.90% 
On the regular duty 1 3.2% 
No response 4 12.9% 
Total 31 100% 

7. How are HLP topics By the health center 16 51.6% 
selected? By the Sub city Health 5 16.1% 

Personal selection by the 6 19.3% 
No response 4 12.9% 
Total 31 100% 

8. Health topics posted on Yes 27 87.1% 
notice board? No 

.., 
9.7% ,) 

1 don ' t know I 3.2% 
Total 31 100% 

~ 

According to the responses provided by the participant adult educators, most of them (48.4%) 

stated on average 25-50 adults attend per lesson. Of the respondents 19.3% responded 51-100 

adults attend per lesson. The other 29% stated that above 100 adults attend per lesson. The 

remaining 3.2% of respondents stated less than 25 adults per lesson. 

As to timing of the lessons, the majority (90%) of respondents stated that health literacy 

programs of the health centers are provided in mornings. The other 6.4% of respondents said 

that adults would be provided the service whenever they 'come for treatment. The remaining 

3.2% stated in the mornings and afternoon. 
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Concerning the venue of health literacy, the majority (77.4%) aid that the lessons are 

provided in the patients' waiting area. Those who said that there is a department based health 

literacy provision were 12.9%. Others responded it has its own venue were 6.4%. The rest 

3.2% stated that there is no regular venue for the provision. 

With regard to taking turn to provide health literacy lessons: most of them (41.6%) stated they 

would take turn on monthly bases. Those who responded as taking turns every two weeks and 

on weekly bases were 29% and 12.9% respectively. 

Concerning the selection of health literacy topics, most of the respondents (51.6%) responded 

that it would be decided by the health center itself while others (16.1 %) claim that the sub city 

takes the responsibility. election of topics based on personal choice and preference was also 

responded by 19.3% ofthe respondents. 

As to posting health literacy topics the majority (87.1 %) of respondents assured that the 

selected topics would be posted on notice board. Some 3.2% however claim to have no 

awareness with this regard. Others (9.7%), on the other hand, said that topics were not posted. 

Similarly, the general information of health literacy practices implemented in the health 

centers as provided by the qualitative study participant health educators are discussed in 

highlighted manner. According to the responses of health educators, the majority of 

respondents pointed mother and child health as the major health literacy provided in the health 

center. Food hygiene, family planning, HIV/AIDS, communicable diseases and TB were also 

referred as major types ofthe health literacy programs provided. 

With respect to frequently provided hea lth literacy, most .of the respondents referred mother 

and child health as frequently provided. The second frequently provided health literacy 

provided stated by the respondents was family planning. Immunization epidemics, nutrition 

and reproductive health were also mentioned as frequently provided health literacy practices. 

All respondents agreed that the health literacy lessons are provided in the mornings. The 

venue for health literacy according to the majority (N=l t) of the respondents was in the 

patients' waiting area. While the remaining respondents stated that it was given in the 

patients' waiting area and in departments whenever clients or patients come for examination 

and checkups. The average time of 10-15 minutes for health literacy sessions was referred by 

the majority (N= 11) of respondents. Other respondents (N=4) claimed that it takes 15-30 

minutes. All respondents agreed on oral lecture as the teaching methodology u ed in the 

health centers for health literacy se sions. Visuals as teach!ng aid materials were implemented 
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according to the re ponse of the majority eN= 11) of respondents. Others (N=4) claimed 

audiovi uals were also common ly used during the health literacy lessons. 

Results from focus group discussants also show the current implementation of the program 

with respect to the awareness of the public about the presence of the program. 

A woman participant of the discussion who put forwarded her experience demonstrates the . / 

situation: 

... As far back as I remember that we were well aware of the presence of the provision of 
health literacy lessons in the health center. I am a woman and came here to different 
treatment in family planning, pregnancy follow-ups and for my children's medication 
cases. In most of the times I encountered health literacy lessons given by health educators 
whenever I come here in early mornings. There used to be in the form of drama 
presentations in which most of patients were enjoying while waiting their queue for 
treatment. But nowadays I haven't came across with such kinds of presentation except 
brief lectures. It has been weakened nowadays .. . 

In the case of focus group discussion health literacy educators also tried to explain the 

presence of the program with respect to the general public awareness. A case in point for this 

explanation demonstrated through discussant health profess ionals. 

A discussant medical professional affirmed the public awareness about the presence of health 

literacy lessons in the health center and the trend of implementation: 

... The program has been well aware by the majority of the public living in the vicinity. In 
the past the trend was that health professionals would be given their topics and 
assignment date and posted in the notice board. But due to transportation problem the 
professional living far away from the center couldn 't reach at the time and the schedules 
were not properly executed. So as an option we made discussions and agreed upon with 
the decision that a medical professional who attend an emergency night shift should teach 
before going back home in the morning. So, we have been giving all week days according 
the monthly program except weekend days of Saturday and Sundays ... 

The other medical professional discussant elaborated the new trend of departmentalized 

lessons as follows, ' We are providing the lessons and consultations for both patients who 

came for occasional treatment in group and departmentalized lessons for regular clients 

visiting for family planning, pregnancy follow-up, Immunization follow- up for the babies, 

ART treatment, TB follow-ups". 

From the discussion participant health educators and adults who attended the health literacy 

have been reflected their opinions about the presence of the health literacy program in the 

health center. According to the results of the focus group discussion conducted in one health 

center most of the discussant adults and medical professionals agreed with public awareness 

of the provision of the service. 
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4.1.3. The Study Participants' Perception about the Contents of Health Literacy 

Lessons Provided at the Health Centers 

Table 8 below pre ents the perception of adults who took part in the quantitative part of the 

tudy about the contents of the health literacy lessons. 

Table 8: Perception about contents of health literacy lessons by adult learner 

respondents of the quantitative study. 

No. Perception about the health literacy contents Frequency Percentage 
I. Are the contents related to your life? Yes 132 88% 

No 15 10% 
I don ' t know 3 2% 
Total 150 100% 

2. How often are the contents clear and Always 36 24% 
easily understandable? Usually 61 40.7% 

Sometimes 49 32.7% 
Never 4 2.7% 

Total 150 100% 
,.., 

Are the topics prevalent in your living Yes 119 79.3% .). 

place/region? No 22 14.7% 
I don't know 9 6% 
Total ISO 100% 

4. How urgent are the topics of HLP? Very urgent 102 68% 
Urgent 44 29.3% 

Not urgent 4 2.7% 

Total 150 100% 

5. Do you have prior Knowledge about the Yes 126 84% 
topics? No 24 16% 

Total 150 100% 

6. Topics sensitivity to diversity in Satisfactory 51 34% 
educational level Unsatisfactory 74 49.3% 

I don ' know 25 16.7% 

Total 150 100% 

7. Topics sensitivity to cultural sensitivity Satisfactory . 85 56.7% 

Unsatisfactory 45 30% 
I don ' t Know 20 13.3% 

Total 150 100% 

8. Topics sensitivity to address diverse Satisfactory 43 28.7% 
disabilities Unsatisfactory 72 48% 

I don' know 35 23.3% 

Total .- 150 100% 

The table above presents the perception of adults about the contents of lessons raised during 

health literacy sessions. According to their responses the majority (88%) of the respondents 

depicted that the health topics are related to their life while 10% of them said that it is not 
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related to their life. With regard to clari ty of the lessons, most of them (40%) stated that it is 

usually clear and understandable and few (2.7%) stated it had never been clear and 

understandable. 

As to the presence (in adul ts li vi ng place/region) of health issues discussed in health literacy 

lesson the majority (79.3%) revea led their agreement while others who disagreed and 

couldn ' t tell were 14.7% and 6% respectively. 

As to urgency of health literacy. topics, the majority of the /respondents (68%) stated that the 

health literacy topics provided in health centers were of very urgent nature whereas 2.7% 

responded that they were not important. In another dimension, the majority (84%) of the 

respondents stated that they had prior knowledge about the health topics thought at health 

centers while 16% reported none. 

Sensitivity to diversity of health literacy information recipients ' was also among the content 

related issues rated by the adult learn ers. Thus, sensit ivity to di versity in educational level was 

primarily rated as unsatisfactory by (49%) of adults. Some (34%) of the respondents however 

expressed their satisfaction and the rest (L6%) were not certain. With respect to cultural 

sensitivity, the majority(56.7%) expressed their satisfaction while some(30.7%) of them 

reported dissatisfaction and the rest(13.3%) were not sure of their satisfaction level. Similarly 

the majority (48%) of responde~ts revealed their dissatisfaction with the programs' sensitivity 

to address diverse needs of adult learners with disabilities. The other who expressed their 

satisfaction and indecision were 28.7% and 23.3% respectively. 

Simi larly, the perception of the qualitative study participant adults about the relevance and 

sensitivity to diversities of the contents of the health literacy programs for adult learners are 

presented as follows. Thus all respondents did agree with the re levance of the contents of 

health literacy programs for adult daily life in practice. Whereas the majority (N= II) had a 

doubt whether the lessons were sensitive enough to the diverse types of learners need and 

abilities and disabilities. While the rest of minority (N=4) agreed with the sensitivity of the 

lessons. 

A respondent' s response for the .lack of sensitivity is exempJary for this: 

.. . There are people coming with different abilities and interest. The people 
coming here are ranging from illiterate to elites. From sensitivity point of 
view, there are people coming who can 't read and write, people without 
sight or hearing problem. For those kinds of people, even thought the 
lesson is provided orally, ] have a doubt whether they would understand 
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the lesson effectively. Another thing is the language used here is Amharic 
only. For those people in which Amharic is their second language it is not 
a uch easy to follow Ie. son .... 

4.1.4. Results obtained from the Study Participants about the Teaching 

Methodologies Employed in the Health Literacy Practices 

The results obtained from both study participants about the methodologies employed in the 

health centers are pre ented in descriptive manner this section. Table 9 below presents the 

quantitative part study participant adult respondents' perception of teaching methodologies 

used in health centers. 
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Table 9: Adult learner re pondents' perception about teaching methodologies used in health 

centers 

No. Respondents' perception of teaching methodologies used in health Frequency Percentage 

I. Active conversation involvement with Yes 76 50.7% 
health professionals No 63 42o/t 

I don ' t know II 7.3% 
Total 150 100% 

2. The use of medical jargons by health Yes 52 34.7% 
professionals No 82 54.7% 

1 don't know 16 10.7% 
Total 150 100% ., 

How often Medical jargons used by Always 3 5.7% .). 

health professionals? Usually 4 7.7% 
Sometimes 27 51.9% 
Never ~ 18 34.6% 
Total 52 100% 

4. Chances for adults to share ideas in Yes 70 46.7% 
groups about the raised topic No 63 42o/t 

I don't know 17 11.3% 
Total 150 100% 

5. Personal testimony by adults Yes 64 42.7% 
No 51 34% 
I don't know 35 23.3% 
Total 150 100% 

6. Predominant medium used in the Oral lectures 125 68.7% 
lesson Audios 26 14.3% 

Visuals 16 8.8% 
Audio visuals 15 8.2% 
Total 182 100 

7. Verbal and nonverbal encouragements Alwavs 34 22.7o/t 
from the health professionals Usuallv 52 34.7% 

Sometimes 45 30% 
Never 19 12.7% 
Total 150 100% 

8. How frequently get feedback from adult Always 48 32% 
educator Usually 49 32.7% 

Sometimes 42 28% 
Never 11 7.3% 
Total 150 100% 

9. Willingness of health educator to listen Yes 116 77.3% 
adults problem No 21 14% 

J don't know 13 8.7% 
Total 150 100% 

10. Are the HLP lessons presented in Yes 95 63.3% 
sequence or order? No 38 25.3% 

r don't know 17 11.3% 
Total 150 100% 

II. Health educators willingness to manage Yes 86 57.3% 
the needs with different learning abilities N~ 35 233% 

I don't know 29 19.3% 
Total 150 100% 

12. Can adults with lower literacy ski ll s Yes 107 71.3% 
follow the HLP? No 29 19.3% 

I don't know 14 9.3% 
Total 150 100% 

~ 
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Table 9 above presents adult learners' perception about the methodologies employed by health 

educators in the delivery of the health literacy lessons. The opportunity of holding an active 

conversation with health literacy professionals is stated by the most (50.7%) of the 

respondents while 42% of the respondents stated that active conversational involvement with 

health literacy educators were not there. The rest 7.3% were undecided. 

U e of medical jargons by health profe ionals during health literacy sessions was reported by 

34.7% of respondents while the majority (54.7%) stated that there were no use of medical 

jargons and the rest 10.7% remained undecided. With regard to how frequent medical jargons 

used by health professionals during health literacy lessons, most of them (51.9%) responded 

that sometimes health literacy educators use medical jargo~s. The chances for adults to share 

ideas in group about the raised health topics was reported by 46% of respondents while 42% 

of the respondents stated its absence and the remaining 11.3% were undecided. The presence 

of a chance for adults presenting personal testimonies during the health literacy sessions was 

also assured by 42.7% of respondents while 34% of the respondents responded its absence and 

the rest 23.3% of them stated that they don't know. 

Oral lectures were ranked the most predominantly used medium in the health centers followed 

by the use of audios, visuals and audiovisuals ranked consecutively in descending order. With 

respect to verbal and non verbal encouragement from health literacy educators most 

respondents who stated that always encouragement was given were22.7% of the respondents, 

while those who claimed the usual encouragement were 34.7% while some( 30%) of the . / 

respondents described they sometimes got encouragement. The minority respondents however 

said that they were never given encouragement from health literacy educators' side. 

The majority of the respondents (77.3%) expressed the willingness of health educators to 

listen adults' problem. Willingness to manage the needs of adults with different needs was 

also assured by most respondents (57%). It was also indicated from the responses that the 

majority of respondents agreed that the health literacy lessons were given in sequential order. 

In addition, the notion of adults with lower literacy skills could fo llow health literacy lessons 

was assured by the majority 71.3% of respondents. Conversely, to the aforementioned 

responses 14% of respondents expressed their disagreement with the willingness of health 

educators to listen adults' problems. 
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Conversely, with regard to the lJ1anagement of adults ' neesi, nearly a quarter (23.3%) of the 

respondents stated that adult educators were not willing to manage adults ' with different 

abilities and needs. Concerning the health literacy presentation, a fourth (25.3%) of 

respondents stated that the lessons were not presented in sequence and order. Adult with lower 

literacy skills could not also follow the lesson was responded by 19.3% of the respondents. On 

the other hand, the adult educators ' responses about teaching methodologies utilized in the 

health literacy sessions in the health centers are also presented hereunder. Concerning the 

methodologies used for the health literacy programs, most of the respondents responded that 

they use audio mediums/channels in the health literacy programs. The other 35% of them cited 

they used audiovisuals as mediums. The rest of respondents stated that they use visual 

mediums (12.9%) and oral presentation (12.9%) as medium for health literacy programs. With 

regard to the common language used in the lesson, all respondents stated Amharic language is . / 

used in the provision of the lessons. Similarly, 67.7% of the respondents stated that they don't 

use other language other than Amharic while 29% affirmed that they use other language also 

during health literacy sessions. 

For inquiry whether health literacy educators have clear manuals at hand as to how to teach 

adults the majority (74.2%) responded that they hadn ' t while the minority stated that they had. 

Tn relation to methodology the majority (74.2%) responded that they usually repeat main 

points for reassurance in the health literacy sessions. The other 16.1 % stated that they had 

always done that while the remaining (9.7%) responded that they did that sometimes during 

the lesson. As to how frequently did they respond for the questions raised by adults, 48.4% of 

them responded that they always had done so. The other 45.2% of them stated that they 
/ 

usually do while the rest 6.4% of them cited that they sometimes respond for questions raised 

by the adults. Majority (87.1 %) of the respondents stated that they check adult's acquisition of 

the lesson by asking questions. The other respondents (6.4%) stated that they had prior 

experience. Asking to demonstrate was also cited as checking mechanism while having no 

mechanism to check was mentioned by a respondent. 

All of the respondents believe that medical knowledge by itself does not guaranty the 

provision of effective health literacy lessons for adults. Thus, all respondents of the qualitative 

part of the study participants acknowledge the need to take for additional training on the 

methodologies of adult teaching. 
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4.t.5. The Study Participants Perception about the Physical Environment of the Health Centers 

The study participant adults in the quantitative part of the s(udy responded about the physical 

environment as to how it looks like for the implementation of the health literacy services. 

Thus, table 1 0 below presents respondents' perception about the physical environment of 

health centers for health literacy. 

Table to: Adult learner respondent' perception about the physical environment of health 

center rOl- health literacy 

No. Perception about physical environment of the Frequency Percent 
1. Adult's perception about the Satisfactory 58 38.7% 

venue of the HLP Unsatisfactory 87 58% 
I don' know 5 3.3% 
Total 150 100% 

2. Is the venue for HLP looks Yes 92 61.3% 
interesting? No / 58 38.7% 

Total 150 100% 
3. Is there enough furniture for Yes 63 42% 

HLP attendant adults? No 87 58% 
I don't know 0 0 
Total 150 100% 

4. Is the venue suitable for elderly Yes 73 48.7% 
people No 77 51.3% 

Total 150 100% 
5. Is the venue suitable for people Yes 59 39.3% 

with disability No 91 60.7% 
Don't know 0 0 
Total 150 100% 

6. Is the venue suitable for Yes 72 48% 
pregnant women No 77 51.3% 

Don't know 0 0 
Total / 150 100% 

7. Is the venue suitable for women Yes 68 45.3% 
carrying a child No 82 54.7% 

Don't know 0 0 
Total 150 100% 

Table 10 above shows that most participants (58%) were not satisfied with the venue for the 

health literacy programs. Some of them(38.7%) were however satisfied in the venue and the 

remaining(3.3%) of respondents were undecided. When it comes to particulars, the suitability 

of the venue was expressed so. Thus, greater proportions (60.7%) of respondents were 

unsatisfied with the suitability of the venue for people with disability for women carrying a 

child (54.7%), for pregnant women and elderly people 51.3% each. On the other hand there 
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were some respondents who agreed with suitability of the venue for health literacy. With 

regard to furniture, most of the respondents (58%) expressed their dissatisfaction about the 

furniture in the health centers that are used for health literacy programs, while the rest 42% 

expressed their satisfaction. 

4.1.6. The Study Participants' Perception about the PsychologicaJ Environment of the 

HeaJth Centers 

The study participants' perception about the psychological environment of the health centers 

are presented here under. Therefore, how the psychological environment looks like as 

perceived by adult learners and the responses of health literacy educators' perception about 

adults attending the health literacy sessions in the health centers are dealt successively in this 

section. 

Table 11: Perception about the psychological environment of health centers for health literacy 

by adult learners of the quantitative study 

No. Perception about psychological Frequenc Percentage 
1. Perception of getting reliable Yes 127 84.7% 

information No 23 15.3% 
I don' know 0 0 
Total 150 100% 

2. Expressing opinion without Yes 98 65.3% 
fear and/or embarrassment No 52 34.6% 

Total 150 100% 
3. Adult educators treatment Always 62 41.3% 

with respect Usually 47 31.3% 
Sometimes 34 22.7% 
Never 7 4.7% 
Total 150 100 

4. How frequently get feedback Always 48 32% 
from adult educator Usually 49 32.7% 

Sometimes 42 28% 
Never 

/ 

11 7.3% 
Total 150 100% 

As to table 11 above, the respondents ' perception whether they get reliable information from 

health educators or not, the majority (84.7%) assured that they did get reliable information 

from the health literacy program and the rest 15.3% expressed their disagreement. Of the 

respondents, 65.3% of them stated that they were able to express their opinion without fear 

and embarrassment while the remaining 34.7% of them · stated that they were not able to 

express their opinion without fear and embarrassment. With regard to treatment of adu lt 
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educator, most of them agreed that they were treated with re pect and frequently given 

feedback for their inquires from health literacy educators. 

4.1.7. Perception of Health Literacy educators about Adults Attending the Health Literacy 

Sessions in the Health Centers 

The health literacy educators' perception about adults attending the health literacy sessions in 

the health centers shows other dimensions which worth due considerations for depicting the 

actual implementation of the programs. Thus, table 12 below presents responses of health 

literacy educators' perception about adults attending the health literacy sessions in the health 

centers. 

Table 12: Responses of health literacy educator' perception. about adults attending the health 

literacy e sion in the health center 

No. Health literacy educators perceptions Frequency Percentaf!e 
1. Do you think the health literacy provided Yes 31 100% 

in the health center meaningful to adults No 0 0 
life? I don 't ,- 0 0 

Total 31 100% 
2. Do you think adults visiting the health Yes 23 74.2% 

center know the presence of health No 4 12.9% 
literacy lessons I don't know 4 12.9% 

Total 31 100% 
3. Who are the most frequent beneficiaries Male 2 6.4% 

of the health literacy lessons? Females 29 93.5% 
Total 31 100% 

4. Do you think adults have the motivation Yes 16 51.6% 
to follow the health literacy lesson? No 6 19.3% 

I don ' t know 8 25.81% 
Total 31 100% 

5 Do adult show reluctance to follow the Yes 14 45.2% 
health literacy lessons? No 10 32.3% 

I can say_ 7 22.6% 
Total 31 100% 

All of the respondents did believe that the health literacy lessons were meaningful to the 

adult's life. The majority (74%) of respondents thought adults visiting the health center knew 

the presence of health literacy lessons. The other 12.9% of respondents stated that adults were 

not aware of the presence of health literacy lessons. The rest 12.9% of them were undecided. 

In terms of frequency of beneficiaries, the majority (93.4%) of re pondents assured that 

females were the most frequently attending beneficiaries of the program . The minority of them 

pointed males as frequent beneficiaries. Most respondents stated that dramatic method of 
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presentation of the hea lth literacy preferred by adu lts. onsecutively in descending order; 

group discussion, lecture method audiovi ual and demonstration based presentation were 

also cited as adul ts ' preference. Almost half (5 1.6%) of the respondents stated their agreement 

with the presence of motivation to fo llow the heal th literacy lesson. The rest 19.3% of them 

disagreed and a quarter (25.8%)·of respondents were undecided. With respect to adults' overt 

behavior, most respondents (45.2%) referred that adults did show reluctance to fo llow the 

health literacy lessons. The remaining respondents who stated their disagreement and 

indecision were 32.3% and 22.6% respectively. 

4.1.8. Results Obtained from the study Participants about Major Challenges Observed in 

the Health Care Centers in Implementing Health Literacy Program 

The major challenges impendi ng the current im plementat ion of the hea lth li teracy programs 

as viewed from the study participant adult learners and hea lth professionals is presented in 

this section. Therefore, successive presentations of adult learners and health profess ionals 

who took part in the quantitative and qualitative part of the study are dealt hereunder 

consequently. 

Table 13 presents adult learners' ratings from the quantitative part of the study about the major 

challenges facing the health literacy program. Therefore, ratings of those adults who were part 

of the quantitative part of the study are listed below. (Respondents were advised that it is 

possible to suggest more than one answer). 

Table 13: Adult Learners' ratings of the major challenges facing the health literacy 

program as viewed by qualitative study participants 

No. Major Challenges encountered in the HLP Frequency Rank 
l. Problems offacilities 67 1 
2. Problem in the teaching methodology 59 2 
3. Problems observed on health literacy educators 43 3 
4. Administration and supervision problems 18 4 
5. Adult learners lack of interest to follow the .- 13 5 

Total responses 200 

The majority of respondents stated problems in faci lities among the major challenge facing the 

implementation of the health literacy program. Inconvenience of the venue, shortage of time 

for the program, shortage of furniture and teaching aids were also cited as part of the facility 

related problems. On the other hand the methodology adopted b health educators was 

referred as another major problem observed in the program. Accordingly not interesting and 
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weak method of Ie on presentation, pre entation of simi lar topic , mixing up of all types of 

patient and clients together provide untargeted top ic, provision of the lesson in one language 

only and lack of translation for people who can't fluently understand the medium Amharic 

language and lack of communication options for people with disability mentioned as 

frequently observed challenges with respect to the methodology of the lesson presentation. 

On the part of health literacy educators ' situation, lack of motivation, preparation, punctuality 

and respect for adults were mentioned as problems. In addition, lack of experience in teaching, 

presentation of a topic with random selection without preparation, and inefficiency in teaching 

the lesson were also stated as problems respondents encountered during visit to the health 

centers. 

The other dimension of challenges observed by the respondents was regarding administration 

and follow up of the literacy program. Inadequate attention for the program, lack of 

supervision and follow up, and attention when only epidemic outbreak happens were among 

the challenges reported by respondents. Furthermore budget and man power constraints and 

less attention for planning were mentioned as problems on administration dimension. Adult 

learners ' lack of interest and reluctance to follow the health literacy program was also . / 

mentioned as the other major challenge facing the program. 

Similarly adult participants of the qualitative part of the study described the major challenges 

they did observe in the current health literacy programs of the health centers. Therefore, 

results obtained from interview sessions with the adult learners are presented. According to 

the respondents, the challenges of the health literacy program were of various dimensions. 

But, the majority of respondents pointed out the problem ~f poor methodology at the heart of 

the problems. Lack of proper facilitation and venue lack of competent literacy educators 

problems in administrating and follow up and supervision were also mentioned in descending 

order as the major health literacy challenges encountering the health centers currently. 

The major challenge pointed out by the majority of respondents reflected on the response of an 
. / 

interviewee was, "In my opinion, the teaching method is not attractive. Whenever presented 

they are very brief and on similar topics. If they were on TV, they might be interesting and 

people can give attention to them" . 

Lack of proper facilitation and furniture which was mentioned as another major challenge 

explained by an interviewee said 'As you can see the chair are wooden benches without 
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shoulder. Elder people can't sit comfortably and follow the lesson. There are no enough chairs 

as compared to th flow of patient ' number. People are ~ompelled to stand up to follow the 

program ". 

With regards to lack of competent health literacy educators an interviewee said, "I don 't think 

some of the educators are adequately experienced in teaching. They are not giving adequate 

information for people with different learning abilities. Treating the needs of different types of 

adult learners requires competence in the profession. In addition to their medical proficiency 

they need additional qualities in teaching". 

About problems related to administering and follow up supervisions a response by an 

interviewee about the situation was "There is no follow up in the programs. Sometimes there 

may not be a lesson in the health center. Since it is provided before the opening hours by the 

night shift emergency attendant, I don't think there is a cross checking mechanism whether the 

person gave the lesson or not' . 

Corresponding to the responses provided by the adult learners participants of the study, health 

professionals who participated in the study were also provided their response about the major 

challenges encountered in the implementation of the program. Hence, their responses are also 

incorporated and presented in d.escriptive manner. 

Health professionals who partake in the quantitative part of the study identified the most 

frequently observed challenges facing the health literacy practice in the health centers. 

Accordingly, most respondents considered the lack of proper attention and follow ups for the 

health literacy programs as the major challenge facing the health literacy programs. The other 

consecutively rated challenges in descending order were lack of motivation from adult 

learners side, lack of readiness and efficiency health literacy educators, poor methodologies 

of teaching lack of proper teaching methodologies, lack of teaching aids lack of proper venue 

and time allotment were all mentioned. 

Similarly, on the health professionals side participants in the qualitative part of the study 

described about the major challenges observed in the implementation of the health literacy 

programs. 
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According to most of the respondents', adult learners reluctance and lack of attention to 

follow the program was the most frequently observed challenge in the implementation of the 

health literacy programs. As to adults ' reluctance an interviewee said: 

.. .Adults come to the program with their cultural beliefs. So, when we teach 
them for instance about long term family planning , they reflect what they 
heard at their ·urrounding without any ·cientific base that 'Lup ' will go up 
to head and causes infection. Even after the lesson, they may still be skeptic 
to use the family planning. Some women would say that they are daily 
laborers and so that they can't take it. .. 

Another respondent explained her experience in relation to lack of attention of adult learners 

as: 

.. .1 came across with different people especially youths disturbing others 
through making noises. You can see from their faces that they are not 
willing to listen. Some even put earphones and others watching other 
directions. In the mean time those who needed the lesson would be 
distracted especially the older ones. It is very unlikely for us to give each 
individual suffiCient consultation inside the examination room since plenty 
patients lined up for treatment. Instead of using such limited opportunity, 
some are just ignorantly done that while some others rush to get away with 
what they want to their business. Since this area is hugely business area that 
they don 't want to spend more time here ... 

Lack of responsible body to give credible attention and follow up on the programs was also 
" 

cited as major challenge. The experience reflected by an interviewee shows the extent: 

... There is no budget and no responsible body to follow up the program. In 
the past, the Sub city health office will send us a form and direction as to 
how to implement the program and report. I used to send monthly report to 
the Sub city. But since some times in the past they haven't showed up and 
their supervision becomes weakened. Thus, I quitted sending the report 
being corifusedfor whom exactly to report ... 

Another respondent affirmed the current program coordination like this: 

... There is only one person who is assigned for coordination of the 
program. But as far as I know once the schedules are posted in the notice 
board there is no as such serious scrutiny as to how the lessons are going 
on. The only thing expected from the health professionals is to state their 
topic and registering number of males and females attended in the form. 
For this reason, educators would teach any topic of their choice randomly 
in contrast to what they have been assigned... " 

Other challenge cited by the respondents was the problem of inconvenience of the health 

literacy venue. This was what an interviewee explained: 
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... The venue is not comfortable for the programs. Since it is in front of 
record and triage o.fJkes. Adults who came to the center as early as 6:00 
am in the morning would be anxious to get the treatment which would 
start at around 8:30 am . While people are given queue card and in return 
they give their registration card to the clerks, being called from the clerks 
through the window during the lesson, most of them are alert to listen 
attentively to their names. So, there are too much noises going on while the 
health literacy educator tries to provide the lesson. .. 

Lack of insuffic ient and out -of- dated teaching aid materials among the challenges 

encountered in the implementation of the program was also stated by the respondents. 

Looking at an interviewee response shows a case in point: 

•.. Our teaching aids especially the audiovisuals were out-dated For 
instance, we have a lesson about HlV which used to be said it was very 
dangerous diseases with relatively negative connotative implications. 
However, nowadays, the trend has been improved that people assumed to 
live together and can still lead productive lives besides the diseases. Thus, to 
present such old videos for them which they have already known and passed 
the course of such time is not commendable. Thus, we tried to f ocus on 
lecturing method .. 

Reluctance and lack of motivation from adult educators' side was another challenge 

mentioned by the respondents. An interviewee said, "Most of my colleagues have been fade 

up with the provision of the lesson. So, all what they want to do is just come up with their 

interest a topic and do their routine assignment and go to the report statistics". 
. / 

Poor methodology which was not up-to-date and unattractive to adult learners was also cited 

as the dimensions of challenges encountering the programs. A response from an interviewee is 

an example for such situation, "Almost all of our methodologies rely on lecturing. Thus, I 

think adults would not be as such interested to follow with only information which they think 

they already knew". 

Furthermore, in the focus group discu sion undertakeh with adult learners and health 

professionals, the major challenges observed in the health care centers which hamper the 

effective implementation of the health literacy programs were pointed out amongst the 

participants. Hence, problems related to methodologies, teaching aids, facilitations, lack of 

motivation from educators and learners, mediums problem and budget constraints were 
. / 

pointed out among the major challenges observed in the implementation of the program. 

A discussant adult learner emphasized the problem from budget constraints side said, "The 

things we have been discussing are all related to financial constraints and management 
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problems. Therefore, attention should be given to these problems. The venue problem, 

teaching aids and materials I ike posters, leaflets etc. All could have been fulfilled had the 

situation was given attention in the budget and finance". 

Another di cu sant woman pointed out the major challenges from adult learners ' perspective 

and the chedule of the program statu was that, "There is lack of interest from adults side to 

attend the program as the result of poor and unattractive method. The drama type of 

presentation could have involved actively all types of people. The health literacy is also 

provided only once in the morning. Patients who came late in the morning and in the afternoon 

couldn't get the chance for the lesson". 

From the health professionals' side, the major challenges encountered in implementing the 

health literacy program were listed out by a discussant health literacy professional like this: 

... The health literacy lessons provided not oriented in patient's interest 
rather directed to them according to the health center schedule. There is 
lack budget for the program. There is mismatch between patients flow and 
health professionals. Educators haven't been motivated to engage in the 
work actively rather they work just to fulfill their duty. Health 
professionals do not have resource center to access up-to-date information 
to equip themselves with recent knowledge. The films that we have are old 
and what people already know. The pamphlets are not as such up-to-date. 
Adults' lack of interest is also a problem. The venue is too narrow. 
Patients who came for diarrhea treatment may not be willing listen 
attentively our lesson of the day about TB. There are language barriers 
especially the medical' terminologies cannot be -' easily translated to 
Amharic language ... 

The major challenges encountered in the implementation of the health literacy programs 

which have been described above were the reflections of the participants about the situation 

from their experiences. 
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4.1.9. Results Obtained from the Study Participants about Practical Measures that Should 

be Undertaken to Improve Health Literacy Program 

Practical measures that should be undeltaken in improving the current implementation of the 

health literacy programs as viewed from the study participant adult learners and health 

professionals is presented in this section. Therefore successive response presentations of 

adult learner and health professional who took part in the quantitative and qualitative part of 

the stud are dealt hereunder con equently. 

Table 14 below presents the responses of adult learner respondents' practical solution 

measures to improve the health literacy programs.(Respondents were advised that it is possible 

to suggest more than one answer). 

Table 14: Practical solution measures to improve the health literacy programs as viewed from 

adult learners of the quantitative study 

No. Measures that should be taken in m..p Fre Rank 
I. Tm 110 
2. 37 2 
3. rams l3 3 
4. 10 4 
5. 3 5 

171 

The majority of the respondents, as indicated in table 10 above, commended the improvement 

of facilities of health centers for the effective implementation of health literacy programs. 

Specifically, teaching aids, a wider and separate venue (from the waiting space), adequate 

furniture, and noise and interruption free space were cited as proper solution measures in 

relation to improving facilities. 

Strengthening the follow up of literacy programs at the health centers was the other 

commendation raised by many respondents next to improving facilities . According to the 

responses cited by participants, establishing continuous and regular supervision assessment of 

the program implementation regularly, assigning responsible body to follow thoroughly were 

among the solution measures cited by the majority of the respondents. 

The other major solution cited by the respondents regards to improving the methodology of 

lesson presentations. With this r~gard, presenting lessons b~sed on recipients' interest in clear 
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and attractive manner, provisio'1 of translation to jargons, presenting lessons supported with 

demonstration, provision of discussion questions at the end, and engaging all participant adults 

were cited as solution in fulfilling the methodological constraints observed. 

Upgrading health literacy educators ' skills, efficiency, and work ethic were cited by the 

respondents as another potential solution in solving the challenges observed from health 

literacy educators side. Thus, becoming punctual, respectful to adult learners, and working up 

to the professional standard were cited in this respect. ' Furthermore, reaching out to the 

community in different social and communal settings was also cited by the respondents as 

possible solutions to raise the level of awareness among the general public and decreasing the 

rate of preventable diseases. 

Similarly, adult participants who partake in the qualitative study provided their opinion as to 

how practical measures should be undertaken to improve the health literacy programs. 

According to the majority of respondents, for effective health literacy program, implementing 

effective follow up mechanism for the health literacy should be undertaken. Improving the 

teaching methodology, facilitation of the learning venue were also cited as the possible 

solutions. Furthermore, reach out the community outside the health center was cited as a 

mechanism for improvement of the program, 

In implementing effective follow up mechanism for the health literacy that should be 

undertaken described by a respondent as such, "1 don't think there is proper follow up going 

here as to how the program is provided. If it was done, the teaching aids could have been 
, / 

fulfilled, the lenient behavior of educators could have been improved. All they are doing is 

treating people without giving attention to health education". 

With regards to improving the teaching methodology adult learner respondent's response was: 

"It is better to use attractive methodology for the program. Otherwise people will not be 

attracted to the lesson and provide enough attention to the program". 

In relation to facilitation of the learning venue, a respondent's opinion was, "The venue should 

be a hall, free from distractive noises. The benches should have at least shoulder to lean on. 

Recent and educative posters and pictures should be posted on the wall". 
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With regards to reaching out the wider community and the general public, an opinion cited by 

an interview was, "In my opiniQn the health literacy proviejed in the health center is for very 

minimum number of people. It cannot be said that it covers the vast majority of people. So, 

enormous amount of job is required". 

On the other hand, health literacy educators provided their opinion as to how practical 

measures should be addressed in improving the health literacy practices in the health centers. 

Thus, responses of the health professionals who partake in the qualitative and quantitative part 

of the study subsequently presented hereunder. 

Table 15 below presents responses of health literacy educators ' about the possible measures 

should be taken to improve the health literacy practices in the health centers.(Respondents 

were advised that it is possible to suggest more than one answer). 

Table 15: The possible measures should be undertaken to improve the health literacy practices 

in the health centers as viewed by health literacy educators in quantitative study 

No. Possible Measures that should be taken to improve HLPs Frequency Rank 
1. Improve and apply attractive teaching methodologies for adults 14 1 
2. Have responsible body to lead and follow-up the programs 9 2 
3. Providing in-service trainings for adult educators 9 3 
4. Improve the venue of the health literacy_ center 7 4 
5. Establish resource center for health literacy educators 5 5 
6. Allocation of proper time 3 6 
7. Fulfill proper teaching aids 2 7 
8. Widen the awareness raisings beyond the health centers 1 8 

Total Responses 50 

With regards to the measures that should be taken, most respondents agreed with the need for 
" improvement in methodologies of the lessons provided. Responsible body to lead, run and 

follow up the program was also rated as an important measure that should be undertaken. The 

other measures cited as solution for effective implementation of that the program were the 

provision of in-service training for adult educators, improving the venue, establishing resource 

center for educators, allotment of sufficient time, fulfilling teaching aids, reaching out the 

general public of through wider coped awareness raising works in other social settings were 

stated as essential measures that should be undertaken. 
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Similarly from health professional ' side measures that should be undertaken to solve 

problems and enhance the health literacy programs as viewed by qualitative part of the study 

results are described below. 

According to the majority of respondents, raising the motivation of health literacy educators 

and upgrading their skills cited as the solution for the implementation of health literacy 

programs effectively. 

A respondent stated about raising the motivation of the educators and upgrade their skills in 

uch a way that: 

... Adults have different behavior in the learning process that their need 
and interest should be fulfilled. So, for such effect the need for the training 
is unquestionable ... what we know is more of academic knowledge filled 
with medical jargons, even a lack of proper Amharic translation for a 
medical term might confuse the participants especially with no formal 
education or at lower literacy level from attending the lesson 
attentively ... 

Providing the health literacy lesson in a more appealing methodology was also cited as an 

imperative task to be undertaken. A respondent interviewee cited the current trend like this: 

... The methods that we are currently applying in addressing the lessons are 
of very much of traditional way and restricted to lecturing only. It doesn't 
attract most of them. Some youths used to come here and present live 
dramas in relation to topical health problems such as HIVIAIDS, but 
currently that trend had stopped for the sponsoring NGO's project phase 
out from the kebeles whereby the youths no longer come to the health 
center ... 

Facilitating the venue for the program were also cited among the major measures that should 

be undertaken. Hence the task of facilitating venue that should be undertaken cited by a 

respondent was, "The venue where the health literacy provided is narrow and inconvenient for 

the patients. For the reason that it is open space, people get freezing cold in the morning. 

Therefore, a proper venue for the health literacy should be facilitated in such a way that it 

should be a separated hall with sufficient furniture". 

Furthermore, reaching out the general public outside the health center in raising awarness was 

cited by the respondents as measures that should be addressed. A case in point for such 

measure let us consider a response by a health literacy educator in reaching out the general 

public: 

Provision of health literacy lessons for those patients who came for 
medication is very difficult. If could workout jor clients following orne 
programs. But for out patients who rarely visit the center, it will fail to 
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fulfill its desired objective of raising awareness of prevention from 
diseases and develop behavioral change. Therefore health professionals 
should work together with the health extension workers who have started 
working at grass root levels in different social settings. Health 
professionals can attend in different places and provide lessons in topical 
health issues ... 

Strengthening the follow up and having a well established responsible body and structure 

mentioned as major measures that should be addressed for the effective program 

implementation was also cited. 

An interviewee explained the essentiality: 

... This job has to have ils own accountable administrative body. Proper 
continuous follow-up, both internal and external supervision, are essential. 
Allocation of budget, up-to-date teaching aids such as CDs and DVDs of 
recent production in health issues should also be distributed to the health 
centers rather than working whenever epidemic come or on special 
campaign days .. . 

Facilitating resource center in tl).e health center for health professionals which plays a major 

role in providing resourceful input for educators stated as the measurer that should be 

addressed. A response of an interviewee shows the point: 

... There were some books which we have being donated We are currently 
serving five kebele people. Since there is mismatch between numbers of 
patients flow and health professionals. We have been short of rooms. 
Hence, the room which we have been using as resource center became a 
store room that we don 't have a room left for us to sit and read and we are 
just busy all day long. Fortunately, I did put the books for the staff in a box 
so that anyone who want to refer them can take from that box. The needfor 
health professionals to have a resource center is very important ... 

Furthermore, the focus group discussion conducted amongst participant adult learners and 

health professionals illustrates the measures that should be undertaken to alleviate the 

problems encountered the health literacy program and the roles of stakeholders should play 

towards achieving this. 

The discussants come up with their opinion about the roles stakeholders should play in 

implementing the health literacy programs. According to a discussant adult leamer, the stalk 

holders role was explained in the following manner: 

... All things that we have discussed relies on finding solution for 
alleviating resource problems and managing the program effectively. Stalk 
holders should then allocate sufficient budget ant;! manage the program. 
Budget allocation for leaching aids like posters, picture and film is 
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essential. Timely materials preparation, attention should be given to 
adult ' intere I, provi ion of health literacy education outside the health 
center and as uch ... 

From health literacy educators' perspectives a participant discus ant pointed out her views: 

... There should be a role in our part to employ our professional 
commitments efficiently. · Assessments like this as 10 how we have been 
practicing our teaching methodologies should be assed and based on the 
findings proper measures of training professionals or facilitating the 
program could be decided based on the evidences obtained at the ground 
It is our professional obligation to provide both the preventive and 
cu.rative aspects of our services in the health center .It is used to be said 
from the health policy implementation strategy that 15% is curative and 
the majority 85% should be on preventive aspect in which health literacy 
took the lion 's share. From the government side proper attention should be 
given to the health literacy programs implemented in the health center 
since there are Significant number of people use the service ... 

The other participant health professional added up on his views that should be done by 

stakeholders: 

... Professionals should be motivated to up-to-date their knowledge and 
skills. Resource center should be facilitated How ljIe teach adults should 
also be assessed Even using a single word may distort the entire message 
which might wanted to be transferred Health extension programs should 
be supported by us the professionals. As a visiting professional we can 
contribute to widen the awareness raising programs in collaboration with 
the health extension workers who had been very instrumental in the 
recently started program ... 

The stakeholders' role that is reflected among participants illustrates the various dimensions 

that should be considered in the implementation of health literacy programs. The analysis of 

the data presented with respect to adult learning perspectives as frameworks are discussed in 

the next section. 

4.2. Analysis on the Health Literacy Practices with respect to Adult Learning 
. / 

Assessment Dimensions 

4.2.1 Reflections on the Socio- Demographic Characteristics of the Study Participants 

and their Perceptions about the Health Literacy Provisions 

According to the study findings, the overall socio-demographic characteristics of the study 

participants showed that most of them were between the age of range of 20s and 30s,have a 
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job, attended econdar education and with hou ehold responsibilities at their near gra p. 

Conversely, there were even adu lts with n formal education with out ajob and with marital 

respon ibilitie . Thus the e diversities in their characteristics have got their implications on 

how to meet the diversified population problems, needs priorities and how the health literacy 

provisions hould be addressed. 

/ 

From the findings of the study, there were health care professionals with even more than 20 

years of experience while there were also with less than a year experience. Their educational 

qualification ranged from Diplomas to Degrees and they were assigned from junior to senior 

professional posts. The general overview of the socio-demographic information of the health 

care providers reflected their profess ional experience and expertise in the service rending and 

the roles and responsibilities they had within the health center. By implication, addressing the 

health literacy issue has a linkage with the aforementioned variables and the statement that 

they had given that all had not taken any sort of training in the teaching of adults. 

The findings of the study also indicated that there were regular clients who follow regular 

medication services in the health centers for follow-up programs and occasional patients 

coming for medication. Most people visiting the health care center were victims of diseases 

which could had been easily preventable. But, there were also chronic diseases follow- ups 

such as mY/AIDS and TB. In addition, follow -ups of pregnancy, family plannjng and 

maternal health issues were attended by women. This shows chronic and communicable 

diseases and maternal follow- up literacy topics were given emphases in the health centers. 

The study results obtained and the direct observation .conducted in all the study settings 

showed that health literacy lessons were provided in the morning before the working hour 

begins at the patents waiting area in front of health report card office of the health centers. 

Moreover, the duration of the health literacy programs, in most of the cases on average take 

10 to 15 minutes. The results on both the qualitative and quantitative parts of the study 

singled out that oral lecture was the predominantly major medium of teaching. That was also 

confirmed through direct observation conducted during the study period. By implication, the 

duration and method of teachings had their contributing factors to the perception, interest and 

motivation of adults who attended the program. The average time which took the health 

literacy was stated to be 10-15 minutes had implications that it could not had been reasonably 

sufficient for application of other type of presentation methods involving the group attendee, 
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which left oral presentation to be the dominant methodology employed. That was what 

reflected by the m~ority of the health literacy educators respondents as well that oral lecture 

method wa predominantly employed for the health literacy sessions. The inflexibility of the 

schedules had also their implications in reaching out the diverse-natured adults coming to visit 

for medication and follow-ups later in the morning. 

imilarly the responses provided by health literacy educators showed that the average number 
,-

of attendees per lesson as it has been stated by the majority of respondents was a group of 

adults with the range of 25-50. As the direct observation conducted in the health centers also 

confirmed the situation. Whether the day is working day or not might fluctuate the average 

attendees. Hence, a day after the weekend days, that is, on Mondays ,the number might exceed 

the average since there are no services in weekend days of Saturdays and Sundays except for 

cases of emergency services. 

As the results obtained and the direct observation conducted confirmed, it was in the mornings 

that the health literacy lessons provided in the health care centers. Departmentalized education 

in different sections of the health centers were also referred by the adults as services they got 

whenever they attend. Patients' waiting area has been used as the primary setting for health 

literacy programs. Most of the health literacy educator participants of the study also stated that 

on average, they teach a health literacy lesson at least once and at most 4 times which give 

way ample space of time for preparation for a lesson. 

According to the results obtained from the health literacy professionals, the health literacy 

topics were forwarded by the committee of the health center or else, guidelines were 

channelled from the Sub- city health office to the health centers. The prevalent ten top 

diseases were given emphases in selection and outlining of the topics selection. On the other 

hand, self determination by the health professionals in the selection of topics was also 

mentioned. This indicates elements of loose management and coordination to implement in the 

program on ground effectively. Hence, clear leadership body and accountable organizational 

structure needed to be given priorities for the overall implementation of the program. 

Announcement of the monthly program for the public on noticeable place is essential 

preparation for the implementation of the program. However in the visited health centers the 

posted announcement were not visible for visitors to notice as to what topics to be discussed 
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by whom and on which date and fo r how long and at what specific time. Transparency and 

accountability issues can be raised here. 

4.2.2. The Health Literacy Practices in terms of Content ~ith respect to Adult Learning 

Perspectives 

4.2.2.1. Relation to Adults' Life 

According to the majority (88%) of the respondent adults who took part in the quantitative 

part of the study stated that the health topics are related to their life while 10% of them said . "' 
that it was not related to their life. Similarly, in the case of the qualitative part of the study all 

adult learner respondents agreed with the relevance of the contents of health literacy programs 

for adult daily life in practice. Likewise, all health literacy educators who took part in the 

quantitative part of the study believed that the health literacy lessons were meaningful to the 

adults ' life. As the results indicated the topics raised in the health literacy sessions were closer 

to the daily life of the adult attendees. Thi might have has an implication for a lesson to be 

attentively followed by adults. The literatures also confinn this situation that an adult will be 

encouraged to learn, only if they found the programs related to their life, problem-solving and 

brings about a change in their in their lifestyle( FDRE:2008). Similarly Knowles, Holton and 

Swanson (1998:64-68) assures such situation that adults are motivated to learn to the content 

that they perceive that learning will help them perform tasks or deal with problems that they 
"' 

confront in their life situations. 

4.2.2.2. Clarity ofthe Content 

With regard to clarity of the lessons, most of participant adult learners(40%) in the 

quantitative part of the study them stated that it is usually clear and understandable and only a 

few (2.7%) stated it had never been clear and understandable. With respect to the use of 

medical jargons by health professionals during health literacy sessions, it was stated by 34.7% 

of adult learner respondents who took part in the quantitative part of the study while the 

majority (54.7%) stated that there were no use of medical jargons and the rest 10.7% remained 

undecided. With regard to how frequent medical jargons used by health professionals during 

health literacy lessons, the majority (51.9%) responded that health literacy educators 

sometimes use medical jargons. Although the majority of the responses explained the clarity 

of the lessons there were also study participants who referred the use of medical jargons by 
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health educators more frequently. The implication of using medical jargons for diverse nature 

participants could have significant impact in their level of understandings and engagement to 

the lessons. 

4.2.2.3. Practicality to Real Life Situation 

As to the real local presence of health issues discussed in health literacy sessions in the living 

places of adults, the participants of the quantitative part of the study among which the majority 

(79.3%) revealed their agreement while others who disagreed or couldn't tell were 14.67% 

and 6% respectively. Similarly ,as to urgency of health literacy topics, the majority of the 

respondents (68%) who took part in the quantitative part elf the study stated that the health 

literacy topics provided in health centers were of very urgent nature whereas 2.7% responded 

that they were not important. In another dimension, the majority (84%) of the respondents 

stated that they had prior knowledge about the health topics thought at health centers while 

16% reported none. The practicality and the need of urgency of the topics addressed in the 

health centers were observed from the results obtained from the responses of participants. It 

can be referred back from the frequently provided health literacy topics that those preventive 

and follow up programs which had closer link in the adults life and locality had been 

implemented. Literature also confirms that adults tend to learn effectively if they consider the 

material re levant to their personal needs and interests; that adults seek to learn what can be 

applied-they are generally problem-oriented learners (Tuijnman.1996:449). Similarly, 

Fasokun, Katahoire & Oduaran(2005: 55) affirms programs that will attract adult learners are 

really those that involve reflective discourse and provide knowledge that is culturally, 

economically and socially relevant and capable of helping learners to deal with challenges. 

4.2.2.4. Sensitivity to Diversity 

Sensitivity to diversity of health literacy information recipients' was also among the content 

related issues rated by the adult learner who took part in the quantitative part of the study. 

Thus sensitivity to diversity in educational level was primarily rated as unsatisfactory by the 

majority (49%) of adults. Some (34%) of the respondents however, expressed their 

satisfaction and the rest (16%) were not certain. With respect to cultural sensitivity, the 

majority (56.7%) expressed their satisfaction whi le some (30.7%) of them reported 

dissatisfaction and the rest (13.3%) were not sure of their satisfaction level. Similarly, most . ~ 

respondents (48%) revealed their dissatisfaction with the programs' sensitivity to address 

diverse needs of adult learners with disabilities. The other who expressed their satisfaction and 
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indecision were 28.7% and 23.3% respectively. Similarly, in the case of the qualitative part of 

the study, among the participants, the majority (N= ll) had a doubt whether the lessons were 

sensitive enough to the diverse types of learners ' need and abilities and disabilities. While the 

rest of minority (N=4) agreed with the sensitivity ofthe lessons. Oral oriented lectures and the 

use of only Amharic language were among the cited problem to the sensitivity of the 

program. As can be referred from the re ults obtained from the study participants' responses, 

the issue of sensitivity in diversity of the attendees educational cultural, disability and 

related issues had not also been satisfactorily met. Although Amharic language is common in 

the study areas there were people who still need support in translating the language for they 

couldn' t understand fully the messages especially in the two health centers namely Shiromeda 

and Kolfe health centers where· by Garno and Silte languages are frequently spoken in the 

respective addresses. Thus, all the aforementioned factors could have implications in the 

overall implementation and transfer of the messages to the targeted public. The question of 

preparation, readiness and competence ofthe educators could also be linked to this situation. 

4.2.3. The Health Literacy Practices in terms of Teaching Methodology with respect to 

Adult Learning Perspectives 

4.2.3.1. Mediums of the Lessons 

Oral lecture was ranked the most predominantly used medium in the health centers according 

to the results obtained from adult learners who took part in the quantitative part of the study. 

The use of mediums of audios, visuals and audiovisuals ranked consecutively in descending 

order. Similarly, health literacy 'educators who took part in'the quantitative part of the study 

responded concerning the methodologies used for the health literacy programs. Most of them 

responded that they use audio mediums/channels in the health literacy programs. The others 

(35%) cited audiovisuals as the mediums they used. The rest of respondents stated that they 

use visual mediums and ora.1 presentation were12.9% each. Likewise, with regard to the 

common language used in the lessons all respondents stated Amharic language was used in 

the provision of the lessons. Similarly, 67.7% of the respondents stated that they didn't use 

other language other than Amharic while 29% of the re pondents affirmed that they did also 

use other language during health literacy sessions. With respect to common medium of 

language used in the health literacy sessions, the results obtained from the participants reflect 

that Amharic, even though it is not mothers tongue for all city dweller adults, it is commonly 

spoken by the majority of the ·city dwellers reflects this. ~Fasokun, Katahoire and Oduaran 
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(2005: 118-122) stated with regard to the use of mother tongue that as far as possible, the 

mother tongue, or the language of the immediate environment of the learners, should be the 

medium of education in adult learning. It is useful in literacy and non formal programs at 

lower levels. In the health center settings the use of Amharic language for the programs could 

made the message to be transferred satisfactorily. English (2005) also affirms that effective 

communication and language ensures credibility, relevance and clarity of the message- in 

context. 

In relation to the mediums used the health literacy sessions, audio, visual and audiovisual 

materials were ranked consecutively in descending order. As study results obtained from the 

participants and the direct observation conducted in the selected health centers reassures, oral 

lecture was the predominantly used method to address the health topics in the sessions. 
/ 

However, as observed, supporting materials were which neither employed nor functional 

during the study period. The mediums applied could have motivating effect if they were 

considering the preferences and the learning styles of the diverse nature attending adults. For 

instance, studies have shown that the use of pictures in health information improves learner 

comprehension, especially when information about spatial relationships is presented (Cornet: 

2009). 

4.2.3.2. Organization and Presentation of the Lessons 

It was also indicated from responses that the majority of respondents agreed that the health 

literacy lessons were given in sequential order. Concerning the health literacy presentation, a 

fourth (25.3%) of respondents ~tated that the lessons we~e not presented in sequence and 

order. Adults with lower literacy skills could not follow the lessons was also responded by 

19.3% of the respondents. 

The results obtained from the study participants reflect that adults with lower level of literacy 

could catch-up with the program since it is predominantly provided orally. The sequence of 

the lessons presented was rated to be satisfactory by the majority of the respondents. But 

concerns were pointed out by a fourth number of participants doubt the sequence. 

In relation to methodology, the majority (74.2%) responded that they usually repeat main 

points for reassurance in the health literacy sessions. The other 16.1 % of the respondents 

stated that they had always do that while the remaining 9.7% responded that they do that . / 
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sometimes during the lesson. Reassuring the points of discussion by repetition stabilize the 

lessons provided to diverse nature of participants with respect to their follow-ups. 

Majority (87.1 %) of the respondents stated that they check adult's acquisition of the lesson by 

asking question. The other respondents (6.4%) stated that adults expressed that they had prior 

experience. Asking to demonstrate was also cited as checking mechanism while having no 

mechanism to check was mentioned by a respondent. Checking mechanism are useful 

instrument to find out whether the lesson provided resulted in fruitful end. Asking questions 

was mentioned as the predominant checking mechanism employed in the centers. Proper 

follow up by the learners could be assessed from their overt behavior as well. Fasokun, 

Katahoire & Oduaran (2005: 118-122) stated that facilitators should keep an eye on the 

learners' body language. They should look out for signs that indicate interest or difficulty. 

Facilitators should also look out' for signs of boredom such/as slumping, fidgeting or looking 

at watches. However, a response stated by respondent whereby no mechanism employed for 

checking might have diverse implications on abilities, efficiency, motivation and interest in 

either side of the learners or the educators. 

4.2.3.3. Active Learning Methodologies Implementation in the Lessons 

About the methodologies employed by health educators in the delivery of the health literacy 

lessons, the opportunity of holding an active conversation with health literacy professionals is 

stated by most (50.7%) of the respondents who took part in the quantitative part of the study 

while 42% of the respondents stated that the chances for active involvement in conversation 

with health literacy educators were not there and the rest 7.3% of the respondents were 

undecided. Active engagement fn conversation among participant educators and learners can 

has implications in the learning process. Above a third of the participants claimed to have no 

active conversation with the health educators which might leave them as passive listeners of 

the lesson all the time. Moreover, even if there was interest in the involvement of active 

conversation, the time constraints and the number of participants might not be conducive and 

allow for such active involvement. Thus, it has could have implications in the learning 

processes as well. 

The chances for adults to share ideas in group about the raised health topics was responded by 

46% of the respondents while 42% of the respondents who took part in the quantitative part of 
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the tudy stated its absence while the remaining 11.3% of them were undecided. Likewise, the 

pre ence of chances for adults to pre ent their personal testimonies during the health literacy 

sessions was assured by 42.7% ·of respondents who took part in the quantitative part of the 

study while 34% of them responded its absence and the rest (23.3%) of the respondents stated 

they didn't know. Similarly, in the case of adult health literacy educators who took part in the 

quantitative part of the study, most of the respondents stated that dramatic method of 

pre entation of the health literacy programs were preferred by most adults. As the results 

obtained also show group discussions, lecture methods and audio visuals were mentioned 

consecutively in descending order as the preferable op~ions to follow the health literacy 

program by the majority of the respondents. The chances to have sharing of ideas in a group 

and experiencing evidences of per onal testimonies could substantiate the knowledge of adults 

with respect to the health issues. However as the results indicate more than a third of the 

participants claimed that they had no experiences of such kind in the health centers. This 

might have an implication that communication was usually not two way but unidirectional, i.e. 

from the health educator to the passive listeners of adult learners. It seems that the chances for 

discussion left to the examination rooms only. Evidences from literature, however, shows the 

benefits of customized group learning. According to Robinson (1981 :2-3) group learning 

creates a learning atmosphere of mutual support, it may be more effective than individual 

learning. Therefore, those techniques based on group participation are often more effective 

than which handle individuals as isolated units. 

4.2.3.4. The Need for Training in Adult Teaching Methodology with respect to Health 

Literacy Practices 

The results obtained from the participant health literacy educators who took part in the 

qualitative part of the study have shown that all of the r-espondents believed that medical 

knowledge by itself did not guaranty to the provision of effective health literacy lessons for 

adults. Thus, all respondents acknowledged the need to take additional training on the 

methodologies of adult teaching. As the results obtained from the study participant health 

professionals suggests, the majority of them were well aware of the fact that special training 

in the area of methodological aspects for health literacy les ons ar highly essential to 

effectively and efficiently implement the medical knowledge to participant adults. Thus, the 

need and relevance of adult education methodologies were pointed out as the essential cross­

sectoral links for the two professions working together in a platform for ultimate objective of 
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the wellbeing of a society. Fasokun , Katahoire & Oduaran(2005: 118-122) cited an exemplary 

situation of methodological proficiency in the case of communication that communication is 

the essence of teaching and learning process but the facilitator has to be aware that there are 

many other ways of communicating than simply delivering )TIessages to the learner. There are 

many channels of communication based on the culture, customs and traditions of adult 

learners. Therefore, Indeed, there is a working common ground for both professions in the 

matter of health literacy in trainings and upgrading the skills of the professionals. 

4.2.4. The Health Literacy Practices in terms of the Psychological Environment with 

respect to Adult Learning Perspectives 

According to the results obtained from adults In the quantitative part of the study, the 

respondents perception whether they did get reliable information from health educators, the 

majority (84.7%) of them assured they did get reliable information from the health literacy 

program and the rest 15.3% expressed their disagreement. As the results suggest, health 
~ 

professionals considered or believed to be credible source of knowledge about health issues. 

Thus, getting reliable information might encourages participants and can have positive 

implications in the learning process and the psychological readiness of the learners. 

Of the respondents, 65.3% stated that they were able to express their opinion without fear and 

embarrassment while the remaining 34.7% expressed they were not able to express their 

opinion without fear and embarrassment. Adults, unlike younger youths have the courage to 

express their views and opinions as the result of experience. Thus, it has been reflected on the 

responses of the majority of the respondents. However, almost a third of the participants stated 

that they were not able to express their opinion during the sessions. The situation shows that 

there were also some grey areas untouched in having opinions expressed openly. Literatures 

suggest that conducive psychological environment are helptul in learning situation of adults. 

Accordingly, Bello (1998) cited in Fasokun, Katahoire & Oduaran(2005 :53-54) suggested 

that adults must be allowed to express themselves freely in open and loving learning 

environments. In other words, adult learners function best in emotionally upportive instead of 

threatening environment. With regard to consideration of the psychologically accepted adults 

want to be relaxed in class not threatened by anybody. They want facilitator and other 

learners to listen to them. They want to express their opinions fr ely or without any fear. 
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On the other hand as to how frequently did they respond for the questions raised by adults, 

48.4% responded that they alway had done so. The other 45.2% that stated they usually do 

whi le the rest 6.4% cited that they sometimes re pond for questions raised by the adults. As 

the results suggested by the majority of respondents, there might be suitable situations in the 

provision of answers for inquires raised by adult learners." Thus, these situations have their 

contributions and can have positive implications in the learning process. Thus, there is still 

gap to fulfill in terms of addressing people with diverse needs and abilities. 

The majority of the respondents (77.3%) expressed the willingness of health educators to 

listen adults problem. Willingness to manage the needs of adults with different needs was 

also assured by most respondents (57%). In contrast to the aforementioned responses 14% of 

respondents expressed their disagreement with the willingness of health educators to listen 

adults' problems. Willingness of health professionals to listen attentively to the problems of 

the adults facilitates the psychological welfare of the participants and prompt them to address 

their problems openly. Tesfaye, Hailu & Shenkut (2004: 24) also reassures that adults learners 

need to feel contented and psychologically accepted and engage in learning freely. 
. , 

Similarly, with regards to the treatment of adult educators, most of adult learners agreed that 

they were treated with respect and frequently given feedback for their inquires from health 

literacy educators. Treatment with respect creates positive mental set up so that it can 

encourage adults to move forward in the learning process. The way we perceive our self worth 

either trigger or hinder our motive to learn. Literatures also assure this point. Hence, Bello 

(1998) cited in Fasokun , Katahoire & Oduaran(2005 :53-54)stated that the ways in which we 

see ourselves affect our perception of situation and the world as a whole. If this view is 

positive, it will help us to strive to do well or even better. If it is negative, it will reduce the 

level of interest in what we are doing. 

, 
With respect to verbal and non verbal encouragement from health literacy educators, most 

(34.7) respondents stated that they were usually given encouragement while others (30%) 

responded that they sometimes got encouragement from the educator's side. The remaining 

22.7% of the respondents described that they always had got encouragement. The minority of 

the respondents (12.7%) however, stated that they were never given encouragement from 

health literacy educators ' side. As the results obtained from the respondents suggest verbal 

and non verbal encouragements which were addressed' by th h alth profe ionals could 
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facilitate the psychological readiness of the adult learners with respect to following the 

program. 

In contrast with the overall aforementioned trend however with regard to the management of 

adults ' need, there were nearly a quarter (23.3%) of the respondents still stated that adult 

educators were not willing to manage adults ' with different abilities needs. As the result of the 
, ~ 

respondents responses suggest the needs of adults with diverse nature has not been met fully. 

There were also a quarter of respondents who did cite that educators were not willing to 

manage adults with different abilities. Bello (1998) cited in Fasokun , Katahoire & 

Oduaran(2005 :53-54) stated that adult learners come to learning programs with diverse and 

rich experiences. If their learning is to be enhanced, the kind of activities of the program 

should enable learners to tap their experience as they attempt to investigate new information 

and ideas. Therefore, failure to fulfil adults with diverse n'eeds has implication in the learning 

process. imilarly, with respect to people with disabilities, the need to address was explained 

by Tesfaye, Hailu & Shenkut (2004:24) that learners with various disabilities often may not 

have enough confidence for learning. They may need encouragement and special attention and 

assistance in doing things that they cannot do during the learning process. 
/' 

4.2.5. The Health Literacy Practices in terms of the Physical Environment with respect to 

Adult Learning Perspectives 

Among participants who took part in the quantitative part of the study, most (58%) of them 

were not satisfied with the venue for the health literacy programs. Some of them however 

satisfied (38.7%) in the venue and the remaining 3.3% of the respondents were undecided. 

When it comes to particularities, the suitabi li ty of the venue was expressed so. Thus, greater 

proportions of respondents were unsatisfied with the suitability of the venue for people with 

disability (60.7%), for women carrying a child (54.7%) and for pregnant women and elderly 

people 51.3% each. With regard to furniture, most respondents (58%) expressed their 

dissatisfaction about the furniture in the health centers that are used during health literacy 
, /' 

programs, while the rest 42% of them expressed their satisfaction. 

According to the results obtained from the respondents, the issue of physical facilitation, 

which plays a an essential decisive role in the process of learning haven't been addressed to 

the level of satisfaction for most of the participants of the study. The suitability of the venue 

for adults with diverse types of needs were also found to be unsatisfactory for most of them. 
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Thus, can have it has direct implication in the proper implementation of the program having 

adults with diverse needs and priorities di satisfied by the nature of the venue. The literatures 

also suggested the need for proper physical setting in creating conducive learning 

environment. Tesfaye, Hailu & Shenkut (2004: 24) listed out several inquires as to how the 

venue looks: that it should have proper places to sit on, enough light, warm enough, 

interesting to look at , free from noise and accommodates people with different disabilities 

mentioned as important inquiries to address the problem of creating conducive learning 

environment. Yet, these aspects' of facilitations have not yet been satisfied according to the 

responses suggested by the participants. Thus, it needs to be addressed for the implementation 

of the program effectively. 

4.2.6. Major Challenges in the Health Literacy Programs with respect to Adult Learning 

Context and their Implications 

The adult learners study participants who took part in the quantitative part the study pointed 

out the major challenges observed in the health literacy lessons. Accordingly, problems of 

facilities, the teaching methodology problems observed on health literacy educators, 

administration and supervision problems and adult learners lack of interest to follow the 

program were the major challenges identified in descending order by adult learners. Similarly, 
.-

in the case of qualitative part of the study, adult learners who attended the programs identified 

the challenges observed in the health literacy program. The majority of respondents pointed 

out the problem of poor methodology as the core of the problems. Lack proper facilitation and 

venue, lack of competent literacy educators, problems in administrating and follow up and 

supervision were also mentioned in descending order as the major health literacy challenges 

observed in the health centers currently. 

Correspondingly, from health literacy provider health professionals perspectives, the major 

challenges in the implementation of the health literacy programs were listed out. Accordingly, 

most respondents who took part in the quantitative part of the study, considered the lack of 

proper attention and follow ups for the health literacy programs was cited as the major 

challenge facing the health literacy programs. The other consecutively rated challenges in 

descending order were lack of motivation from adult learners side, lack of readiness and 

efficiency health literacy educators, poor methodologies of teaching, lack of proper teaching 

methodologies, teaching aids, proper venue and time allotment were mentioned. Similarly, the 
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participant health literacy educators who took part in the qualitative part of the study pointed 

out the major challenges which they observed in the health centers. Accordingly, in 

descending order challenges related to adults ' lack of attention and reluctance to follow the 

program, lack of re ponsible body to give attention aryd follow up of the program from 

admini trative p r pective, the problem of inconvenience of the health literacy venue, lack of 

sufficient teaching aid materials reluctance and lack of motivation from adult health literacy 

educators perspective and poor, out-dated and unattractive methodology were pointed out by 

the participants as major challenges observed in the health centers. The major challenges with 

their respective theme of category are discussed here under. / 

4.2.6.1. Administration, Supervision and Follow-up Challenges 

Amongst the major challenges observed by adult participant respondents who took part in the 

quantitative part of the study was with regards to administration and follow up of the health 

literacy program. Inadequate attention for the program, lack of supervision and follow up, and 

attention when only epidemic situation happen were the challenges reported by the 

respondents. Furthermore, budget and man power constraints and plans were mentioned as 

problems on administration dimension. Similarly, in the qualitative part of the study, the study 

participants stated problems related to administering and follow up supervisions among the 

major challenges observed. There was no follow up and cross check mechanisms whether the 

lesson were given or not. Adult learners, lack of interest to follow the program was also stated 

by the participant adult learners in the quantitative part of the study as a major challenge 

observed in the health literacy lessons. 

On the other hand, from health literacy educators side, the seriousness of the challenge also 

stated by most respondents who took part in the quantitative part of the study. They 

considered the lack of proper attention and follow ups for the health literacy programs was 

prominent major challenge facing the health literacy programs. imilarly those who took part 

in the qualitative part of the study stated that lack of responsible body to give credible 

attention and follow up on the programs was among major challenges. Lack of budget 

absence of responsible body to follow up the programs, lack of coordination and supervision 

and report mechanisms were al.so stated among the major/challenges observed in the health 

center. 
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Administration and supervision have irreplaceable role in implementation of any program. As 

the results obtained with respect to health literacy attending adults suggest the lack of attention 

and follow up mechanisms have direct weakening effect in the current as well as the future 

fate of the program. Without evaluating the achievements and challenges encountered, it is 

difficult to look ahead further and plan to achieve the goal of securing the well being of 

productive citizens. Thus the multifaceted problems listed out need to be addressed with 

credible attention and seriousness. 

The lack of proper attention and follow up was referred by the majority of the respondent 

health literacy providers. It is obvious the fact that proper attention and follow up is the central 

basic issue in which the continuation of the program refies upon. The multi-dimensional 

assessment makes it possible whether the program is effective enough in addressing the 

country's prevention-oriented strategy of the health policy. 

4.2.6.2. Challenges in terms of the Facilitations for Health Literacy Program 

The majority of respondents who took part in the quantitative pali of the study stated problems 

in facilities among the major challenge facing the implementation of the health literacy 

program. Inconvenience of the venue shortage of time for the program, shortage of furniture 

and teaching aids were also cited as part of the facility related problems. Similarly, in the 

case of qualitative part of the study, lack of proper facilitation and furniture was mentioned as 

major challenge. Challenges for elder people to attend the lesson comfortably, lack of 

adequate chairs in comparison with compared to the inflow of patients' number which did 

compel people to stand up and to follow the programs were among the challenges stated. As 

the results obtained shows facilitation problems were observed which obstruct the effective 

implementation of the programs. The literatures also point out facilitation problems as 

challenges in heath education. Accordingly, MOH (2004: 64-67) listed out the barriers of not 

conducting health education at appropriate time and at convenient place, not obtaining 

encouraging support before hand from close friend, hpusehold family member or from 

colleagues of the audience were also listed as barriers and not creating conducive conditions 

for conducting health education. 

Correspondingly, from health literacy providers side, participants in the quantitative part of 

the study pointed out lack of proper setting and time a llotm~nt for health literacy program was 

another major challenge pointed out by health literacy provider participants of the quantitative 
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part of the study. Similarly, in the case of qualitative part of the study, the respondents 

identified the problem of inconvenience of the health literacy venue as a major challenge. 

Lack of comfortable venue & destructive noises were among the major challenges cited by 

the respondents. As the re ults obtained from the participants suggest, the lack of proper venue 

and time were distracting the proper implementation of the program. A venue in which the 

lessons would be implemented without distractive noises and a proper time allotment could 

have encouraging effect on practice. 

Furthermore in terms of teaching aid materials facilitations, health literacy provider 

participants who took part in the quantitative part of the study identified lack of proper 

teaching aids as major challeng~s observed in the health ~iteracy sessions. Similarly, in the 

qualitative part of the study, the participants also pointed out insufficient and out -of- dated 

teaching aid materials among the major challenges encountered in the implementation of the 

program was also stated by the respondents. As the results obtained from the participants 

suggest the health literacy programs were short of teaching aids. Hence, if proper attention is 

given for the program, the shortage of supplementary teaching aid materials should have been 

solved. Otherwise the program will only be unidirectional lecture-oriented lessons. 

4.2.6.3. Challenges of Teaching Methodology 

On the other hand, the methodology adopted by health educators was referred by participant 

adult learners who took part in the quantitative part of the study as another major problem 

observed in the program. Accordingly, not interesting and weak method of lesson 

presentation, presentations on similar topics, mixing up of all types of patients and clients 

together to provide untargeted topic, provision of the lesson in one language only and lack of 

translation for people who can't comprehend the medium Amharic of language and lack of 

communication options for people with disability mentioned as frequently observed 

challenges with respect to the methodology of the lesson presentation. Similarly participants 

in the qualitative part of the study, problems in teaching methodology were pointed by the 

majority of the participants. Very brief lesson focused on similar topics through unattractive 

teaching method of oral lecture was stated as challenges observed. As the results obtained 

from the participants reflect, the methodologies implemented in the health centers were cited 

as another challenge. Conversely the literature suggest as to how the methodologies have to 

be that it should be prepared ,!-nd delivered in such a w~y that it should be informative, 
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recreating and attractive. For the program to be successful, according to the basic health 

literacy principles it requires coordinated approaches, full participation of different 

professionals and resources; and the community at large (MoH, 2004: 11). 

Correspondingly from health literacy providers perspectives, poor teaching methodologies 

were also identified by the participants who took part in the quantitative part of the study. 

Similarly in the case of qualitative part of the study, participants pointed out poor 

methodology which was not up-to-date unattractive and lecture-oriented lessons were cited as 

another dimensions of challenges encountering the programs. The problem of methodologies 

which were listed out by the respondents suggests that failure in the methodology could be a 

barrier in reaching out the targeted audiences properly. Thus, implementing appealing 

methodology is an important tas~ to be addressed in the hea~th centers. 

4.2.6.4. Challenges observed from Health Professionals' Side 

On the part of health literacy educators' situation, lack of motivation, preparation, punctuality 

and respect for adults were mentioned as problems by participant adult learners who took part 

in the quantitative part of the study. In addition, lack of experience in teaching, presentation of 

a topic with random selection without preparation and inefficiency in teaching the lesson were 

also stated as problems respondents encountered during visit to the health centers. Similarly 

in the qualitative part of the study participant adu It health educators pointed out the lack of 

competence in health literacy educators among major challenges observed. Lack of experience 

in teaching, inability to provide enough information for people with different learning 

abilities, lack of competence for. treatment of adult learners,. with different types of needs and 

reluctance of the health literacy educator reflected upon presenting very brief notices were 

challenges listed out as to the qualitative part of the study results. The results obtained from 

the participants suggest that the majority of respondents believe that the health educators were 

committed and competent enough with respect to the health literacy programs. Hence, the 

presence of low perception leads to low interest and expectation to follow the program 

attentively by the adults. 

Correspondingly, from health professionals perspectives, the major challenges in terms of 

readiness and efficiency of health literacy educators were pointed out by health professionals 

participated in the study that lack of readiness and efficiency of health literacy educators were 

among the major challenges observed according to the response of those who took part in the 
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quantitative part of the study. Similarly, participants who took part in the qualitative part of 

the study stated reluctance and lack of motivation from adult educators' side as another major 

challenge. Considering the sessions as part of routine duties and lack of interest and 

preparation for the sessions were stated as major challenges observed. As the results obtained 

indicate, the pulling force towards implementation of professional work has essential role. 

However, the overt behaviors reflected on the health educators as referred by the respondent 

adult learners shows there is problem of motivation which might have been related to the 

reasons mentioned in the previous inquires. Nevertheless, the readiness of educators has 

decisive implications as to how effectively the programs would be executed. This was 

indicated in the literature. Hence, Gboku & Lekoko( 2007: xiii) pointed out that the 

successful implementation of adult learning policies and programs depends in large measure 

on the availability of knowledgeable, skilful, and socially committed educators of adults. 

Because they are key agents in the real ization of adult learning, the quality of their initial and . / 

continuing training is crucial. 

4.2.6.5. Challenges observed from Adult Learners' Side 

Most health literacy provider respondents who took part in the quantitative part of the study 

pointed out lack of motivation from adult learners' perspectives among major challenges 

observed in the health centers. Similarly, most of the health literacy provider respondents who 

took part in the qualitative part of the study stated that adult learners' reluctance and lack of 

attention to follow the program was among the most frequently observed challenges observed 

in the implementation of the health literacy programs. Being over shadowed with culturally 

held erroneous beliefs, doing other things instead of listening and making distracting noises 

were among the major challenges observed during the lessons. 
. / 

Lack of interest and attention from adult learners side has to do with different factors. The 

reasons for adult's reluctance to follow attentively the health literacy were stated by the 

respondents. Most of the respondents agreed that adults were carried away with the thought of 

their illness. The other frequently observed reasons were the thought that they had already 

knew the topic, lack of attractive presentation, not related topic for their reason of visiting the 

health centers, lack of well prepared educators, mixing up of all type of people compelled to 

attend a single lesson were cited by the respondents as the causes for the reluctance of 

attentively following the program. As the results obtained from the study participants 

responses indicate, there were various reasons for reluctances of participant adults which 
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might have direct implications in the learning process. The literatures also confirm that lack of 

willingness of the audience to learn and try new things and if they consider the health 

education delivered or advices given may not bring much difference in their health status is 

also another side of barriers(MoH ,2004: 64-67). 

Therefore, the overall results obtained from the participants suggest that the issue of 

addressing the needs and priorities of adul ts should be of prime interest in reaching to the 

targeted audience effectively and efficiently. 
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CHAPTER FIVE 

5. SUMMARY, CONCLUSION AND RECOMMENDATION 

This study tried to explore the current health literacy practices from an adult learning 

perspectives in selected five h'ealth centers found in Addis Ababa. Data collection was 

conducted from adults who were attending in the health literacy program during the study 

period. Data were collected from 150 adults (75 male and 75 female) and 31 health 

professionals (12male and 19 female) in the quantitative part of the study, and 15 health 

educators and 15 adult learners took part in the qualitative part of a study. There was also a 

focused group discussion (4 Adult learners and 2 health educators). Moreover, direct 

observation was conducted during the period of the · study. In this section, summary, 

conclusions and recommendations are presented. 

5.1. Summary 

The summary of the major findings of the study are presented as follo~s: 
/ 

• The health literacy practices implemented in the health centers were predominantly in 

terms of group-based lessons for occasional outpatients. Similarly, department-based 

lessons which include lessons for regular clients visiting for follow ups in family 

planning, pregnancy, immunization, HIV and TB were also provided. Inaddition, 

individual -based face to face consultations were conducted during medical 

examination period. 

• Disea e prevention-based lessons were predominantly provided in the health centers 

with respect to mother and child health and family planning health issues. Similarly 

lessons on chronic and communicable diseases especially HIV/AIDS and TB were also 

provided largely. 

• There was no apparent criteria and uniformity in the selection of the topics for 

discussion across the health centers. Health Iiterac/lessons announcements were also 

placed not visible for visitors to notice as to what topics to be discussed by whom and 

on which date and for how long and at what specific time. Inaddition ,the health 

literacy lessons had inflexible schedules and the alternative teaching mediums or 

materials were scarce and out-dated. Furthermore, transparency and accountability of 

leadership are not clearly put in place with respect to running the health literacy 

programs. The emphases seems taken on monthly report documentation. 
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• The majorit of the adult population had the awareness about the presence of health 

literacy practice in the re pective health center addresse and claimed to have prior 

knowledge about the topics. Females were claimed by majority of study participants 

to be the most frequent beneficiaries of the health literacy programs provided in the 

health centers. The majority of the lessons provided in the health center were claimed 

to be practical, urgent aod closer to daily life of aqults' health issues by both of the 

study participants. However sensitivity to diversity of the attendees' educational, 

disability and interest were not satisfactorily met in health literacy lessons. 

• The majority of health educators stated that they didn't have clear manuals at hand as 

to how to provide the lessons for adults. Consequently, all the study participant health 

professionals agreed with the need and relevance and feasibility of adult teaching 

methodologies in the implementation of health literacy lessons. 

• Dramatic approach was referred by most participant adults as preferable method. 

However, oral lecture presentation method was the predominantly implemented 

method to address the health topics in the sessions .Dramas, group discussions, lecture 

methods and audio visuals were mentioned consecutively in descending order as the 

preferable options to foll<;>w the health literacy progr~m by the majority of respondents. 

In addition, the common medium of language used in the health literacy sessions was 

Amharic. However, second language speakers' translation problems and the use of the 

medical terminologies were cited as challenges needed to be addressed. 

• The majority adult learners respondents pointed out the problem of facilities, the 

teaching methodology, lack of competence and commitment in health literacy 

educators side, problems in administrating, supervision and follow up and lack of 

interest among adult learners as the major health literacy challenges rated in 

descending order which are observed in the health centers currently. 

• The majority of health professionals pointed out that lack of responsible body to give 

attention for the follow up was the major challenge in the implementation of the health 

literacy program. Lack of motivation from adult learners' side, lack of readiness and . / 

efficiency in health literacy educators' side, poor teaching methodologies, lack of 

teaching aids, lack of proper venue, and time allotment were rated in descending order 

as among the major challenges observed in the health centers currently. 
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5.2. Conclusion 

In this section the conclusions drawn based on the fil').dings of the study are presented as 

follows: 

• Group-based health literacy lessons were predominantly implemented in the health 

centers. Departmentalized and individual- face-to-face lessons were also provided 

which were integrated with the medical treatment and follow- up programs. It was 

evidenced that the majority of adults have the awareness about the presence of health 

literacy lessons in the health centers. However, the lessons were not free from 

limitations in its duration, venue facilitations and composition of attendees to follow 

the program effectively which calls for substantial attention from stakeholders. 

• The majority of health literacy lessons were salient health problems which address the 

urgent, practical and daily life need of adults. The majority of adult learners study 

participants also claimed that they had prior kno~ledge about the topics. However, 

sensitivity to diverse nature of attendees were not given due attention. Thus, the 

lessons were not customized in fit- for- purpose for adults' problems, needs, priorities 

visiting the health centers. Rather, mixing up all patients with different cases for 

visiting health centers compelled to attend a single topic which may have debilitating 

implications. The gender·parity and the needs of persons with disability also implicates 

there is still gap and need to be fulfilled to address health literacy lessons to all 

sections of the public. 

• Leadership for the overall program planning, implementation, monitoring and foIlow­

up were not clearly put in place and loose chain of accountability and transparency 

with respect to health literacy programs within the health center. This can contribute in 

the overall implementation of the program. 

• In most of the health centers, there was absence of resource centers, limited reference 

materials and clear guiding manuals which contribute for absence of preparation for 

the lessons by health professionals. The experience of health literacy lessons educators 

were not also supported with in-service trainings and limited to their medical 

knowledge from their respective academic studies. The need for further training in the 

methodology of adults teaching was claimed by most study participants. Thus, it was 

obviously pointed out that common working ground across the sectors and 

interdisciplinary cooperation are apparently feasible in the health and education 

sectors. 
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• Oral lecture method was employed predominantly in the health literacy programs. 

Approaches in drama group discussions, lecture methods and audio visuals were 

mentioned a preferable options to fo llow the health literacy programs by the majority 

of the study participants. Alternative hea lth literacy mediu ms were not satisfactorily 

implemented in the hea lth center . The need to implement diversified lessons with 

appealing, educative, info rmative and recreational methodology require the 

commitment and due attention from the concerned bodies. 

• The predominantly used Amharic language facilitated the smooth fl ow of the lessons. 

However, the use of medical terminologies and sec6nd language speakers' translation 

problems were evidently not addressed. Initiative in plain language utilization and 

translation mechanisms should be adopted to serve the diverse types of adults 

attending the program. 

• The physical and psychological environment and facilitations which have decisive 

role and implications in the teaching - learning process haven ' t been successfully 

addressed to the leve l of satisfaction for most of .the participants of the study which 

requires substantial attention and practica l olution. 

• The lack of attention in the planning implementation, monitoring and follow-up of the 

programs has been critically weakening the current implementation of the program. 

The financial, physical, psychological and methodological facilitations were also not to 

the level of satisfaction. Establishment of responsible organizational body, accountable 

leadership and sense of ownership calls immediate attention from the stalk holders in 

order to run the currently fragmented efforts. 

5.3. Recommendation 

In this section, recommendations are forwarded based on the study findings and the 

subsequent conclusions drawn. 

Health literacy is a major prevention strategy to combat preventable diseases in the health 

policy Ethiopia. The current practices employed in the primary health care centers which are 

referred as the settings in which the prevention activities sought to be emphasized. However, 

in addressing the beneficiaries need and priorities of adults, who represent significant 

productive force of the general public, haven' t yet satisfactorily met the diverse learning 

abilities and needs of adults. Indeed, currently considerable amount of finance have been 
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invested in the health sector through government, non-governmental organizations and 

international partnerships. Yet, there seems still a missing gap in addressing targeted learning 

needs and priorities of adults. Therefore, in order to achieve productive and healthy citizens 

who contribute much more in the socio- economic and development endeavors, the learning 

arenas should reflect the considerations of adult learning perspective. Therefore, in view of 

this, based on the findings of the assessment the current health literacy practices in the health 

care centers of Addis Ababa the following recommendations are put forwarded. 

• The organizational structure should clearly identify an accountable body for the overall 

implementation of the health literacy programs. As~igning sufficient budget for the 

implementation of the program is also imperative. Thus, in order to plan, implement, 

monitor and follow up the overall programs, the fmancial inquiry should be given 

priority. Follow up of the program in terms of fulfilling the required proficient manpower 

and supply of educative resourceful materials should also be given proper attention and 

comm itment. 

• The discrepancy between scarcity of resources and the inflow of patients could be 

significantly mediated through addressing the root causes by implementation of health 

literacy lessons. Health literacy has significant role meeting the desired behavioral 

change through the felt needs of adults. Without the implementation of comprehensive 

strategy, it is futile to expect fruitful end. Thus, in the preparation and implementation of 

the program, learners' diverse needs and priorities should be considered cautiously. The . / 

needs of persons with disability should also be given the appropriate considerations. 

• It is commendable to have clearly set criteria for the lessons to be addressed and 

comprehensive plan with consultation of the target groups as stalk holders rather than 

expert- based, top-down directives without evaluating the current developments. 

• Health literacy programs should strengthen the provision of topical health issues of 

which are more practical in a household context to reach out all members of a family 

than the prevalent orientation to female beneficiaries' maternal services. 

• The group-based and department-based lessons should also follow the practical 

alternatives implemented for everyone attending the health center could at least know the 

causes oftheir health problems through using different mediums of communications. 

• Appealing psychological environment should be given credible emphases. The . / 

psychological aspect of treatment has strong implication as part of the medication or 

83 



• 
treatment proces. Willingness to listen, showing respect, verbal and nonverbal 

encouragement are crucial elements in facilitating ... the psychological environment. 

Trainings in how to treat adults should be facilitated for health professionals by the 

health bureau. 

• The distracting and noisy venue, lack of sufficient and comfortable furniture which have 

negative impacts for adults to follow the programs attentively needs to be addressed and 

given priorities for effective implementation of the program. For instance, administering 

the registration of incoming patient could take place separately rather than 

imultaneou Iy during group ba ed les on provi ion sessions to preserve the short 

comings of simultaneous activities at the same time which largely caused distractive 

effect. 

• Active learning through participatory lecture method should be considered to fulfill the 

needs of incoming adults .with different learning sty~es and chances of group learning 

situation should also be strongly implemented. Communication should have to be two 

way rather than unidirectional. It is practically essential to facilitate and secure up-to­

date productions of audiovisual materials from the concerned government body. 

Furthermore, the use of multilingual approach and devising alternative communication 

for persons with disabilities , preferable mediums and methodologies should be 

implemented in the program. 

• The methodologies employed have to be prepared and delivered in such a way that it 

should be informative, recreating and attractive. Alternative means of reaching targeted 

beneficiaries of the health literacy programs should also be employed to reach the 

unreached without time limitation. Thus, audio and visual materials could be 

implemented for those adults who did not had the chance to attend the morning literacy . ... 

session whenever they arrive. 

• Learning is a never ending lifelong process in all walks of life. Both health literacy 

providers and recipients belong on this continuum. Thus, creating a participatory rather 

than provider-recipient type of relationship in terms of knowledge sharing for the 

common goal of voluntary behavioral change should be facilitated within the health 

centers. The claims made by the study participants about their prior knowledge in health 

issues also demonstrated the need for widening the horizon. 

• Upgrading the skills, efficiency and work ethics of the health profes ionals are 

imperative tasks. The relevance of methodologies from adult education play pivotal role 
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in addre sing the problems of the learner i unquestionable. Thus providing in-service 

trainings adult teaching methodology traini ng for health professionals in addressing the 

problem should be considered seriously and given prierities by the health bureau. There 

should be practical working space for professions in health and education in the matter of 

health literacy in trainings and upgrading the skills of the professionals. 

• Facilitating a resource center for health educators can help to motivate the health 

professionals and update their knowledge. Thus, resource centers in the health centers 

should either be established or strengthened. Health professionals should at least have 

access to up-to-date reference materials clear guid.ing manuals as to how to address 

effective ly health literacy les on inc the world of science is continuously changing. 

• In the implementation of the current medical study programs in the tertiary level, the 

inclusion of adult education methodologies should be given credit and reasonable 

number of courses should be included in the curriculum of medical studies in higher 

institutions. Similarly, inclusion of basic health education issues through appealing and 

appropriate methodology should be vertically and horizontally integrated in the formal 

curriculum starting from the very grass root level. 

• Stakeholders should play the role of widening the program, giving attention to the 

program and pointing out the problems, coordinating in implementing the program, 

establishing timely and essential gu idelines, organizing discussion forum with patients 

about the program weakness and in establishing professional development system. 

• Widening the horizon and go beyond the health centers is essential strategy of reaching 

out the community at grass root level and raising the awareness. Therefore, facilitations 

should be made that health professionals should serve as a visitor educator in various 

social and communal settings like schools, worksites and social gatherings to share their 

professional expertise and experiences. / 

• It is commendable to have further countrywide baseline survey to assess the 

methodological problems and consequent impacts about the implementation of health 

literacy programs in the health centers. National and international partners working in the 

health sector should also assess the methodologies implemented in their programs to 

evaluate the impact it brought in effective execution of their respective programs or else 

consider the need for revision. 
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Appendix A 

Addis Ababa University 

School of Graduate Studies & Research 

Faculty of Education and Behavioural Studies 

Department of Teachers Professional Development Studies 

Adult and life Long Learning Unit 

Questionnaire to be filled by adult learners 

The following questioner is part of a thesis work undertaken by graduate student of adult . / 

education and lifelong learning. Its primary aim is exploring into the health literacy practices 

from adult learning perspectives. Its major parts deals with general demographic 

information, the health literacy practices, assessment dimensions of the practice from the 

adults' learning perspectives, the challenges faced on the practices and recommendations 

for improvement. I would like to ask your kind collaboration to take part in the study and 

also like to assure you the confidentiality of your responses. Thank you in advance for your 

genuine responses. 

PART ONE: GENERAL INFORMATION 

DIRECTION: For the following questions please respond either by a word/phrase of your 

opinion or by putting a check mark(./) on the option of your choice. 

1. Gender: Male 0 Female 0 

2. Age: ___ _ 

3. Level of Education: Illiterate 0 Elementary 0 Secondary 0 Tertiary 0 

4. Marital status: Single 0 Married 0 Divorced 0 Widowed 0 

S. Employment Status: Employed 0 Unemployed 0 

6. Have you got a disability? Yes 0 No 0 

7. How often do you visit the health care center in a year? ______ _ 

8. For what type of health problem are you visiting? _________ _ 
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PART TWO: THE HEALTH LITERACY PRACTICES FROM ADULT LEARNING PERSPECTIVES 

Direction I : For the following questions please respond either by a word/phrase of your 

opinion or by putting a check mark( v"') on the option of your choice. 

1. What kind of health literacy topics have you attended at the health center? (You can 

choose more than option) 

Chronic & communicable diseases 0 Family Planning.D 

Environmental sanitation 0 Immunization 0 

Mother and child health 0 HIV and AIDS 0 

Reproductive Health 0 Food hygiene 0 

First aid 0 

Epidemics 0 

Malaria 0 

Disabilities 0 

TBD 

Other __________________________________________________ _ 

2. What health literacy topics have you attended most often at the health center? 

3. From your experience, at what time does the health care center provide the health 

literacy lessons? 

In the morning 0 In the afternoon 0 Both mornings and afternoons 0 
Other ____________________________________________ _ 

4. On average, how long does a health literacy service take at the center you often attend? 

______ minutes. 

5. Where in the health center is the venue for the provision of health literacy located? 

In the patient's waiting area 0 

It has its own place 0 

Other 

It has no venue 0 

In an open space 0 

6. How important are the health literacy services provided in the health care centers you 

often attend? If yes, how? 

They are important 0 They are not important 0 

7. How do rate the urgency of the contents (topics) provided in your health center? Very 

urgent 0 Urgent 0 Not urgent 0 

8. Which type of mediums used dominates in the health litera€y services provision? 

Audio materials 0 Visual materials 0 Audio visual materials 0 

Oral presentation Other _______ _ 

9. What medium/channels do you prefer to learn the health literacy lessons? 
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10. In the health center what language is used during the health literacy sessions? 

Direction II: Please read each questions ca refully and put a check mark(,f) on the option of 

your choice. 

N Items Options 
0 

III 0 
~ Z 

1 Are you aware of the presence of health literacy services in the health center? 
2 Have you noticed time schedules of health literacy posted at the health center? 
3 Are there facilitations for elderly people in need assistance in the health care 

centers? 
4 Can people with disability attend health literacy services with-the available 

facilitation of the health care center? 
5 Do you think the contents of health literacy services are related to your life in 

the practice? 
6 Are the contents (topics) of the lesson a prevalent health problem in your 

specific living place or region? 
7 Do you personally think that you will use what you have learned in the center for 

your life? 
8 Do you have previous experience or knowledge with the content of the lesson 

you have learned in the health care center? 
9 Does the health literacy of the center use different channels of information 

tra nsm ission? 
10 Are there other supportive channels of communication for people with 

disabilities? 
11 Are different mediums of communication integrated as a whole in the health 

literacy sessions? 
12 Did you ever get a chance to express your views during health literacy provision 

sessions? 
13 Are you actively involved in the conversations with the health professionals of 

the center? 
14 Do the health professionals use medical terminologies which you do not 

understand? 
15 Are there chances for adults to share ideas in group in relation to the raised 

topics? 
16 Are other adults given chances to provide their personal tes.timonies regarding 

health literacy sessions? 
17 Do you think you can broaden your knowledge outside the health care center in 

your own way after attending the health literacy lesson? 
18 Is the health literacy educator willing to listen attentively your problems? 
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19 Is the health literacy facilitator willing to listen attentively your inquires during 
the lesson? 

20 When the health literacy lessons presented, are they presented orderly and in 
sequential order? 

/ 

21 Is the health literacy willing to manage the needs of adults with different 
learning abilities? 

22 Do you think people with lower literacy skills can follow up the health literacy 
services provided in the health care center? 

23 Do you personally think the learning venue for health literacy session looks 
interesting and educative? 

24 Do you think the venue for health literacy suitable for elderly people? 
25 Do you think the venue for health literacy suitable for people with disability? 
26 Do you think the venue for health literacy suitable for pregnant women? 
27 Do you think the venue for health literacy suitable for women carrying a child? 
28 Did you observe enough furniture for adults to follow the health literacy lessons 

in the health care center? 
29 Do you think you found out reliable information about health related issues 

from the health care center? 
30 Could you express your opinion without any fear and embarrassment during the 

health literacy sessions? 

Direction III: Please read each questions carefully and put a check mark(.,I'} on the option of 

your choice. 

No Question Items Options 

Vl 
Q) 

2?: 
E 

Vl .;:;; 
>- - Q) 
III III 

E 3: ::J 

« Vl 0 => Vl 

1 How often do you get health related advice and consultation from the 
health care professionals during and after medical examinations and 
checkups while you visit the health center? 

2 How often do you get the contents· (messages) of the health Iit.eracy 
services clear and easily understandable to you? 

3 How often does the health professional use difficult medical terminologies 
in the health literacy programme? 

4 How often you get appreciations (whether verbal or non-verbal) from the 
health professionals for your views in relation to health problems? 

5 How often are you treated with respect by health literacy services 
providers in the health care center? 

6 How often have you been given feedback from the health literacy service 
provider professionals? 
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No 

1 

2 

• 3 

4 

5 

6 

7 

Direction IV: Please read each questions carefully and put a check mark(v") on t he option of 

your choice. 

Items Options 
,-

~ 
~ 

0 
U 0 
~ U VI 

(\I .~ 

'ti (\I 

:;; VI 
(\I C 
V) ::J 

How do you rate the health literacy practitioners' preparation for the service? 
How do you rate the health literacy practitioners' knowledge of the content 
they teach? 
How do you rate the health literacy practitioners' willingness. to help and 
being at service? 

How do you rate the health literacy services in terms of sensitivity to the 
diversity in levels of education? 

How do you rate the health literacy services in terms of sensitivity to diversity 
in relation to disability? 

How satisfied are you about the health literacy services sensitivity to cultural 
diversity? ,-

What is your overall impression about the venue for the provision of health 
literacy services looks like? 

PART THREE: CHALLENGES OF THE HEALTH LITERACY PRACTICES FROM ADULT LEARNING 

PERSPECTIVES 

Direction: Please read the questions carefully and describe your honest opinion briefly. 

1. What do you think the health literacy provided in the health center lacks? What are 

the major challenges you face while attending health literacy services at the center? 

2. Do you think challenges have been given attention by the concerned stallholders 

of the health center? (explain your answer briefly) 
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3. What do you think would be the solution for effective implementation of the 

health literacy services in the health care center? 

> 
4. What do you think pertinent stakeholders should play in realizing the solution on 

the ground? 
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Appendix B 

Addis Ababa University 

School of Graduate Studies & Research 

Faculty of Education and Behavioral Studies 

Department of Teachers' Professional Development Studies 

Adult and Life long Learning Unit 

Questioner to be filled by health literacy educators 

This questionnaire is part of a thesis work undertaken in partial fulfilment of Masters Degree 

in Adult Education and Lifelong Learning. Its primary aim is exploring into the health literacy 

practices from adult learning perspectives. Its major parts deals with general demographic 

information, the health literacy practices, the challenges faced on the practices and measures 

Should be taken for improvement. I would like to ask your kind cooperation to take part in 

the study and also like to assure you the confidentiality of your responses. Thank you in 

advance for your genuine responses. 

PART ONE: GENERAL INFORMATION · 

Direction: For the following questions please respond either by a word/phrase of your 

opinion or by putting a check mark( v") on the option of your choice. 

1. Sex Male 0 Female 0 

2. Age __ _ 

3. Marital Status _____ _ 

4. Level of Education Secondary education 0 Certificate 0 

Diploma 0 Degree 0 

5. Total years of experience ___ _ 

6. How long have you served in health literacy lessons? ____ _ 

7. Have you taken any course in adults' teaching? Yes 0 No 0 
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PART TWO: THE HEALTH LITERACY PRACTICE FROM ADULT LEARNING PERSPECTIVES 

Direction I: The following questions are inquires with regard to' your experience in 

providing the health literacy services. Please read each questions carefully and respond 

either by a word/phrase of your opinion or by putting a check mark(~) on the option of your 

choice. 

1. What type of health literacy services are provided in the health care center? 

Family Planning 0 Food Hygiene 0 Environmental Sanitation 0 

Reproductive health 0 Nutrition 0 Immunization 0 EpidemicsO 

First Aid 0 Meningitis 0 HIV/AIDS 0 TB 0 

Chronic & communicable diseases 0 Mother and child health 0 

DisabilitiesO 
Other _________ _ 

Malaria 0 

2. What health literacy topics you most often provided in the health care center? (Rank 

the health literacy services from the most often provided to the least often) 

Family Planning 0 Food Hygiene 0 Environmental Sanitation 0 

Reproductive health 0 Nutrition 0 Immunization 0 EpidemicsD 

First Aid 0 Meningitis 0 HIV/AIDS 0 TB 0 

Chronic & communicable diseases 0 Mother and child health 0 

Disabilities 0 
Other _________ _ 

Malaria 0 

3. How many adults attend health literacy programmes in one (single) session? 

4. When is the time for provision of health literacy? 

Early morning 0 Noon 0 Afternoon 0 Other ____ _ 

5. Which sex does benefit the most frequent attendance of health literacy in your 

center? 

Male 0 Female 0 

6. What venue do you use for the provision of health literacy services? 

At waiting area for patients 0 At a special hall reserved for health literacy 0 

No regular venue 0 Other __________ _ 

7. How frequently do you get a turn to teach adults in the h~alth literacy programme of 

the health center? 

Weekly 0 Every two weeks 0 Monthly 0 Other ____ _ 
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8. How are topics for discussions in the health literacy sessions selected by the health 

care center? 

9. How do you prepare yourself for the content of your session in the health literacy 

program? 

10. What do you refer in order to substantiate your presentation? 

Manuals 0 Audiovisual materials 0 Reference books 0 

Other -------

11. What sort of medium do you use in the health literacy programmes? 

Audio materials 0 Visual materials 0 Audiovisual materials 0 
Other ______ _ 

12. What is the common language used to transmit the health literacy lesson in the 

health care center? __________ _ 

13. How do you think adults prefer to learn about health issues in the health care center? 

Lecturing 0 Group Discussion 0 Demonstration 0 
Drama and art 0 Audiovisual records 0 Other ------

14. Do adults feel reluctant to attend the health literacy programme? 

Yes 0 No 0 I can't say 0 

15. If your response for item "14" is yes, why do you think that is? 

16. Do you supplement instruction with appropriate instructi9n materials? 

17. Is the teaching floor open for adults' to express their views without reservation? 

Yes 0 No 0 I am not sure 0 
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N 
0 

1. 

2. 

3 

4. 

5. 

6. 

7. 

8. 

9. 
10 

18. If your response for item 1/17" is No, why do you think is it? 

19. How do you check whether the adult learners understood the lesson they have 

learnt? 

20. How do you rate the presence of educative materials (posters, pictures etc) in the 

health center? 

Excellent 0 Fair 0 Poor 0 

21. Is the venue of the health literacy programmes free from destructive noise? 

Totally free 0 Somehow free 0 Somehow noisy 0 Totally noisy 0 

Direction II: For each of the following questions please respond your opinion by putting a 

check mark(./) on the option box provided. 

Items Options 
Yes No I don't Know 

Do you think incoming adults for medical treatment aware of the 
presence of health literacy service provisions in the health center? 
Is there a resource (reference) roOrT) for the preparation of heaJth 
literacy materials? 
Does the health center have planned (scheduled) programmes for 
the provision of health literacy? 
Is the health literacy programme to be implemented posted in 
the notice board? 
Do you have area of expertise in the topic of health literacy 
issues you teach in the programme? 
Do you think the health literacy programs have direct implication 
in the life of adults attending the programme? 
Do you think that the adults are eager to follow the content of the 
health literacy programme? 
Do you speak other languages other than Amharic in translating 
difficult medical terms? 
Do you have clear guidelines at hand as to how to teach adults? 
Can all the venues for the health literacy programmes of the 
center accommodate the learners cbmfortably? " 

100 



Direction III: For each of the following questions please respond your opinion by putting a 

check mark(v") on the option box provided. 

No Items Options 
Always Some Never 

times 
1 How often do you prepare lesson outlines for the topic 

discussion in the health literacy programmes? 
2 How often do you refer to the literacy manuals for 

health literacy programmes? 
3 How often do you repeat important pOints for assertion of 

teaching process? 
4 How often do you provide immediate feedback for health 

inquires raised by adult learners? 

PART THREE: CHALLENGES OF HEALTH LITERACY PRACTICES FROM ADULT LEANING PERSPECTIVES 

Direction: Please read the questions carefully and describe your honest opinion briefly. 

1. What sorts of problems did you observe in the health literacy programmes of 

your health center? 

2. What should be done in order to improve the quality of the health literacy 

practices in the health center? 
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Appendix C 

Interview Guide for Adult learners 
1. What type of health literacy service do you receive from the health center? 

2. How is health literacy the center conducted? (When, where, for how long) 

3. What types of teaching methodologies are used in the health center? 

4. What types of teaching aid materials are commonly used? 

5. Are the contents of health literacy lessons relevant to adults? 

6. Is the health literacy education of the center sensitive to learners' diversity? 

7. How do you evaluate the competence and commitments of health professionals 

towards teaching in the health literacy programmes? 

8. What should be done in order to solve the problems and enhance the health literacy 

programmes? 
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Appendix 0 

Interview Guide for Health Literacy Providers 

1. What type of health literacy services do you provide for clients is the health care 

center? 

2. When and where are the adult literacy programmes provided? 

3. How long does it usually take? 

4. What types of teaching methodologies and teaching aid materials are predominantly 

used in the health literacy programmes? 

5. What do you think of teaching adults? Does it require special training or the medical 

knowledge by itself suffice for the provision of the health literacy programmes? 

6. What sorts of problems do you encounter from adults coming to the health center in 

relation to the health literacy programmes? 

7. What do you think are the major challenges you as a professional faced in relation to 

health literacy programmes? 

8. What should be done in order to solve the health literacy practice problems provided 

in order to enhance and improve it? 
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Appendix E 

Focus Group Discussion Guide for Adult Learners and Health Literacy 
Providers 

1. Do you think there is awareness on the community on the presence of health 

literacy practices implemented in the health centers? 

2. Do you think the needs and priorities of adults treated in the health literacy 

programmes? Why? 

3. What are the major challenges observed in the health care centers in 

implementing health literacy programmes? 

4. What measures should be taken in order to alleviate the problems of adult 

learners in the health centers? 

104 



Appendix F 

Observation Checklist of the Health literacy Programmes 

Ser. List of Observation Implementation Status Remark 
No - Yes No 
1. Learning Schedule 

Regular Assignment of educator 
Regular selection of health topics 
Regular time schedule 

• 2 . Organization system 
Organizational structure 

Regular supervision 
Reporting procedure 
In-service training for educators 

3. Learning Resources 
Availability of learning resources 

3.1 Audio materials 
Visual materials / 

Audio visual materials 
Models 

3.2 Availability of references 

Guides/ manuals 
Journals/ research outlets 
Health related magazines, 
On-line based services 

4. Learning Venue 
Convenience for adults 

Free from destructive noises 

Convenient for people with 
disabilities 
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Appendix G 

n.&lll nOll ~ tliCIl1: 

f~Ul 'rl:P t-'ruct-Cj 'rc'rc 

fll., t-'ruct- f1t\.~Cj fll.,-IlU& 1''.It-

f pC'J+ t-ruct-Cj foo'rut-, ilD'f "'I7i7if 1'Cjt- h~A 

f'rA"'Ifi"f- t-'ruct-Cj uJ!.OJt- iID'/t- oo"'lC 'CJ-ll h~A 

rO'f.h··t-tlO)· oom~~ Ml~.fl ~lnll ~UiCflt n1o t\O'f{l :fc; u~ro'}' 00-11- '}·9"uc·~ HCtJ: 
rO'ffl ·}'t.,}, ~:u, O'fOJ.Y 1'c;.}. ~ll)t\ (ur i cpc; qt'\O'f(l). h1"t\O'f{l:f rooO'fC (}''b;t' ~1 '}'1C 

rm.CJ T~9"UC'}' 'U.·~ ·i oo~l'lfl 'tro· :: rUDm.f',~ CP',I}: M~II" :l: ~lm:p".f', ool:ri9'l' '}: 
h1"t\O'f{l:r rooO'fC 'I.'y • .y. ';f. ~1'}'1C rm.CJ ·}·9"Uc·}· lU.-l-'} oo~l'lflc; ~l ·n~ ';f·"}c:r· '} rootlr·}· 
'1ro-:: noo{f'r'9" n1'C;' /:: t'\~ tlool'l""~ ~lfl~t'\1.(I)··} '}' -n-nc h'}p .. N'.C1·N'S tl'}' U')·c; hrmr~(}· 
rO'f.(}m·~ ooOf O'f.flm.&--1?',,/:: r "-mn.p oo{f'r' ,} ~ll;J,,}1't\9' :J' II (}. :: flllO'f.l'lm·~ ool.:ri 
tl~ ~O'f.Y 9"fl;Jc;~ ') ~l-"ClllI U':: 

oooo{,f:- r01J.h·t-II·'~,} 1'Y-k9':r nO'f.111 nO'f'}n-n h'}Y..r~lfl~"1.'r'/:: r "/" 9"t\n'}' nO'f~l,,} 
ro~9" nllP- (l;t' 9':r ,,~ oot\fl9',) noooo-"')' 9"" 7i9"} ~flm-:: 

1. ?;t':- ro'}~ 0 I'd, 0 
2. oY;O'f. _ ____ _ 

3. r*9"Uc* Y..l.:q:- tloo,('.nC;: ·}-f,}-Yt\·t-O'fl/:r 0 roo~oo&y Y..l:q 1'9"UC'~ (1-8) 0 

r U-II 't-~ Y..l.:q '}·9"UC'}' (9-12) 0 

11/\ _____ _ 

Y"111!1' 0 Y111H· 0 ntJ:~ r ~fJooH- 0 
r·}-~c ~1;JC nu~ro'}' rll.lIH· 0 

5. rfl&-- U-'b;t':- F&-- YII(I)-/t'\'}, 0 
6. ~ll)t\ 1'~".c;: '19',}.? n9' 0 

F&-- rll.lI(1)-/"·)- 0 
~l~Y..1I U-9" 0 

. / 

7. llll~ro- ~l'}~ ~loo')- ro-fl1' MlO'ftl~ 119",} YUt\ 1.tt ro.r.. mS tTJll.Yro- oo1'·t-cpt\? 
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uouo/'f 1111;: rD1J.h ·/'t'l· ·}··} 1'f'I:,9):): 1l°'1,1C1 1lD1J'}Il-n h 'H'.rMl&.I\1.'1'I: r ""''' 9"An'}' 
1lD1J~l''J m~.9" Illlf'. (l;r,9) :): I\~ ooAll,9) '} 1100 00·1\ ,}. 9'W{i,9) '} ~llm':: 

1. 1lm.'1 ff10.f(J)· 1l9"'} o,~ ~,}. Co(\ 1·,<>,r-:Y· l1·tf '}'9u UC'}' "'h;r'h'l~A? (h~, '}~ Ill\~ 
~,D1J6-(;5b'f'} 009" l l' ~'fl\t'I.) 

i'I\I\&. 07i;r f»'f D ro",·(\,O 9"ff1'l, D 
r~,t"JlIll. ,M'}' D n'}'lI r

}, D 
rh'1·y.'f'1 U'I '1 O}. m.'1 D ~b'f h~i'i. ~b~ll D 
rll., "'~A}'. m.'1 D r9""J'1l 'Mu'1 D 

(J)lC7i~ D 
r(J)lI 1l7i;r D 
r~,IIA 1'P"r D 
r'''I'}lI .,.,.c" D 

rooJ!.notf .r.l~ oCP,;r D Ibl\ __________ _ 

2. 0m.'1 ff1o .. r(J}- hD1J.(\m··}· rm.'1 '}'9"UC'}' Co(\ 1·P,r-'f oot"JhA hCll,9)'} O-nt1'r 
rD1J.f ;J1'CfO'}' 9",} ~,~'i'l' rm.'1 '}'9"UC'}' "(J)'? 

-
3. hA9"J:,9) Ono.,,, ,}, 1lm.'1 ff11l.f(J)· rD1J.(\m·'}· rm,'1 '}·9"Uc·y.:y· or·}·CJ!(J)· 1.tI. "(J)-? 

Ilm~'}' D h(\o,·}· 11'>.1\ D m~'}''1 h(\o,·}· D Ibl\ _____ _ 
4. hCll,9) 1lD1J.m·,>no·Il'}· rm.'1 ff11l.f M,OIJII~, t'\9"'} fUA tIt. rm.'1 '}'9n UC'/': ~(\ff1A? 

______ f.'I?,.4> ,9):y.:: 

5, 1lm.'1 ff10.f(J)· rm.'1 '}'9"UC'}' rD1J.(\l' Il'}' (l;J' r')' ',m·? 
1l;rt"JD1J.,9):Y' roomllll'l?,f (l;r D r 6-(\' (l;r rt'l(J)'9" D 
r6-(\' rtf., (l;r ~,t'I(J). D 1lD1J'}~(J}-9" n~r}' (l;r,9)'f D 
Ibl\ ______________________ _ 

6. 1lm.'1 ff10.f(J)- ri'h;r",1).. T(J)''} rm.'1 '}·9"UC-f.:Y· 1l"'oot'lh1' 9",} o,~',.}, ~,ll"·fr'}· 
~,A,9)T? ooAllf» ~,,9)'} htf., ~lll&.:I\1.,,;rT(J}-'} Ml6};"c;. f'Il6-Y-:: 

Ilffl9" ~,ll&'A1. '1T(J)' D ~,llt..I\7. ~l~.r.t'I·9" D 

7, 1lm.'1 ff1ll.f(J}- rD1J.(\m·'}' rm.'1 '}'9"UC-f.'f hD1J.'l'c;.Il,r ~,llllO. h'}'1C fl\T(J)''} hll t..1\ 7.'10}' 
h,}s?"1' ~1A?r;rA? 

8, 1lm.'1 ff11l.f(J)· rD1J.(\m·'}· rm.'1 ·}·9"UC-f.'f'} t'lOIJll1'I\t'I~ rD1J.m'f>oo·lIT(J)· t1S?.,9)'f 
r·},q.:r: '1T(J)'? (h~l,}f: Ill\~, ~,D1Ju.(;5b:r· oo9"l1' ~:fl\t'\·) 

r~9"~ oo"'ltf,9)"f D rh~;r oo''itf,9):Y' D , rJ:9"~'1 D o~;r D 
oo''itff»:Y' D 
r.4>A 'r9"uC'}' D Ibl\ ______________ _ 

9, hCllf» 09"'} o,~"1' rooAon'}' D1Jll·,.I\t'I&.f tiS?. /oo'}1J: rm.'1 '}'9"UC,/::'} ooh;r"'A 
~ooCfflt'I· ? 
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ooool,f 2: f'0IJ)1'I' r'l")"} rrY4f9J"f OOlJ.'J'l o OIJ' } MI 9"C""19J' } f' "/" 9"Ah')' OOlJ~l"l 
9""I7i9J1 .ei'lm·: : 

~1 OIJ t- (;Gb "f 

" '. 4: 11C11C ~19J ~\.e ~\"ICD'<r9" 

1 OmS ITJO.Yro- f'mS ')'9"UC')' .er'lITJA? 

2 f'mS ')'9"UC')' f''JJL r'ltV~ (7e' ''l t-9") OmS fllO.YCD· 
"'r'lrrG: ~l.e·t-CD· YCD' :1' r'l' ? 

3 OmCJ fllO.Yro- o1:DTI.yrCD· 'J'i. Yr'l ~\' ICD' 1,f· l' r'luoY, 'Jlj'. 

f'-t-uo~T. "'Jc:r· .e'J~r'l'? / 

4 hl]A 'b~r)' Yr'lflrro- r'l9J"f OmCJ fllO.Y "·1~·t·CD· f'mCJ 
')'9"UC:" 09"·v.',). uoh:r,t'A .e"f"lr'l'? 

5 f'mCJ ')'9"UCf·T. .etH· o hCi'I 91 U.eCD')· O" ' ''lflC 
f'OIJ.:rr.CJ "l17'''')' Y"IrCD' CJrCD' -nr'lCD' YlIflr'l'? 

6 OmS fllO.Yro- f'OIJ.r'lm· -)-9" U C·f. "f o D'l. '." ~ 0')' ~\l]flO. 

'rA-t-CD' OD'l.:rr. f'mS "f "lC l ' lI·tY f'·t·n;J~: CJrCD'? 

7 hmS fllO.Yro- Y17·:'·1 ')'9"UC'}' O"lA U.eCD')·9J 
O"'''lflC r'luom4>9" Yi'lflr'l'? 

8 OmCJ fllO.YCD· i'lr'l"'h:r,t-r'l"}' ')'9"UC'}' </>Y,9" Yr'l "l1'111 
.,OC9J:'·? 

9 rmS fllO.YCD· f'mS '}'9"UC'}' 7C"lt-9n Ar.: Ar. f'uol}{ 
OIJlI·t-"r'l~Y UO·}1P."f ~,m</'OIJA ? 

10 ~l'lA 1'P"}' ""rCD' 1o AOIJ{l:f ~\;J1r r uo"lflO.Y uo11~ 

uo''itY9J"f .e1~r'l-? 
11 OmCJ ')-9"UC'/:: r·t'r'lYr. f'uo"lflO.Y UO'}1P-l' ·t·4>CJ~·'t'ro-CJ 

't'PUY,ro- .e1~r'l,'? 

12 f'mCJ ')'9""UC'/:: o 0IJ.r'lrro-)· w:,.,}, r"lA9J1 ~luor'll]h:'y' 

r'l0lJ1fJfll:" o~ r'l"} h"l~-t-ro- fro- :1>r'l-? 

13 hmS fllO.fro- f'mCJ flr'luo'f 9J"f ;JC 01 :1>')' CD·.e.e·)· 
Y1.C;Jr'l·? 

14 hCi'l9J '}C1,uo'1 f'0tJ. r1~O')'1 ruh9"CJ :1>,,')' f'mS 
flr'loo, Y 9JT. .em</>OIJr'l·? 

15 OmCJ ')'9""UC'/:: CD:":" h""~ :r ~ 91 l' ;JC O;Jt- " t't(l"f1 
r'luoCDf'f")' o~r'l"} Y1~':r'l'? 

16 10A OIJ {l l' i'lr'lmCJ '}·9""UC·/:: f'''l "r CD' 1 9"i'lhC.,,}, 

r'luoi'lm'}' oY,'A ~,r'lfllrPA? 

17 OmCJ fllO.YCD· hOlJ.r'lmCD' f'm.CJ '}'9"UC'}' CD·(.Q, Ot-i'l9J 
uo'}1~ oCD'4>'}'9J1 r'lOlJM.·}· h'}Y.OIJ.l'r'l· fi'lflr'l'? 

18 f'mCJ ')'9"UC-)' uo9"U~/t:. f'hC1I9J'} l'''lC O'} :1>-)' 

r'l0lJ ~uorr lj'.1\1·+ ~\r'lCD'/I\')'? 
19 omCJ ·)'9"UC'/:: CD:"')' r·},9""Uc,/:: ~\UO~1' hC1I9J 

r'l OIJ.Y4>C 0")' rrf<~9J"f 01 :1>'}' r'l0lJ1:uorr lj'.1\1"'/:: 
~,r'lro-/"'}'? 

20 rmCJ :"9"UC'/:: OOlJ.r'lrro,)· CD:"'}' h·/>t-lO· :"Y,9" "'h"'A 
f'm04>CJ f"I',().t-~ uoA),} ~\r'lCD'? 

21 OmCJ ')'9"UC')' CD:"')' rmCJ flr'luo,YCD' f""r'lf' f'uoOlJC 
Y.lP. fl\rCD.'} 'rAOIJ{l"f ~"1'+ r'lOlJlI-I'CJ1 Y,' t.:1'Y.~ 
'tro-/CJ-}'? 

22 OmCJ fllO.YCD· rOlJ. r'lm CD"} f'mCJ ·)·9"UC-}· O1'~'t'~: 
f")'9"UC')' Y,lP. I\.e f'0IJ.17· r'l9J:r· r'l.h:r,t·r'l··}· ~,"f"r'l-
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1If1£D- f{lflfl-? 
23 O,?6'\$O fmS r)-rUCr)- tTDlPJt..Y£D- h~t. ~,h.fA :l"' C; 

TruCT illXl_ ~£D-'Ofl£D- Yh'lfl-? 
24 fmS ·)· ruc')· tTDh 61'l,(J}' h~t. M\(~ ;J(ll. ,f"> ~,tTD ;f '1(D' 

11ft 0)- YhClft·? 
25 fmS ,)· ruc·)- tTDhtmta>· M~t. M,!-Jt\ 1-"".,.7/' :r· ~,tTD:f 

~m· 1If1m- YhClft -? 
26 fmS 1'ruc1' tTDhtmtm- h~t. ft',.o il m· C il..f. :r- ~,tTD:f 

~(J). lIft£D- YhClfl-? 
27 fmS ·)·ruc')· tTDh~£D- h~t. 6'\:~.: K.tl£D- (ill1f1(J)-) 

fIOtJ.tTDm· il..f.1- iltTDT. 'I(J}-? 
28 1°6'\ IPJ (l 1- '}ruc'~1 f1tTDh;t-·I-6'\ h 1-'t :r-f1- fmS/ 

TrUc')' tTDh~(J}- h~t. ilK. O<I! tTD",tTD6bl $0 l' 
"'''16'\'I-£D- ,,·tl?';·t-(J}- "h"'£D-NPt\? 

29 OmS fl]O.Y(J}· hmS?C '''''11PJ~' flf'/' 1'~f':r- ilK. ·'-10.c; 
flPJ.;t-tTD1 tTDl:4 ~,'?~~YftlJ- llfl£D- YhClfl-? 

30 Om c;·}ruc·~ m;P'} '11'\11$01 YM,1~:f' ~t.;fC; IPJt..C 
tTD,?f1/) 1-1'1 l' 6'\? 

dOdO!,! 3: ftPf.h ,I-fl-·)··} '1'Y</:$01- 01PJ,1C1 01PJ1011 rc6l'l,$O'} f "...j" r6'\)Y)' OIPJ.f:l'? 
rllo$01 K.hm-:: 

~,IPJ t. (? "f 
'1-. ct. l1Cl1C lJ' 6'\ 1. It ~,ll'f~ (ll'1 '1'<I!')' 1"19" 

1,11. 1,It 1.1t 
1 f19"CtTD&-C; uhrC; m.f. mC; fl]fl.ym-

il.tTDm· 9"1 Yu6'\ 1,1t hm C; ClftlTD' Y $O"f 
rhC 1'1'1' fI-? 

2 fmC; T9"UC~ tTD6'\6h')' 9"1 1'U6'\ 1,1t 
'?6'\'I\C; O",Ilfl' f1tTDl~')' OtPf.1'h :Y-6'\ tTD6'\h' 
.eilfl] 6'\ ? 

3 f1~:r: ~,hr?t ftf.,· fuhrc; :pIl')' 1"1 
1'U6'\ 'l.1t OmC; ·)·9"UC·~ (J};P')' 
l' ;J'1'CfO;t-6'\ ? 

4 hflmC; "f'?C$O ~,h'" 1'f')-$01 OOtJ.ilm-O·} 
m;P·)· 1"1 1'U6'\ 'l.1t hmC; ClfllTD'1'(ll'/1' 
1PJ0l;t-;f ~''?~'I-1'6'\? 

5 (ll.f. mC; fl]O.1'm· OIPJ,tTDm·O')· m;P,)· 
fmC; ClfttTD-Y $O"f 1"1 yut\ 'J,t\' 
M,hllC1' 1'h"·C;,?.f.· $O;rt\? 

6 hflmC; 1-9"uC'p ~,htTDAh"'" ~,h"-1'f')'$O 
il.'lAfJ- 1"1 1'uA 'l,1t hmC; ClfltTD-1'm·/1' 
'?-ol tTDAh (9"Il 0) 1''l~:f1-? 
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ooootf 4: ro>J.hrfl..)·'} l' f<1: $11 "f. 0°'1.1'1 Oo>J')Ol1 9U C6J;), $11') r "/" ~Ah')' Oo>J~l,,/ 
~"7i$D') .ei'lm-:: 

~,UtJt--~1' 
" •• <11 1fC1fC ~,'P .?f!. ~,1'.?f!. ~,'ICDh'?" 

',CD' M~,Y,fI?" 

1 {'illS :,. 9" UC .}. flfloo· _£19':'; flmS -}'9" Uc-t: f'UtJ.f Y.C7·:'· '} 
:"~oo 1f,,/;P:-}' 'hCll9' ~,-}9.,.} . ~,7oo,?oo.;J-A? 

2 f'mS ·)·?"UC-}· flfloo, fCD'/<P MUtJ.Yll·"?"?- -}· f'mS ·)·?"UC-)· 
f'l;r£D"} /)£D"f>'}' ~,Cll9' ~,'}!l,,-l' ~,7oo,?uo':N;\ ? 

3 f'illS ·}-9"UC·}· flfloo·fPlf. ;HIUtJ.Pl';f··} flooCP,-} 'Cj flUtJ7t1.7t1. 
f'lra>-'} 1f,,/~;'~'}- ~,Cll9' ~,,}9.,-}. J!..7oo,,/oo';J-A? 

4 {'mS ,r9"UC-f.; : f1 "- I'I;J-6-9'1' ool-Jhtl. ffl'} {,-}'9"UC-}· Y.l1i 
tI. r. ~.}- fI 'P '} :J>tI: flUtJll "''i7 ~ ffl £D. '} 1f,,/1>,:~'}' ~,Cll9' ~,'} 9., .}. 

J!..7oo,,/oo.:rtl.? 
5 {'illS ·}·?"UC'f.;:- {'~,lltI. 7'P"}' fMr£D''} '/'I'I:r&,9'1' f1'P,}:I"/: 

flUtJll'/,'i7Y,- !fI£D"} 1f,,/1>,:~ '}. 'hCll9' 7,'}9., ,}. J!..7oo,,/oo.;J-A? 

6 {'illS ,l·9"UC·f.; M,llflfl.£D· {'fl uti. U''b;J- ffla>-'} ~,,,/flrfl 'r}' 
'hCll9' h,}9.,'l' J!..7oo,,/oo.:rI:l.? 

7 f1hmJ>'IJ!.. {'illS '}·9"UC'}· ooll6J>}, ll~t--CD" } 7, '} !lo'}' 

J!..?oo,,/oo.:rl:l.? 

h~A Y'ilT:- flm.1) TrUCT 'i.1.T h-rAOlJ(ll- fooOlJC U-'b~ n1'1C f~~ 
"f..,c:l-

oooo!,f:- ro>J.h ,t-fl.')·'} l' ,f'1: $D':}: 01"} ,4></: '1 ~OO' 0')." 9"1'I7i$D') 07, 'T'~ .e "/flfJ·:: 

1. OmS tT]O.fm· Oo>J.ftmm· rm,ij" ')'~uc'l' J1·!,f ~'} ~\.e',.}' :y."/C"f''} ~\i'I'l·m·ftCPA? 

3. Om,ij" 'l'~uc,t: J1·!,f "fl.'} :f"/c"f' O'lfl~C7i ~\t'J",). (rDtl.ooflh;t'r(J)- h~fl"l) O<f! 
~'()h'1')' Tft1'.f.;t'A -oft(J)- fi'l'lfl·? (ooAi'I$D') O7\'T'~ frflt-t-fl') 

4. ftm'm,;t'o>J r m, ij" ')'~uc'l' ~l'I'1'lOC Om, ij" tT]O.fm· fl.mftP,. ro>J.1'1 rOJ' 
oo~'hh.$D:r' ~')~ij";fm- 11ft OJ· fi'l'lfl· ? 

5 . roo~'hh. l/t't(l~') om·'} ftOlfY,'l'1 'lfl'(>"Ci'i ~\tl"'l' (rOlf.oofth;t';fm· h~fl":r·) 
oo6J;),OJ,l· ~,1'lrCPA rOlf.fl-')· OIfS 9"'}~'} ',m·? 
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Appendix H 

h.&lh hOI) ~ 'l.liCht 

f~Ul rl:J" TruCTt; rcrc 

fh'l TruCT I1t\,~t; fh'l-I)ut '1't;T 

f p'ctJ+ TruCTt; fourUt.1 ~f O1J7i7jf '1't;T h~A 

f?oA01Jfe"f- TrucTt; U.eCD-l~ ~ft. ou01JC 1c>-h h~A 

OmS TrucT q~go.,PJ';f· fDll.CfDt\ 

fDll.h1'~ID' aum~:P Oil~.i'I "Ofl v.'IJ1Ci'I·t 010 ADIJ{lifC; u~mT au-ft· ,}ruc:,' tlC~ 
fDIJi'lTt.·} -'t '1~ DlJtry,f 1'C;'} il2'JA ' ll.lf1 pc; ~t\DlJID' h1°A4'/{l:-r· fauDIJC (}''b;r ,, '}'1C 
fmS Truc'} 'U.'}·1 au~l'Ii'I ~m-:: faum~.p. P~~; h~ft"if "m,4>t\~ aul1iPJif'}: 
h1"N' 't{l ';f. fauDIJC 'l..f.-f.';f' ,,'}'1C fmS ,}-ruc'}' 'U.'}·1 au~I'Ii'lC; Idl.e if'1C'if1 fooftf1' 
~ID':: Oaulf.,..r 01'C; '~ t\~ Ooot}1'~ "l'It.t\1.ID'1 T-fl-flC hVtfY.C1·A~ o,l·u-}'c; hfmf:Pv­
fOlJ.I'lffi'~ aul1i DIl.i'lm.~ce~ -,~ f ·,...mO',. au 1f.,..1 ill;J'1l'A$11;r~ (}. :: i'I~OIJ.I'lffi'~ aul1i 
O:P~DIl.f ri'l;Jc;r..1 il+Cflft(}·:: 

oooot,f n,}1;:- fOlJ.h1·ft· ·}·,} l' f <I: $11 '1' 00lJ.11l O0lJ10-fl h 1.>', f I,i'lt.t\1)rf; f """,, 9"Ah'}' 
OOlJ~l'1 m~,9" Oil"" (l:r$D'1' t\~, auAi'I$D'} Oauau·t\·}· 9u fj7i$D '} ~i'lm':: 

1. ?;r ro1~ 0 (b.} 0 
2. o~~ ____________ _ 
3. f ;J-fl;f (}''b;r _______ _ 

4. fT9"UC-}' Y.lj'{: f(},ft1'~: Y.l1i :"'9"UC1' 0 I'Ic··,...~td· 0 ~.1ft<>0IJ 0 
~.'16 0 ftA ____ ____ :--_ ___ _ 

5. ilm.4>t\~ fi'l~ A9"~ OI,au'}' . " 
6. fmC; '}-9"UC-}· Oaui'lm'}' t\~ ft9"1 fUI>'\ 1.tI. ,,11>'\ '1ftPI>'\? ----------
7. 1"AOIJ{l'f1 fOlJi'I'''''OIJC )'tCi'I mi'lY.m' fro·,4>ft·? _ _ ____ _ 

oooot,f n,}1;:- fOlJ.h·,.ft,'}1 1'f'I:$11'1: OOlJ.'1f1 O0lJ10-fl h1Y.fl,i'lt.t\1)·I: " / " 9"1>'\ h'}' 
OOlJ~l'1 m~9" Oil"" (l;r$11:r· t\~ ool>'\i'l$111 Oauau.t\,)- 9"t\7i$11'} ~i'lm':: 

1. 9"1 ,,~~~.}. fmC; ·}·9"UC·}· I,11>'\'1tr+ OmC; II)O.fro· ~l'Inlft·? (hl,1.~ O"~. 9"C~ 
au 9" l1' ~,'1,t\ft·) 

fO,1'I'I-fl 9u lI)'b 0 
fi'l~ ·'-PAP. mC; 0 
fau'f!..au6f Y.l1i oC~;r 0 
hq~C; ,,.t\,,&, O'(j;r $11:r· 0 
fl'2'J1>'\ '1.~r}D 

f9"'1'O 1~UC; 0 
i'lC~'" 9"'1'0 0 
fhC;"~'fC; U'IC;:'· 0 

Ibi· Il~ n. Ib~i'I 0 
fmll 07i;r 0 

f',2'JflO. ~~r}. 0 
h·l·Il,}·D 
mC; mlC7i~ 0 

f"i'}Il ',<I'Ct} 0 

~" -----------------------------
" 
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2. OmS tTJo.fm· On·OI'I~m· fOlJ,,(lm,'r fmS '}'9"UC·n~ f,+i1'::r: e;fm·? ("'Hm"}'l(]}o 
f°'l.LPm·')·') f.l:P. 1l11'rC Oooftm'}' fftcf>9"m') 
fo.'''''-I1 9"tTJ'L D f9""J-I1 'Mue; D 
fft'l '''PA}'. m.e; D ftC'l1' 9""J-I1 D 
fooJ!.oo&f f.l1f 6C~;f' D fhe;.y,re; U'l'l'}' D 
hC)~e; "-1\1\&. o7i;f'JU:f D ~b:f ~,~ n. nS.;ft D 
hC)~e; ,/'I\I\&, 07i;t' JU'f. D f ~,l'tA 'J-~'l' D 

f ~,l'tCJO. eM'}' D 
tJ'}-CJT D 
m. e; mlC7i~ D 
f''1'}C) 'lcf>Cc'\ D 
faJCJ o7i;t' D 

~I\ ______________________________________ __ 

4. fmS '}·9"UC·t: fOlJ."'rO'}- 1,t1, oo~ 'lm·? 
OmP-}- D <H,c I\~ D h"'l'} ' 0').1\ D ~I\. _____ _ 

5. hCftPJ 00lJ."~0'}- fm.e; tTJO.f (]}oft'r f·}·q.::r: ~OA'r nHm··}·lm· f~,1A"Jtr .. t: 
·I-m:POIJ. e;fm-? m')p,:r· D ",.f·r D 

6. fm.e; '}' 9"UCrt:') flooftm'}' 9"') 'l~'l'}' (l:J' ·~·m<pOlJI\'f·V-? 
O;f'l'tOlJ.PJr oom'lO<l!f ft~t- D fl ')'?"UC,t: ".c)A O'I-U,?:t?: ~,~t-7i D 
00f.0e;: ft~t- fflm-?" D ~I\ ______________________ _ 

7. Offt'}r). 1JI,(]}o fm.e; r),9"UC'}" flOlJft,,.OIJC ""le;: If'lm- ~oof.c)fl-? 
0"1?",}·}- D OfV·fa')' ''19'''},t: D OmC D ~I\ ______ _ 

8. OmS tTJo.f(]}o fOlJ.<pCO·'}· fmS T9"UC'}' C6(1r h'}~-l' ~ooltTJfa-? 

10. fH'?~:')',} fm.e; ·}·?"uc')· flOlJ~OC fOlJ.ftTJ:""",r ?"'}.r:'} 'lm-? 
OIJ'l-PA oooo&f D f~~~.f'n.1(PA oo''1&fPJr D oo?\rh~'r D 
~I\ ____________________________________________ __ 

11. om.e; r}-?"UCr}. "iC"Jt-?" I\~ ?,,'i 'l~'l'}- foolJ~ OIJl)-t·l\fl6.f 00'}1}'.··r· ~mcf>OIJfl-? 
ff:?"tJ ool1f OO''1&ffP 'f. D f?"ftA oocP, oo''1&fJU'f D 
f f:?"tJe; ?"ftA 00''1 &f JUr D ~I\ ________________________ _ 

12. om.e; tTJO.fm- fm.e; 'r?"uC,t:'} flOlJftrf'l\fa~ frf'faoof.ro- <,10* ?",}f: 'lm-? 

13.1"AOIJ(lr om.e; tTJO.fm- fOlJ."m(]}o'} fm.e; ')·?"UC·}·'} h'}~-l' o.OIJ~T ~ooCtTJfl' 
llfa(]}o f ft CJ fa- ? 
01M D 
0f:t-0IJe; ~,Cr}- D 

OO-f:,} m·~~'}- D 
09" ftA e; f:9" tJ D 

~I\ ____________________________________________ __ 

14. 1"AOIJ(I r f m. e; '}'?"UC't:'} flooh;f"I-A fA;f' ~;t' ~C)fp A? 
~,JU'} D ffl9" D 9",}9" OIJfl'r nA";fA9" D 

15. fa'r f1: 4l'rC "14" ooAftfP ~,fP,} hlf'l 9°tJ'}f-t: 9"') ~ooftAPJ;f'A? 
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17. fmS ·rruc·}· fOfJh' I'OfJ6j' htj;t-(I)' 1o AOfJ(I':f· J·t'lOD~m·O ~\ODt'lt'Jh7':f(l)·'} OD"It'I() 
f 0fJ. 1-t'I·O ,}. '/lD' ? 

~\JD,} D M~.Y.t'lr D ,. hC"lm~ ~,K.f,t'I u·r D 
18. t'l1'f4: "17" ODAhJD ~,K.f.t'lr hlf~ SJ"h'}f'~ r'} K.ODhAJD;J~A? 

20. fmS '}'9"UC'}' ODLP' OD''1tfJD:r (h'H'. tloA : TtI·'·C mil"') OmS fT10.f(J)· or'} 
fUA U"b;J~ ~J1'<'r:A? 
h'f:"I 0fT19° 1'~ D ODmW D 1/~>"''<'r~ D 

21. fm.C:; ·}·ruc'}- ODOfJtf(J)' htj;t- hOfJ.L'flO· '11C:'f'C:; f,·r,,:r· f"~mO<1> ~(J). ? 
~fJor ~, ~(J). D OODm~' 'I' ~(J). D 
OODm~~ fDll.l 'flo' f:r ,,1- ~,t'I. D OfT1r fDll.L 'flO' f:r ,,1- ~l~ D 
tV, 

ODOD!,! 2: fDll.h·I't'I··}~·} l' f4:JD':f' . OOfJ.1Cl OOfJ,}O'O rC6liJ.JD1 f ".;''' rAn'}' OOfJf:L"I 
SJ"II 7iJD,} .ehm·:: 

~\ try Ir (;5'> ':f. 
.,. .<h 1fCl1C MD') ~\f> ~\l'\o>-:"9" 
1 CD ~ m. 'i' fTI n. J' 0>- {' try. 00 m· '/<' t\ try (l ':f. 0 m. 'i' fTI O.f 0>- {' m. 'i' 

7-9"UC'}' ~\1t\"'JI'r"}' 'h'}~try./'I1' fCD':P/'I' f!t'lCD' f{}l1t'1·? 
2 t'\m.'i' ·}·9"Uc·,; 11"'J~+ t'\try~'L"'J {'try.ffl';f-t\ {,oolP, tryoht\ 

Om.'i' fTln.fCD· f>'I'1t\? 
3 {'m.'i' fTlO.fCD· 00:".(',' I'\f> {"/' oo/pl '" {'mS ·)·9"Uc·}· {'1.t\, 

/'It'\,.'; Mo>-? 

4 {'m.'i' fTln.fCD· {'m.'i' .).9" U C·}· ooC{/) "'Jf!C o try fl ;:t-CD1! f 
/'It'\,.'; I'\f> .,.t'l1'&.: f> '1<;: t\? 

5 Mtry.f{H·9"{" -)· {' m. 'i' ·)·9"Uc·)· f>H-f·':f· I'\~, 1't\:" oo·fee 
nul'r' -)' ht\fD'}'? 

6 {'m.'i' ·}·9"Uc·)· lC''''JIr9'' 0-)'9"UC-/: t'ltry. ''/-/' Y' 'In t\ try (l :r-
Uf>CD')' I'\f> -)'C'I'9" f>c.," lCf't\ f!t'lCD' f{}l1t'\·? 

7 O'hCflfD "'J9"-}' {'m.'i' ·}·9"UC·/:'} t'\ooh;:t--/·t\ '/<' t\ try (l ':f. 
.,. 'III ?i',.}- Mro>- f!t'\CD' f{}l1ft-? ,. 

8 {'m.'i' ·N·}· ntry./pm·O-}· CD:"-)' ht,tryC'1 *')* t'\,1'\ {'If 'I' 
{'un9"'i' :p1'\-}'') f>m'"tryt'\·? 

9 '10 t\ try (l ':f.,) 'h')~-l' tryfl-,·tryC 'h')~try.7't\ {''''l. 'I t\?\ "'Jt\/J 
{'If '1 ooootf O'h:e:fD f>'I'1t\? 

10 Om.'i' fTln.fCD· t'\m,'i' -)'9"UC·)· {""";J~:')' ll~lrfD':f' 
'/<'t\try(l:f·,) n,,.OO7'r U·'I.;:t- t'ltryll''''i''I~' f>-:".I'\t'\.? 
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• 

ooootf 3: fDTf,h1" rr '} rrf</:JP:r- 0°'/.111 OO'J'}O·(l 9"Ca WV} "/" 9"Ah'}- OO'J~l,,/ 

9"'WiJP,} .eitm· 

+.<h 'HC11C 'lrr(l1' V·A ~,-o'I<1a>·'} rr'I!'}- 9",}9" 
'1.1'1, 'l.tI. 1.tI. 1.tI. 

1 II m-.e .e'}' itIlDTf.1>CO·'}· fmS '}9"UC'}' 1·P,.e 
9",} .rUA 1.11. f~&' vt)(lr. '} 11C'HC .r1t?~II·? 

2 itllm.iJ ')'9"UC'~ t,itauAhf' 9",} .rUA 1.tI. 
fm.'i" ~'9"UC')' auau/..rJP1·'} .rfTJ<I>t)II'? 

3 OO'Jit+O'J~ tu.~- a><I>+ ~,it&,.t\1. 'lrr(l1''} 
hC"/m~ llaulf'} 9"'} .rUA t,lta>-')'lm· 
.ef. "/ au· ;r A ? 

4 O']oA O'J t' 1- II 0Tf. 'I (t. ,} f m. 'i" 1-P,.e rr ,r <I: JP l' 9"'} 
.rUA ~,ltm- '}la>' &"fTJ'} 9"t\7i ,e,(tfTJII·? 

htf:A ~ilT: OmS T~UCT 'U.T h-rA01J(li- ruo01JC lJa"l.;t' h1'1C r;t'~ 
i-'?C:i-

ooootf: fOTf.h+(\o')''} rr .r'I:JP1· orr'}.4'<1: 1-)'100- 0'). t\ 9"t\ 7iJP,} 0~,6};b~ .e ,,/110·:: 

1. Om.iJ fTJo..rm- fm.'i" ')'9"UC'}' lC"/1r9" t\.e .rit,I' '1'(\0 'P1--a>' q-o.e 1-,,/C1' 9",}~,} 
/ 

iJra>-? 

2, Om.iJ fTJO • .rm- m-itrr fDTf.(tma>-'} fm.'i" ')'9"UC'} rrlr')' 1IO'J7i7iA 9",} auf.l,,/ 
.etfCO;rA? 
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Appendix I 

1. hmS tTJO.fro- 9"'} ~.e,,.l' rmS -l-9"UC-}- h1t\'11l"-l' f1~~? 

2. OmS tTJn.fm- rm.Cj -l-9"UC'}' ~'}90-l- .ehCjmCj't\? (001;: r-l-: Il9"1 fut\ 

1.", ) 

3. 9"1 ~.e "I-l. rOlJlH'OIJtf t190?J:r Om.Cj tTJO.fm· .eOt-(}~:cp t\? 

4. 9"'} ~.e"l-l' rOlJll1'OIJtf ooC~ oo,,,tf?J:r .e11m·t-t-Il·? 

5. rm.Cj -l'9"UC~ .et1-l. Il1"t\0IJ{'I':j' 1'10. "I-l' ','lrm-? 

6. Om.Cj tTJO.f rOlJ.omm- rm.Cj- -l·9"uc-l· r''''OIJt?J~'} t\~',.~- f1Cj't10 "lm-? 

7. Om.CJ -l-9"uc-l' 7C'1t-9" 'l.e rOlJ.ot;.-}·'} rm.CJ (}Iloo-f?J':j' l1,4>-}'Cj cr.Cm~"lr 

~190-l' .e100'100·:rt\? 

8, rm.Cj -l'9"UC·t: 7C'1t-9"1 . :r'1C:r1 Iloo~:r-}'Cj 7.e'1t-00'1 IlOlJ"'~'1 9"'} 

oo~l'1 hllO-l,? 
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Appendix J 

1. 'hCftJD OmS fTlO.Y (])oft'l' 9",) ~~~~. rmS ~ ~'9"UC~' h'lA,?"~rY.'f'} 

~llfTI"'? 

2. rmS -}'9"UC~' 7~'?~CfDT. oo:fc; r~· 'I(])o rDll.llm·~·? 

3. rmS ~'9"UCrf: OhrOtfC;:OJ' 9",} YUA 'I.tI. ~OJft~A? 

4. OmS ~'9"UC~' '1~'?~9" I\~ 9"'} h~~~' rDllft"'DlltY I19.0JD~fC; rDllft'''DlltY 

OOlljtYJD'f ~I1OJr~"'? 

5. ~ADll(l'f'} ft"Dllfl'''DllC 9"'} YflCl"·? rmS 6OJ·q,·r. rO~ rmS ~'9"UC·t:'} 

"Dllfl'''DllC 04: 'IOJ' rO"OJ' YflCl'" OJ~'}fl A ~ flAme; ooOJ'll~ Yflt.A;JA 

rO"OJ' Y9"c,' ".? 

6. OJ~ mS fTlO.YOJ· hDll.oom· 'I"ADll(l'f rmS ~'9"UC't:'} ~\flooAn.f· 9",} 

h~ ~T 'f'?~'f Y ;J'l'CfD;rA? 

7. hCflJD h'}~Cl"oo·y rmS ~'9"UCrf:,} hflooAn.y. Y ;Jm9"JD~' hrO~ r'?C 

9",}~,} ~(])o? 

8. rmS ~'9"UCrf:,) 1-'?C oo~~·m. "Dll'?7~'C; "DllVf~'?C; "Dll7i7iA 9",} oo~l.'? 

h"O~'? 
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Appendix K 

1. OD1JUOl{Hl~ H1~ Om.C; flIrtf m·il1' rm.c; :"9"9UC:r'} "'"?C}t-'f hrlf'i 

h 'H'~ If 'i om-.,,· ~ hfl 'Oflm- f il c}fl~ ? 

2. Om.C; :'~rUl'~ 'If!. r1o lJ\D1JfJ"f ~'l1 .. .y."f1 :"~D1J_f rD1J.fllm· ~.';.y."f :rh-l:r 

~ll1':tTtpt\ -flflm· filc}fl~? flr'}? 

3. Om.C; flIO.f m-il1' rm.c; :'·ruc·~'} Ooo'~"?OC l[_~:" "If!. rD1J.f .?1'oo· h-flf!. 

'f"?c'f 9"'}~"} Cirm-? 

4. rm.c; :"9"UC'~'} "f"?c":f' flD1J:pflt\ 9"1 ~,f!.'i')' ~C9°~pJ··f Om.C; flIO.fm· 

fl.mll.';. f!.1C}r'P t\ ? 
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Appendix L 

OmS tlJ0.1SUT f"tc'lm-~1 fm.'1 ~SJ"UC~ h{aooAh,y, fi'H;JJ! f"hf,:J' 001.1I 

00c'l11c'l0.1 :"K' 

rm.'l fTJn.yCD· h~&-7j: ______________ _ 

\'1''1CJ&-'f',:" ()' 'b;r 

.t'.'~ r'h?;r l1Cl1C'1' I,ll r 119" 

1 r m.'l ')'9" U c,)· "'ie'''!&-9" .-

- OD .r.n;;: r OD9" U &-'} 9" ofJ) 

- OD.r.n;;: rm.'l ')-9"UC')' Cor'l 9"Ctmt 

- OD.r.n;;: rOf/ll't'Of/t,y r'1.tt. r'lt\.~ 

2 rm'1 fT)O.YCD- M'.l.~~')' llCq,)· 

- ~C1:;r'f OD1'~C 

- OD,v.n;;: r'l·Tcil,1"r, 

- rt,TC'}' llCq·}· 

- rll&- It? llt\m'1 fIJ'1' 

3 r ODOf/ t,y OD'~ t,y fIJ'1' 

3.1 r')'9"uc-r OD~t,YfIJ"f ODc;'C 

- r ~9"6 OD'~t,y fIJ"f .-

- r'h?;rI9"llt\ OD'~ t,y fIJ:f 

- r9" llt\ '1 ~ 9" lJ OD~ t, Y fIJ'1' 

- CfDS?olto"f 

3.2 r1'o. OD~ ffitj::-)- ODc;'C 

- ODODt,Y fIJ'}' (Of/')'1'llo:f) 

- ~C'111"'1' (\'9"C9"C lJ ()·~:f) 

- hm'1 ;JC ·1·~IOf/~· ll'} yltrCD' OD~(h,f·:f 

- r~l.-'16 ,,1t\"!1l"'}' 

4 rODOf/t,y ll~&-

- ll'1°t\Of/(I~ 9"r. ODIf, 

- hOf/.l.-n7i· ~9"P"f ~q rlf', 
.-

- ll/,I')t\ '1·~,,.-q·:f· 9"r. rlf~ 
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I , 

To 

~ .. 

Lideta Health Center 

Shiromeda Health Center 

Kol fe Health Center 

Addis Ababa 

, .. "G~~~·l.:· 
," ~ t ·,~~ . 

. '., ." )~/ 
Reference 4. (~~ Is /31:.( 

Date ~'i.j....o,c/£~!_~=----,~)....::. __ _ 

Kazanches Health Center 

N/S/Larto No.2 Health Center 

Subject; A request to allow research work at the health center 

This leller is to support Dagmawi Melesse to conduct his research, which is titled as "An 

A essmcllt of lIealth Literacy Practices from Adult Learning Perspectivc; the C~lse of selccted 

Health care Ccnters ill Addi Ababa." 

The study proposal was duly reviewed and approved by Addis Ababa Health Bureau IRI3, the 

Principal investigator is informed with a copy of this letter to report any changes in the study procedures 

• and submit an activity progress report to the Ethical committee as required. 

Cc 

• To:-

Therefore we request the Health facilities to provide support to the principal investigator. 

i' 
;, 

I 

.-

---:-,:---,/ Dagl11uwi Melesse 

• 

Addis Ababa 

Ethical clearance committee 

Ilealth Bureau 



• 

• 

• 

• Et 

Tel : +251115 513911 

ETHICAL REVIEW COMMITTEE 

ETHICAL REVIEW FORM 

P.O. Box 30738 Fax No. +251 115 515689 

Directed study Project:. "An Assessment of Health Literacy Practices 1'1'0111 Adult Learning Perspective; The 

ea e of elected Health care Centers in Addis Ababa." 

Principallnve tig:lIor Dagmawi Melesse 

CRITERI;\/ITEM RATING 
consent rorm yYes 

I. Does the consent contain all the necessary -------Requires revision 
information that the subject should be -------No 
aware of? __ Not applicable 

-------Not attached 
2. Are the objectives of the study clearly i Yes 

stated? -------No 
3. Are provisions to overcome risks well -------Yes 

described and accepted? -------Not well described 
a. Justice -------No 
b. 13eneficence 1,Not applicable 
c. Respect for a person 

4. Are the sarety procedures 111 the use of -------Yes 
vaccines, drugs and other biological -------No 
products acceptablc? ~Not ilpplicable 

5. Are the procedures to keep confidentiality ::1.Yes 
well described? -------No 

-------Not applicable 
6. Are the proposed researchers competent to ::1.Yes 

carry out the study in a scientifically sound -------No 
way? -------Not applicable 

-------Unable to assess 
7. Does it have material transfer agreement? Yes --

------- 0 

~Not applicable 
8. Recommendation i Approved on condition 

9. Remarks I 
hical Clearance Committee Members: 

I. Ato A 1cIllU Ilaile l11arialll 

2. Dr. Addis Akalu 

3. Ato Ezra Muluneh 

'. , 

, :! 



DECLARATION 

Thi th is is my original work and has not been presented for a degree 

in an other university and all sources of materials used are for this 

thesis has been duly acknowledged. 

se Hailu 

Signature __ ~~~ ________ __ 

Place: Addis Ababa University 

Date ¥! t /£01/ 

This thesis has been submitted for examination with my approval as 

university advisor 

Name 
------~-,~~~--~~--~~---------

Signature ________ ~---=~-------------

Date ____ ~~~~--~_r--~4_~------

. 
\ 

'/ , . 


