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Abstract 

This study was designed and conducted wil" Ihe aim of assessing knowledge, atlitude, praclice 
and challenges of HEWs towards Ihe GrOlvth Moniloring and Promotion programs in 
Endamohoni, Sasi Isada emba, Medebay Zona woredas of Tigray Region. Growth J'vioniloring is 
a screening /001 10 diagnose nutritional problems and slat us of children at an early stage. 11 has 
been suggesled Ihat growth monitoring has the potentialfor significant impact on mortality even 
in Ihe absence of nutrition supplemenlation or education. A cross sectional survey through LOT 
Quality Assurance metliod assisted by FG D, observation methods. Accordingly, Jl4 sUlwy 
questionnairesfor HEWs, 30 FGD, 9 KII were conducted Fom March Ito April 18, 2014 . .4 
pre-coded, pre-tested alld structured qlleslionnaire was used for the quantitalive method and 
FGD was conducted in the three woredas for the qualitative method. Thefindings of the study 
indicated that the HEW 's overall knowledge of GM was found 10 be 96% and about 85 % of 
them recognized thai G.1f was one 0/ a child health jJrogram. The IIIOSt widel)! used slandard 
GPU equipment wasfovnd to be MUAC 46.9% and Wt scale 35%. As to the knOlvledge of HEW 
in using these materials, 54.7% of them need additional reji'esher trainings and 41.1 % of 
respondents reported Ihat they knoll! it very well. Besides, 86.2%faced a problem in doing GM? 
and the most ji'equent challenges were gelling a resull/or the same child in different time was 
different (31%), difficulty in reading the scale (27.8%) and the result is different in time (21. J%). 
Subsequent in-service truining 1I'OS received by (84.4%) of HEW and, the content of the tmining.' 
Ihat were given for the HEW 78(29.7%) of the tminings .focused on definition of GMI'. ils 
important, 75(28.5%) on hOlV to do GMf', 70(26.6%) how 10 use the result after weighing a child 
and only 40.(15.2%) how 10 link the child with other programs. One third (75%) have reported 
tliat Ihey have a good motive towards GMP while the HEWs activities were by and large being 
limited to the measurement of weight and AI[UAC (jf children 'I'ho attended the He. Top three 
reasons of HEW 1101 giving counseling during GkfP were luck o/trailling on how 10 coullsel J8 
(60%), work burden 5(J6.7%) and shortage a/ time 5(16.7%). Although growlh charls 'I'ae 
available in 70.5% of the selected health posts the study covered, they were used only ill 51%. 
The main reason of not lIsing was the lack o/skills. The result of the qualitative data indicated 
Ihat Ihere was alair knowledge GM by the ]-JEFf! participated in the study yet Ihe practice level 
was fou nd to be verI' less due to challenges as lack 0/ attention to the details 0/ working 
condilions and to humun resources man((gemenl (underdeveloped environment): absence 0/ 
institutional arrangements jor l/7anagemellt of heallh service extension progral/7 al all level.\'; 
absence (j/ regular supervision not doing 1/70nitoring Ihe quality of training and soliciting 
cooperation of other social sectors; unavailability of contraceptives, in./i"astmcture, vaccines in 
sustainable manner poor equipmenl and supply/or GM practice. The sludyrecommended thul 
Ihe GM? need due attention and mpid remedial inlervention hy./oint eliorts (jl lhe governlllent, 
concemed NGO 's civil societies and Ihe comllulI1it)' itsel/ 
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CHAPTER ONE 

1. Introduction 

1. 1 Background 

With an area of 1.1 mill ion Sq .k.m and an estimated total popu lation of 80,440,708 million In 

2008, Ethiopia is the second most populous country in Sub-Saharan Africa (CSA, 2007). 

A very large proportion of the popu lation (84%) Live in the rural areas (EDHS, 2005) the 

country experi ences a heavy burden of disease mainly attributed to commu nicable in fec tious 

di seases. The Ethiopian Government has formulated a seri es of Heal th sector Development 

programs (HSD P I, 1I and III 1997-2010) in li ne with pl an fo r acce lera ted and sustained 

deve lopment 10 end poverty (PASDEP) and to achieve the health-related Millenniulll 

Development Goals (MDGs). 

In response to the country's health prob lem, in 2003 the Ethiopian Federal Ministry of Health 

launched a new health care plan, the "Accelerated Expansion of Primary Hea lth Coverage," 

through a comprehensive Health Ex tension Program (HEP), wh ich serves as effective 

mechanism fo r shift ing health care resou rces from predom inan tl y urban to rural areas , where the 

majoritv of the country's popu lation res ides. Therefore , HSEP could be considered as the most 

importan t insti tutional li'<llnelVork for ach ieving the MDGs. Moreover, the government has 

tocused on "providing qua li ty promotive, preventive, and selected cu rative health services in an 

accessib le and equitab le manner to reach all segments of population , with spec ial attention to 

mothers and children (FMOH , 2005/6-2009/ 10). 

Therelo re Nutrition is one of the tocus Areas of the Health Extension Program. 



Growth Monitoring is a screening too l to diagnose nutritional problems and status of children at 

an ea rl y stage. It has been suggested that growth monitoring has the potential for sign i ticant 

impact on mortality even in the absence of nutrition supplementation or ed ucation. Monitoring 

the growth of a ch ild requ ircs taking the same measurements at regu lar in terva ls, approx ilmtel y 

at the same time of the day, and seei ng how they change. Current ly, the Government po licics for 

growth monitoring focus on chi ldren less than 5 yea rs of age. 

The Wo rld Health Organization [WHO] (1986) defines growth monitoring and promotion 

(GMP) as a nutritional intervention that measures and charts the wei ght of chil dren from 0 to 5 

years of age and uses th is informat ion to counsel parents so that they take actions to improve 

ch ild' s growt h. Disturbances in health and nutrition , regardless of their etio logy, almost always 

affect growth , thus growth assessm ent has been sa id to be the single most use ful too l for defining 

health and nutritional stat us in chi ldren at both the individual and popul at ion levels. 

Growth monitori ng alld promotion (GMP) is a prevention activ ity comprised of GM linked with 

promotion (usua ll y counseling) that increases awareness about child growth; improves ca ring 

practices; increases dem and fo r other scrvices, as needed; and se rves as the core activity ill an 

integrated ch ild hea lth and nutrit ion program, when approp ri atc. Growth monitoring is 

measu ring and interpret ing growth , to faci litate commu nication and interaction with careg ivcr 

and to generate adequate act ion to promote chi ld growth through: 

Increased caregiver' s awareness abo ut chi ld growth 

Improved ca ri ng pract ices 

Increased demand for other services, as needed (GrifRths M, Del Rosso J. (2007)). 
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1.2 Statement of th e Problem 

My experience related to GMP is, I used to be an instructor of nursing and hea lth extension 

workers. During thi s period I observed that the l6 PHEWs packages very much broad and very 

difficult to accomplish every activi ty mentioned in the hea lth extension component packa ge 

towards nutriti ona l activities. 

The second scientific reason tS I had trying to review different papersiresearches on GMP 

programs. But I didn't find enough research materials in Ethi opia re lated to growth monitoring 

and promoti on programs. 

But some research indicates that the rationale fo r mon itor ing the growth of a child-most 

commonly done in the develop in g world through monitoring weight but can indude monitor ing 

length/height is based 011 the foll owing assumpt ions: 

• Growth is a good proxy for overall chi ld well-being and its measurement serves as a 

robust indicator. 

• Growth is a dynamic process that is made visible by monitoring changes 111 

anth ropometric indices and retlects current, not past, events. 

• Adequate nu tritiona l (anthropometric) status is depende nt on meet in g standards for 

growth velocity (0, Iyanuoluwa, A, Esther, A, Adeleye, (201 I)). 

Starting from early 1980s, Growth Monitor ing (GM) has been promoted as one of the ke y 

components of commun ity nutrition programmes. Since then, in areas where growth monitor ing 

and promotion (GM P) has been imp lemented as pa rt of a package of nutrit ion and healt h 

programs, pos itive impacts on child growth outcomes have been repo rted (Technical 

Consulta tion UN ICE F, 2008). 
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Since 1990, the effectiveness of GMP has been questioned mostl y due to problems in 

implementation including low coverage and poor linkage of monitoring to promotion activities. 

Several recent reviews have made an effo rt to evaluate effectiveness of Growth Monitoring as an 

interven tion per se, and the Lancet Nutr ition Ser ies li sted stand-alone GM as a not-to-do 

intervention for lack of enough supporting evidence. In view of the confusion about the rea l 

place and value of GM and GMP ,n promot ing better growth for child ren, a need for a 

consolidated effort towards better understanding of GM P wi thin the large r conceptual 

ti'amework of community nutrit ion intervent ions and of it s purpose and expected outcomes is 

stil l widely felt (Mangasarian, N, (2008)), 

Out of the twenty fou r million ch ildren born each yea r in Afr ica, four mi ll ion (16.6 percen t) will 

not survi,·e to see the ir fi fth birthday, even though over 50% of these deaths are largel) 

preventab le through immunizat ion, growth monitoring and timely interventions (0, Bello & 

Asekun-O- Esther, September 7, 20 I 0). 

The major health prob lems of Et hiopia remai n largely preventab le comm un icab le di seases and 

nutritional di sorders. Desp ite major progresses have been made to impl'O ve the health status of 

the popu lation in the last one and hal f decades, Ethiopia's popu lation still face a high rate of 

morb id ity and morta lity and the hea lth statu s remains relati vely poo r. Fi gures on vital hea lth 

indica tors from DH S 2005 show a life expectancy of 54 yea rs (53 .4 yea rs for male and 55.4 for 

fe male), and an ITvlR of 7711000 . Under- li ve morta lity rate has been red uced to 101 11000 in 

20 10v and more than 90% of child deaths are due to pneu monia , diarrhea, malaria, neonatal 

prob lems, malnutr ition and HIV/AIDS, and often a combination of these cond it ions (M ini stry of 

Health, 20 I Oil I - 2014/ 15). 

4 



When we see in Ethiopian context the success of hea lth extension program (HEP) in ach iev ing 

its set goa ls and objectives could be affected by a number of compl ex factors. The quali ty of 

health extension program (H EP) services depends on the human resource capacity; ownership, 

access to infrastructure, utiliti es and other services; availability of medical equipments , drugs, 

and other supplies ; availab ility of cli ent fr iendl y health service infrastructure; and stren gth of 

health systems. There is a perceived risk that Health Extension Workers (HEWs) may not be 

equi pped with the necessa ry skill s and competence to properly implement 16 hea lth service 

packages with one yea r of trai ni ng. Qua lity of tra ining has been cited as a determining facto r in 

the performance and effect of health programs (Center for National Hea lt h Development in 

Eth iopia, Columbi a Un iversity. 20 II ). 

The lIlult itask ing of HEWs, as \Ve il as unbalanced allocation of time among the service packages 

may also lead to inel'fici enei es of HEI' services. Moreover, the ass istance from stakeholders and 

vo lu nta ry community health workers and continuing educa tion they rece ive are impo rt ant facto rs 

that may affect the quality of HEP services. I-Ience there is a potential concern that the delivery 

of poor-qua lity and inefficient services may in turn lead to bypass ing of the scrvices by users. 

The impact of such a large num ber of new hea lth professiona ls wil l be a challenge to the 

capaci ties of the alreadv understaffed and und er-budgeted health system (Center for National 

Hea lth Development in ~thi op ia , Co lum bia University. 2011 ). 

Cond ucting KA P and cha llenges of EHWs in Eth iop ia he lps to eva luate the quality of measures 

and the skill of the health extension workers in the process and will plan to enhance skil l of 

HEWs by improv ing the accu racy of measurements in growth monitoring. 

So based on th is sta te ment o r the proble ms the follow ing research questions developed: 
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1.3 Research Questions 

I. Do the HEWs know how to use the measuring, Counseling, documentat ion and gu ide line 

of GMP materi als? 

2. How is the training going on with the HEWs towards GMP program? 

3. Do the HEWs have an attitude of towards GM P program? 

4. How do the HEWs practi ce the GMP program? 

5. Do HEWs have ski ll of ca librat ion of growth monitoring measurement tools? 

6. What are the challenges of HEW wh ile they are do ing GMP? 

1.4. Obj ectives of the Study 

1.4.1 General Objective of the Study 

To assess knowledge, att itude, pract ice and chall enges of HEWs towards the Growth Monitoring 

and Pro motion programs 

1.4.2 Specific Objectives 

The spec ific objecti ves of the assessment are; 

>- To eva luate the knowledge of HE Ws on how to use the measunng, Counselling, 

documentation and guide line ofGM P mate ri als 

> To assess the HEWs training towards GMP programs 

>- To assess the attitude of HE Ws towards GM P program 

> To Know the pract ice ofl-l EWs towards GM» program 

>- To level the skill of HEWs in calibration of growth monitor ing measurement too ls 

> To lind out if there are chal lenges of l-l EWs whi le they are doing GM P 
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1.5 Sign ifica nce of the Study 

This study would have the fol lowing significances: 

• It motivates the concerned bodies to give due attention to the problems and play an 

active role in reducing such challenges. 

• It gives insight to govcril mental and non-government organizations on the importance 

of Growth Monitorin g and Promotion program (GMP) on Nutrition Intervent ion. 

• As to the knowledge of the resea rcher, there has not been enough research undertaken 

on the deep KAP and cha ll enges of HEWs in Ethiopian context and particularly in the 

Tigray Reg ion. Thus, this study might bridge the gap and could poss ibly serve as a 

stepping sto ne for further research. 

• Suggest viab le in tervention strategies to curb the problems. 

1.6 Limita tion of t he Study 

Some pal1 of the HEWs of GMP program is still at its initial stage of implementation and has not 

fully settled down . Thercfore the observat ions made by the researcher may not be representative 

the whole region. 
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CHAPTER TWO 

2. Literature 

History and Developmcnt of Growth Monitoring Progrnm mcs 

Growth Monitoring, paI1icu larl y of infan ts and yo ung ch ildren, is widely regarded as an essential 

clement of primary health care and in a recent survey 154 of 178 Ministries of Health (88%) 

reported that they monitor ch ild growth. The poten ti al of Growth Monitoring li es in its use as a 

diagnostic tool for identifyin g a child with a nutrit ional or heal th probl em, thus enablin g action to 

be taken before the ch ild's nll tritiona l status is seri ously jeopardi zed (Ashworth, A ,2008) .. 

Most Growth Monito ring programmes use weight chart s to provide a graph ic representatioll of a 

chi ld's weight- lo r-age. An undernou rished or sick chil d will have a slower rate of we ight gain 

than a wel l-nourished, healthy chi ld . Monitoring growth by plotting a child's weight at regular 

interva ls and comparing the pa ttern of growth to reference curves of healthy chil dren permits 

carly dc:tection of Growth faltering. It provides an ea rl y warn ing signal and a trigger for ea rl y 

act ion (A shworth , A, 2008). 

Growt h Monitori ng has a long history. Regular weighing of in rants was advocated by Guil lo t in 

the 1850s fo r assessing tlw adequacy of lactation in neonatcs, and in the 1870s Cnopf in 

Nuremberg was the first to weigh infants systcmat ica ll y beyond the perinatal period, while 

Russow in St Petersburg was the pioneer or growt h standa rd s and of the idea that growth renects 

an infan t's well -being (Tan ner 1991). 

In 1899 in St Helens, England , regula r ch ild we ighing and practi cal adv ice were provided by 

vo lun teers of the Infant Wei fare Movemen t and by the l11id-I920s there was a nationwide 

network of welfare centres that were orga nized around chi ld we igh ing. The firs t growth 
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reference was introduced in England in 1906. In 196 1 the usc of gl'Owth charts was 

recommended by a joint committee of the Food and Agricu lture Organization and World Health 

Organization (WHO) (WHO 1962). 

The name ' Road-to-Health chart ' ori ginatcd in Malawi, but much of the pioneer in g work and 

advocacy for mon itoring gl'O wth in developing countries was by Dr David Morley and 

colleagues at lIesha, Nigeria. Over the years many different types of growth chart have been 

des igned : many add it ionally se rve as child hea lth records showing illness epi sodes, 

immunization status etc. and provide advice, for example on child feed ing, oral rehydl'8tion, and 

care-seeking. The direct ion of the child's line is emphasized, that is, whether rising in para ll el to 

the reference curve (good), or fl at (ea l'l y wal'l1ing) or falling (dange r sign). In the 1970s growth 

monitor in t~ was implemented in seve ral developing countri es in Africa, As ia, Latin America and 

the Near East both by governm ents and agencies, notab ly the Cathol ic Relie f SCl'v ices and the 

Un ited Sta tes Agency for Intel'l1a tional Development (USJD). Many systems emerged and WHO 

coordinated effo rts to develop a standard weight chart and publ ished guidelines for its use in 

health services (WHO 1978). 

The main aims o i' grolVth monitoring, as origina lly conceived, are to: 

• Provide a diagnostic tool for health and nutrition surveil lance of individual 

children and to insti gate effective action in response to growth fa ltering. 

• Teach mothers, famili es and heal th workers how diet and ill ness can affec t child 

growth and thereby st imulate individual in iti ative and im proved practi ces. 

• Prov ide regula r contact with primary hea lth -care services, and so facil itate thei r 

utili za tion(Ashwol"th, A,200B) 
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Ethiopia is one of the 189 countries that signed the Millennium Declaration. The UN Millennium 

Development Goals (MOG #4 and #5) calls for Ethiop ia to reduce child and maternal morta lity 

by a two-third and three-folllth respecti ve ly by the yea r 20 IS. 

Pursuan t of these goals, the Ethiopian Ministry of Health has undertaken a number of importalll 

public heal th initiati ves [l imed at improving the health outcomes ofwomcn and child ren (FMOH, 

20 10a). One of these initiati ves is the launch ing of the Health Services Extension Program (HEP) 

in 2003; an innovative way of scaling up the delivery of essen tial heal th in terventions targeting 

the househo ld and coml11 unity leve l. The primary purpose of HEr is to improve access and 

utili zat ion of health ca rc particularl y by ch ildren and mothers at a nat ional Icvel. It is designed 

based on the ph ilosophy that " If the ri ght knowledge and ski ll is transfe rred to households they 

can take responsibility for producing and mai nta ini ng their own health" (Hea lth Extension and 

Education Center & Fl\IOH, 2007, p. 2). The HEP is also rega rd ed as a principal means of 

im plementing the Heah h Sector Deve lopment Program (I-ISDP) by bri ngi ng key materna l, 

neonatal and ch ild hea lth interventions to the community (Amare & Selamawit A, 20 13) 

Delinit ion of GMP 

Growth Monitoring (GM) is the process of' fo llowing the growth rate of a ch il d in com parison to 

a standard by period ic anthropometric measurements in order to assess gro wth adequacy and 

identify fal tering at earl y stages. Assessing growth allows capturing growth faltering before the 

chi ld reaches the status of under-nutriti on. In addi tion to prevent ion of under-nutr it ion , the role 

of GMf' in captur ing over-nutrition especial ly in light of growing problem of obesi ty needs to be 

Illrt her explored. Growth monito ring and promotion (GM P) is a prevention activ ity that uses 

growth monitoring (GM), i.e. measliring and interpreting growth, to facili tate commun ica tion 

and inte raction with careg ivcr and to generate adequate action to promote chi ld growth through: 
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• Increased caregiver's awareness about chi ld growth 

• Improved caring practices 

• Increased demand for other services, as needed Growth mon itoring (Techn ical Consultation 

UN ICEF,2007) 

Use ofGMP 

Growth Monitoring, paI1icular ly of in fan ts and yo ung chi ldren , is widely regarded as an essentia l 

clement of primary hea lth care and in a recent survey 154 of 178 Mi nistri es of Health (88%) 

reported that they monitor child growth. The potential of growth monitori ng li es in its use as a 

diagnostic tool for identi rying a chi ld with a nutr itional or heal th problem, thus enabling action to 

be taken before the child's nutri tional status is seriously jeopard ized. Most growth monitoring 

progral1Jm es use weight charts to provide a graphic representat ion of a ch ild's weight-for-age. 

An undernourished or sick child wil l have a slower rate of weight ga in than a we ll nouri shed, 

healthy child. Monitori ng growth by plott ing a child' s we ight at regular intervals and comparing 

the patt ern of gro,,1h to reference curves of healthy chi ldren permits earl y detection of growth 

falterin g. It provides an earl y warnin g signa l and a trigger for ea rly action. Growth monito ring 

has a long history. Regular weighing of infants was advocated by Guillot in the 1850s fo r 

assess ing the adequacy of lactat ion in neonates, and in the 1870s Cnopf in Nuremberg was the 

lirst to weigh infants systemati ca ll y beyond the prenata l period , whi le Russow in St Petersburg 

was the pioneer of growth standa rds and of the idea that growth refl ects an infant' s wel l- being 

(Tanner 1991). 

In 1899 in St Helens, England , regular chi ld weighing and practi cal advi ce were provided by 

vo lun teers of the In l~1J) t We lrare Movel1Jent (W illiams 1986) and by the mid-lnOs there was a 
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nationwide network of we lfa re centers that were orga ni zed around child weigh ing. The first 

growth reference was introduced in England in 1906 (Tanner 1991). Dr Cicely Wi II iams reported 

that as early as 1910 mothers in Jamaica were weigh ing their babies (Ashworth A, et ai , 2008) 

The Wo rld Hea lth Organizati on [WI-I O] ( 1986) defines growth moni to ri ng and promotion 

(GM P) as a nu tritional intervention that measures and charts the weight of ch ildren from 0 to 5 

years of age and uses thi s infonnation to counsel parents so that they take actions to imp rove 

child's growth. Di sturbances in health and nu trition, regard less of their etiology, almost always 

affec t growth , thus growth assessment has been sa id to be the si ngle most useful tool for defin ing 

health and nu tritional status in children at both the individ ual and popUlation levels. 

Growt h monito ring and promotion (GM P) has thercfore been advocated wo rl dw ide as one o/" th e 

key elements of ch ild surviva l and pr imary hea lth care strategies. The emphas is in most places 

has been on the meas uri ng that is the 'monitoring' rather than the 'p romotion' of growth. The tcrm 

GM P rather than just growth monitoring was the refore used to emphasize that it assesses the 

growth and development of a child in order to detect the ea rli est changes and bring about 

appropriate responses to ensu re that growth conti nues uninterru pted. The growth or Road-to­

hea lth chart, des igned by David Morlev (Mo rl ey & Wood land, 1979) and mod ified by WHO. 

serves as a graphical representatio n o f the child' s phys ical growth and al so fo r the longitudinal 

!o ll ow-up of the child . This helps in com bat ing mal nutrition thro ugh timely and earl y detection 

of fa ltering grO\\1h, because growth fa ltering can be detected long before any eas ily-observable 

sign or symptom of mal nutrit ion becomes evide nt. This then helps to reduce infant and child 

morta li ty, because ma ln utrit ion is, in part, responsible for high rates of mortali ty of chi ldren aged 

less than five years. as observed in develop ing countries, and th us boosts the achievement or the 

mi ll ennium developm ent goa ls (Bell o- 0 & Esther-o, Septem ber 7, 20 10) 
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Growth promotion is the targetin g of counseling and other ass istance to children and their 

fam ilies based on thei r monthly weight ga in (or decline). Growth promotion includes growth 

mon itor ing of chi ldren (weighing and charting of weights) , but goes beyond that to identify 

growth problems (i n partnership with mother or caregiver), formul ate actions in response to 

problems, and follow-up the effects of agreed-upon in tervent ions. Althou gh the famili es of 

growth faltering children may face severe economic constraints, they often are ab le to make 

smal l, but profoundly important changes in the way they feed their chi ld . Even if the behavior 

changes do not achieve the international ly accepted feed ing guidelines, they can maintain or 

improve the growth and nu trition sta tus of a youngster. For example, feeding an ex tra tortill a 

twice a day, addi ng 2-3 spoonfu ls of rice to each mea l, or institu ti ng exc lusive breastfeeding can 

keep a chi ld from faltering and thus on an adeq uate growth trajectory (Nutrition Toolkit Tool #4, 

20 11 ). 

In hea lth and nut rition programs at thc cent ral or commun ity level, information on growt h is 

compi led and ana lyzed fo r prob lem-solving and plann ing, to integrate and ta rget services and 

rcsources, to mot ivate/enhance household-level actions, and to provide fol low-up/ feed back on 

the effects of actions taken. Growth information has been effecti ve in rallying the community for 

action and as a tri gger for increased attcntion to supervision of health and nutrition workers. A 

common error in growth promot ion programs is an over-emphas is on the task of weighing and 

compiling, reporting, and sending data wit hou t using them local ly. Programs need to focus 

attention on trends in growth (not on nutritiona l status) and on the use of th is information to 

target counse ling and relerral plans lor ch ildren (Nutr it ion Tool kit Tool #4, 20 I I). 
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The centra l tenets of effect ive growth promotion programs 

Programs wo rk most effectively when they are community- or neighborhood-based (not rel iant 

on a health facility) and aim for universal coverage of chi ldren under two or th ree years. Growth 

monitor ing sho uld begin at birt h, conti nue monthly fo r thc !i rst 18-24 months of life, and invo lve 

child caregivers in the monito ri ng process. Adequate growth (weight ga in) rather than nutrition 

status is the best indicator for action. Growth promotion is we ll suited for progra ms with a 

prevent ive approach becausc it catches growth falteri ng car lyon before signi [icant malnutrition 

has occurred. making it poss ible to correct the problem with home-based actions . Programs that 

work we ll record a chi ld's growth on a growth chart making hi s/her growth status visible to the 

ca regiver; ana lyze the causes of inadequate gro wth and formu late clear and feasi ble options for 

act ion based on the analys is; engage the fam il y in negoti ation on actions for im proved nutrition 

practices us ing precise recommendations tai lored to the individual child and her environment; 

follow-up with the fil mil y at the next we ighing to assist with cont inuing problems and to provide 

encouragement and praise (Ashworth A, et ai, 2008). 

I mport ance of counseli ng 

It is important to underscore that GMP wit hout propel' tailo red counseli ng in not recoillmended. 

Counsel ing aides should include generi c algo rithms address ing assessmen t, analysis and act ion, 

with speci tic adv ice fo r different situations, linked to ind ividual cOllnse ling tools to address each 

speeitic situat ion. The algo ri thms and counsel ing cards will need to be tailored to country 

contex ts and based on forma tive research results. Counseling aides should include clear 

principles of effective cOllnseli ng and negot iation. Im porwnce of developing counseling sk ill s 

shou ld be emphasized. Training shou ld include ro le play and practical sess ions and should be 

followed up by regular coaching; I11 cntoring and support to ensure good counseling sk ill s are 
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developed and applied. There needs to be a tool to record the negotiated decisions, actual 

implementation by the caretaker and subsequent follow up. Supportive supervis ion of counselors 

is crucial. For sustainability, it is suggested to have indivi duals tasked by the national structures 

to perform thi s fU llct ion (Technica l Consul tation UN ICEF, 2008) 

Current Knowledge of Growth Monitoring 

Growth , a positive change in the size of a growing individual, is a dynamic measure of hea lth , 

the best available indicator of nutr it ion status, and the onl y real measure of nu trition adequacy. 

Deviations from the expectcd, or predictable, course of gro wing are not visi ble at the ea rliest 

stage, and such invisibil ity is a major ba rrier to preventin g and curing heal th prob lems. Growth 

monitori ng has gained popularity in the last two to three decades and has been practi ced in over 

80 countri es, with perhaps the earli est report Ii'om clin ic-based acti vi ti es in Nigeria (Lot fi . M. 

accessed 201 4). 

The most widely promoted method of growth mon itoring is weighing and charting growth, since 

weight gain is believed to be the most sensiti ve indicator of growth and is universa lly appli cable. 

Th is method is favored by UN ICEF. Among ot her techniques, measuring arm ci rcumference is 

claimed to be the easiest and cheapest alternati ve to weighing and has been recom mended for use 

at the home and vil lage levels whenever regular and frequent we ighing is not possible (Lotn, M, 

accessed 20 14) 

Effectiveness 

Available data do not give enough ind ication of the effectiveness of growth monitoring, and 

studies to demonstrate the useful ness and benefi ts of such programmes in a community are 

needed fo r advocacy purposes. Recent reviews have concludcd that many growth-promotion 
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activities are poorly conducted and have discouraging results In spite of widespread enthusiasm 

and support, the general feeling is that growth-monitoring programmes have yielded few 

benefits, and they are of len descri bed as fa ilures However, the rep011s have shown how a greater 

focus on growth-promotion strategies and the ir implications fo r programme operations can turn 

these programmes into successes. Many nutrition and hea lth programme plan ners in the 

developing nat ions consider that growth monitoring is not li ving up to its potential for 

contributi ng to child survival and development (Lotfi , M, accessed 20 14) 

Growth Monitoring and Promotion 

Growth Monitoring has been defined as ' I he regular measurement, reco rding and interpreta tion 

of a chi ld's growth change In order to counsel, act and follow up results. It has been targeted by 

chi ld surviva l In itiatives such as those undertaken by UN ICEF and the U.S. Agency fo r 

Intcill al io na l Devclopment as an important too l for reducing infant morta lity. GrolVth Promotion 

act ivities such as the focusi ng on hca lth education, counseling, referral and other actions to 

fo ll ow up results are essential. Thus many profess ionals in the fi eld have suggested th at this type 

of activity be termed "growt h monitor ing and promotion, to emphas ize that action based on the 

results of assessment is an essential component of the interven tion (Brownlee, A . .Iuly 1990). 

The advantages of gro\\1h moni to ring and promotion, if properly implemented , arc many: 

• It allows for the carl l' iden tifica ti on ofehildrcn at high ri sk of malnu trition. 

• It enhances the transfer of nu tritional informat ion by provid ing the educator with data 

concerning chi Idren's grolVth patterns that can be used in ta iloring adv ice. 

• It ass ists in focusing scarce resou rces such as supple- mentary food com modi ty, 

Recipients who most need them. 
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• It provides a good opportunity for immunization and other prevent ive and promotive 

services, as wel l as for simple treatment and referral to other health services. 

• When combined wit h nu trition survei llance, it ass ists in evaluating the impact of other 

hea lth and development acti vi ties and in identifying groups in need of special hea lth 

attcntion (Brownlee, A, .Jul y 1990) 

Attitudes towa rd weighing 

Project planners should determine whether there .s any resistance to weighing of young children 

In the local culture or to other procedures central to the growth monitoring process. In certain 

parts of' India and Bangladesh, for example, the concept of the ev il eye causes some mothcrs to 

be extremely reluctant to have their healt hy children weighed. Weigh ing is at times seen as 

degrading, if the chi ld were a piece of meat. If conce l'llS such as these are not addressed, 

attendance at weighing sessions may be poor, and project impact substantially weakened 

(Chri sti an P, 2008). 

lIealth worker inadequllcics and possible training strategies 

Training 

In growth monitoring for both health professionals and front line workers should be 

st rengthened, as many knowledge and altitude problems are common both at the professional and 

auxiliary levels. High level professiona ls, educated to playa curative role, often have little 

understanding of the detrimental effects on su rviva l of the interaction between malnutrition, 

growth failure and inteclion. They orten fa il to eithcr use with monitoring as a tool in their own 

wo rk or act on measurement results coll ccted by those under them. Lower level workers thus are 

often unenthusiast ic about mon ito ring tasks and may lack the needed techn ical sk ill s as well. 
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Competency-based tra ining programs focu sing on pract ical knowledge and skills for both 

monitoring and promotion are essentia l (Christian P, 2008). 

Attitudes toward weigh ing ch ildren and other' growth monitoring 

Procedures Project personnel should determine whether mothers understand the signi fi cance of 

gaining weight for their children's health and to what extent procedures such as weigh ing may be 

viewed un favourably In the local culture. In certain parts of India and Bangladesh there appears 

to be some cultural res istance to weigh ing among fam ilies that believe in the "evil eye" and feel 

weighing a we ll chi ld may be dctri menta l to its heal th. In some countri es weigh ing a child "like a 

piece of meat" is thought to be degrad ing. It is im portant to determine to what extent attitudes or 

beliefs such as these ex ist so strategies for address ing them can be explored (Ch ri st ian P, 2008) 

Req ui rcmen ts to make GMP Successfu l 

Adequa te worker knowledge and sk ills 

• Time, com munication skills and moti vat ion of workers 

• Discuss ion between mothers and workers regarding feasible solution s and actions 

• Mothers understand mcssages and TRANSLATE information into action 

(Chri stian P, 2008) 

Health Extension Wo rke rs 

The Health Extension Progra m has shown very encourag ing results and will remain the main 

vehicle for cOlllmunity action includ ing comm un ity based nutrition programs for the coming 

years. Thc governmcnt has now put in all sedentary rural areas a Hea lth Extension Program to 

rcach every falllil y in every Kebele for various preventive and health promotion services, 

including nutrition . All the Hea lth Extension Workers (H EW) have been recruited and the 
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government is work ing towards creating universa l access in urban and pastoral areas. There has 

been significant progress in the tmining of the HEW's since 2003 . All 30,000 HEWs lVere 

trained and deployed by March 2009, with two HEW's for each rural Kebe le. However, the 

quality and effectiveness of the train ing needs to be reviewed (Save the children UK, May 2009). 

The curricu lum of the training institutions is being reviewed and Training Needs Assessment on 

ii"OIlt line workers is being carried out. It is necessary to ensure the HE Ws and Voluntary 

Commun ity Health Workers recei ve qua lity tra ining on Community Based Nutrition before the 

initiation of the Community Based Nutrition Program (Save the children UK, May 2009). 

There has been tremendous progress in the construct ion of hea lt h posts (HI's) ro r the de livery or 

HEI' at community leve l. The total nu mber of HI's has increased from the baseline of6,19 1 in 

2004/05 to 14,416 in 2009110, more than doubling in a space of on ly four years. Even so, thi s 

number on ly reached 89% of commun ities. versus the plan ned target of 100% under HSDP II I. 

Equipping HI's with medical kits remain a major challcnge during HSDP Il l; only 83.1 % or 

13 ,510 HPs out the planned target of 16,253 HI's we re rull y equipped (FMO H. 20 1011 1 -

20 14/15). 

As part of the imp lementation, 2,566 HEP supervisors lVe re tra ined and deployed, thus achicv in g 

80.2% coverage agains t the plan of 3,200. The FMoH prepared technical guidelines for HEP 

support ive supervision together with other tech nica l reference books for rural HEI' and manua ls 

ror school health program; these have been as pa rt of the BI'R. In addition , the implemcntation 

manual for pastoralist and semi -pastora list areas was j"inalized and distr ib uted to respective 

rcg ions (FMOH, 20 I 0/1 I -- 20 14115). 

Other majo r activities in support of HEP inc luded establ ishing HEI' departments at regional 

levels and respective structures al zona l and Woreda levels to strengthen the management 
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support to HEP. In order to expand urban HEP in seven regions of the country, 15 HEr packages 

along with a manual were developed and di stri buted for implementation. Training and 

dep loyment of urban I-IEWs is already in progress in Tigray, Amhara, Oromiya; SNNP, Harar i, 

Dire Dawn; and Add is Ababa. Accord ingly, thcse reg ions have trained and deployed a tota l of 

2,3 19 Urban Health Extension workers achiev ing 42% of the targeted number (FMO H, 201011 1 

- 20 14115 ) 

Pl'Ogram Chal lenges wh ile implementat ion of Ethiopia's Health Extcnsion Program: 

• Lack of attention to the details of worki ng conditions and to human resou rces 

management (unuerdeve loped en vi ronment) 

• Absence of instituti onal arrangements fo r management of hea lth service extens ion 

program at all levcls. 

• Absence of regul3 r supervision not do ing monitoring the quality of train ing and so liciting 

coopera tion of other socia l sectors 

• In ,Ivaibbili ty of con traceptives, inli'astructu re, vacc ines in sustainable manner 

• In some area, health posts are not fully well equ ipped with necded equipment and 

supp lies (SEB HA TU , A, 2008) 

The necd for communi ty education (eE) for HEW because of the weak preserves train ing, the 

dynamic circumstances at community Icvcls (inc lud ing growing demand for curati ve care) and 

changes ill the prevent ion/contro l techno logies and methods has been well -estab lished. In a 

related perspective, a concurrcnt st ud y has shown that all HEW expect to be upgraded in a few 

yea rs time. Th us it might not comc as a surp rise that the few HEW who expressed their opinion 

on CE on subjects not covered in the curri culum focused on curat ive care. Th is might be in 

response to the fact that HEWs are hard pressed by cOlllllluniti es to provide curat ive care. 
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lt is also notable that the request for immediate CE in subjects purported ly covered in the 

curri culu m foc us on mainly curat ive-related tasks. On the other hand, the more prevention 

oriented tasks such as FP services and most of the environmental heal th act ivities are ranked 

ve ry low in the pecking order fo r CE (Y - Ebiyo & Y -Kitaw, et ai, 2007). 

While var iati on and the perceived loll' qual ity of some of the bu ild ings mi ght not matter in the 

short ru n, availabi lity of the minimum standard of equipment and furniture is critical both for 

motivation of the HEW and acceptance/percept ion of the commun ities. Repeated shortage/lack 

of equipment and supp lies, as observed in this study and confirmed in HSDP II evaluat ion , could 

lead to under-use of HEW with ensuing problems. Measures taken in procurement at the regional 

level are commendab le but ali , the WHOs in particular, should ensure that the items effectively 

reach the liP (Center for national development in Ethiopia, May 2006) 

Health Planning 

Health planning is conducted in government organ izations, medica l and research organizat ions, 

and educational institutions and in prevention, early interven ti on, treatment, and follow-up. 

Planning should invo lve determin ing and ensu ring the number of necessary hea lth care personnel 

presently and in the futu re and how to both linance and con trol costs. It includes where to locate 

fac ilities, holY to provide the most effect ive means of service delive ry, and how to provide 

services in a cost effective manner (Ba rker, 2003; NASW, 1987) 

Regnrd ing Reference and Reading Ma ter ials to HEWs: 

The relerence materials prepared by the ivli nistry of Heal th (M Ol-I) arc now availab le in almost ali 

the HI's visited. These materia ls are in English and Amharic and some in local languages. 

Materials prepared by Carter Cent re, in more advanced Eng li sh, have reached TV ETI bu t not 
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HPs. There are practically no other reading materia ls at the HP level. They do not get any 

newspaper, newsletter or journal. Filing fac ilities being almost nonexistent, most documents are 

scattered haphazardly and had to be retrieved for inspection by the study teams with some 

difficulty (Center for national deve lopl11ent in Ethiopia, May 2006) 

Individ ual health worke r perfo rmance, whil e an impo rtant element, is somewhat difficult to 

discuss as a stand-alone issue, as it depends on all aspects of management, as discussed below: 

selection, training, supervis ion and support. Two studies that explicitly explore the perfo rmance 

of CHWs ill ustrate th is. Evaluations of CHW per formance in 1998, 1999, and 2001 in Siaya, 

Kenya fo und that "key reasons for the defi ciencies 

(In performance) appear to be gu ide line cO l11pl ex ity and inadequate clini cal supervision". 

An assessment of health worker perlormanee in the l11anagement of children with acute 

respirato r) infections CARl) in two local government areas (LGAs) in Nigeria found that : many 

of the hea lth workers had not allended a contin uing educat ion programme in the previous two 

years and supervision which could have provided on-the-spot training was irregu lar. 

Improvements in ART case management will require attention to policy, logistics, and train in g 

(Includi ng in-service educati on) and supervis ion 

(Lehl11 an n. U, and Sanders, D, 2007) 

The f ollowing are l11ajor challenges encountered during the implementation of the GMP 

program. 

• Lack of attent ion to the detai Is of working conditions and to human resources 

management (underdeveloped envi ronment) 

22 



• Absence of Insti tutional arrangements for management of health service extension 

program at all levels. 

• Absence of regular superv ision not doing monitoring the quali ty of training and 

soliciting cooperation of other soc ial sectors 

• In availab ili ty of contraceptives, infrastructure, vaccines in sustainable manner 

• In some area , health posts are not full y we ll equipped with needed equ ipment and 

suppl ies 

• No research conducted on program area(SEBHATU, A, 2008) 

CHWs growth monitoring skills 

All the communi ty health workers were able to read observed weights accurately anci record 

correct ly on the card the weights that were observed. Some challenges were observed wh ich 

included the date of cntry, which was on ly clearl y ind ica ted in 50% of the cards in centers. None 

of the cards observed had 100% attendance whi le the weights in most ofthc cards (89.5%) were 

never joined to make thc mothers picture the growth pattern of their babies. The CH Ws did not 

communicate to the mot hers about the growth or thc weight of the chi ld. Although the date of 

next visit was clea rl y indicated morhe rs had no communication about the growth of their children 

with the CHWs. Thi s was also confirmed in a focus group discuss ion when mothers said that 

they had dropped from the CBGMP because even when their children were weighed they were 

never to ld anything about it (M, RUT H, 2013). 

Low coverage ancl limited counsel ing were reported in large-sca le, growth monitori ng 

programmes In India and also in programmcs su pported by UN ICEF In China, Ecuador, 

Indonesia, Malawi, Tha ila nd, the DRC and Za mbia. In Burkina Faso. Nigcr and Mozambiquc, 

rewer than 30% of lllothers received counseling. In Costa Rica, a lack of essent ial suppl ies and 



an unsupport ive hea lth sysrem were said to demotivate professional nurses and community 

health worke rs, lead ing to unsati sfactory growth-monitoring practices (Tshibwila, K, 20 11 ). 

The lim ited ti me avai lable fo r interact ion with caregivers cont inues to constrain effective action 

in many countri es: Children were misdiagnosed and interaction with mothers was rare. In 

Zambia, the average contact time was 30 seconds, in the DRC mothers received 2 minutes 

consultat ioli time, no adv ice at all , and lacked nutritional knowledge and com munica tion skill s. 

Inad e~lIate training of professional nurses, especiall y in e~u ipping and ena bli ng them to prov ide 

effective counseling, the poor qua li ty of im plementation, poor ly addressing the specific needs of' 

each mother and child , the lack of necessary knowledge, skills and insight to anal yze the 

situati on and to deduce appropriate action were all important factors. In a survey of training 

courses in Lusaka, weigh ing. plotting and interpreting the growth cu rve were ad e~uately taught. 

but none taught counsel i ng or fo llow-up act ion (Tsh ibwi la , K, 20 I I). 
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CHAPTER THREE 

3. Methodology (Research Dcsigll) 

3.1 Study Area 

The Region of Tigray 

The Tigray region, placed in the North part of the country bordering Eritrea in the north, Sudan 

in the West, and the region Afar and Amam of Ethiopia in the west and in the South respectively 

(T, Abraham, 20 II ). 

Tigray Region has a surface of 53,623 km' and the altitude changes between 3,900 meters in the 

highest 111 0untai ns of the eastern zone to almost 500m belolV the sea level in the area of the west. 

Consequentl y, the temperature in the region presents big oscillations according to the area. Also, 

the rainfall also changes from 300l11m to 1,000I11m, and there are frequent and severe droughts 

(T, Abraham, 20 11 ). 

The total population of Tigray is around 6.2 million {49.2% male and 50.85 female} wh ich is 

about 8% of the tota l population of Ethiopia and 85% the people live in the rural areas 01' the 

region. In terms of re ligion , 70% of the popu lation is Ort hodox Ch ri sti ans. Most orthe remaining 

30% arc Muslims and Cathol ics , Pl'Otestants and Advcntists are also prcscnt (T, Abraham, 201 1). 

Regard ing ethn ic composition, 94.98% are Tigrawai, 2.6% Agew/Amharu, 0.7% El'Ob and 0.05% 

Kunal1l:J. T igrignu is the worki ng language of the region. 

Urban population distri buti ons in cities include Mekelle (185,000), Adigrat (7 13 14), Ax um 

(51727), Alamata (498 83), Endasclase (48335), Adwa (46645), Maichew (37581), Korcm 

(32072), Wukro (31245) and I-iulllera (27807) (T, Abraham, 20 II ). 

25 



3.2 History and Pol itics 

This P3lt of Ethiop ia has a very rich and long history. The grandson of Noah, Cush, establ ished 

an empire based in Axum that lasted fo r one millennium (a round 300BC to around 700 AD). 

Axum (central Tigray) is the home of an over 4 thousand yea r old Axumite kingdom which was 

once very powerful and had tremendous influ ence around present day red sea countries. This 

ki ngdom has left rich architectural and archaeologica l heritage of rock-hewn churches and 

1l10numents . It was a highly literate society which developed an alphabet. Modern Tigrigna, the 

language now spoken in Tigray has evolved from the language Geez (T, Abraham, 20 I I). 

Chri stianity was introduced to Tigray region in the fourth centu ry. Its old monaster ies became 

centers for learni ng, translating, includi ng the Bible in the fifth cent ury . Islamic rel igion was al so 

by the end of the s ixth century. The Axum ite heri tage is sti ll importalll in Tigray today. The 

obelisks from this era nre still standing in AXll ll1 today. They symbolize nat ional pride and 

consciousness fo r all Ethiop ians. Ti graians together with other Eth iopians had an important role 

in defend ing and defi ning today's Ethiopia from co lonial powers. 

Johannes the fo urth , a Tigra ian king, defended the area from Egyptian, Italian and Sudanese 

invaders. Together with other Ethiopians Tigra ians had soundly defeated the Italian regime in the 

batt le of Adwa in 1896. Th is was the fi rst in Africa fo r a modern colonial power to be defeated 

by a poo rl y armed, but determined mostly peasant army (T, Abraham, 20 11 ). 

3.3. Major Economic Activities 

About 83% of the people are farmers. Ten; wheat, corn , sorghum, barely nige r seed, flax seed 

and sesame are the main crops grown in the reg ion . Pul ses, beans, lenti ls, onions, vegetab les and 

fru its and potatoes are also othe r agricultura l products. Terrace rarm ing is also used on tlte steep 
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slopes. 1.5 million hectares of land in the reg ion is cultiva ble, of whi ch one million hectares is 

being cu lt ivated (T, Abraham, 20 I I). 

3.4 Hea lth 

Health coverage in Tigmy was one of the 10IVest in Ethiopia. Onl y 12% of the society was 

getting some health bene fi ts . Since 1991 after the number of hea lth posts or small clinics 

increase from 100 to 600, small hospitals from 10 to 40, central hospital s from 4 to 13 and one 

refe rra l hospita ls were built and arc giv ing service to the pub lic. The hea lth coverage in thi s state 

Ii'om 1991 to 2006 grew fro m 12% to 70% and still is growing (T, Abraham, 20 11 ) (Figu re I). 
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Figure I: Distrib utions 01' public sector health facilities in Tigray region, 2007 

The study target covc red the th ree purposively sel ected Woredas of Tigray region, which are the 

project area of Micro Nutrient Initiativc (MI)/Concern Tigray 

• Endamohoni: 21 kcbele south Tigray 
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• Sasi tsada emba: 26 kebele central Tigray and 

• Eastern: Medebay Zana 20 kebeles 

The selection was based on LQAS/purposive sampli ng methods to represent the who le regions 

and the second stage samp li ng was done from the kebele. This study also enabled me to track the 

trend of change relative to th e prior assessment undel'taken and more specificall y GM P. 

3.5 Study Design 

For the purpose of this study the LQAS (Lot Qua lity Assurance Sampl ing technique) was 

administered. The assessment is to know the knowledge, atti tude, practice and challenges of 

HEWs towards using the Growth Monitoring and Promotion program and the implementation 

processes. The HEWs performance enabl es me the informat ion on the HEWs capacities and 

implementat ion process. Thus, the assessment of the 1-IEWs imp lementation process was taken at 

different I ~ve l s of the health system serving the comm unities where samplc households were 

se lecting fo r health ou tcome determinat ion (Wikipedia, the free encyclopedia). 

3.6 Sa mple Size Determina tion 

Pu rposive selection health posts located in the sample vill ages, HEWs worki ng in these hea lt h 

posts, respecti ve refe rral health centers, respective HEW supervisors and district health 

management responsible for the supervision and management of HEP was sampl ing fOl' th is 

assessment. 

In pri nciple of the samp le size se lection method which is LQA S the sample size determinati on 

was restricted at a minimum of 19 and above. The result with the minimum 19 sampl e is 

sta ti stica ll y sign ificant and accep tab le. In the case of th is study it is suggested to sam ple at least 
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19 HEWs from 19 healih post from one supervis ion area which is the di strict (W ikipedia, the 

fi'ee encyclopedia). 

The researcher used sampli ng is a simple, low cost random sampling methodology those are: 

three Woredas ofTigray reg ion such as: 

• Endamohoni: 21 kebele south tigray 

• Sasi tsada emba: 26 kebele centra l tigray and 

• Eastern: medebay zana 20kebeles 

Acco lllmodating the above constrain ts, the number of samples included In the sample, were 

determined by the LQAS sample size formul a. The num ber of samples to be sampled , n, is 

dependent on six parameters: 

(I) The number of s3mples collectcd in each samples, m; 

(2) The tota l num ber of , amples in a catchment area, N; 

(3) The tota l population in the catchment area (usual ly based on a national census 

(4) The average of the square of the populations in each SAs, M2; 

(5) An estima te ol' the illlra class correl ation, and 

(6) The maximum des ired length for the confidence interva l, 'max , which in thi s case, has a 

val ue of 0.2. 

Three of the parameters, namel y, the number of samples, the total population size, and the 

average of the square of the populations in each sample, are obtained direc tly from the census of 

the populat ion. The size of the sampl e co ll ected in each smnple is determined by the minimum 

sample req ui red to 3ppl" LQAS dec ision rli les with acceptable error. It is typ ical ly set to either 

19 or 20 fo r two reasons: (I) previollsly developed and field tested training material s can be lIsed 

29 



immediately (Valadez, Weiss et al. 2003) to carry out an LQAS analys is of each SA , and (2) 

these sample sizes have been used successfully in many applicat ions globally. Thus, an estimate 

of the interclass correlation, -, is the only unknown quantity and we discuss mcthods of obtaining 

this estimate in the fol lowing section. 

Table J: Distribution of samples by Worcda and kebele 

Sample from each 
Sampling Woreda Kebels Tota I sa III pie size 

kcbele 

KAP question 
, 

2 19 114 J 

Observation 3 I 19 114 

Focus group 3 I 10 30 

ui scucs ion (FGD) 

In -depth interview J 1 3 9 

with Key informant 

in terv iew 

Total 267 

For the qualitative component of the sa mpling frame random selection of partic ipant s with the 

help of woreda health office and HEWs was employcd . An average one FGD was conducted 

wi th 6- 12 mothers with children under the age of two. 

3.7 Methods of Data Collection 

This section (methodology part) provides an overall strategy of the study and provides a plan fo r 

co ll ecting and analyz ing data. Issues that was addressed in thi s section include: the broad stud y 

30 



strategy and how it responds to the spec ifi c objective of the ass ignment, sources of data (from 

whom and what), and how data will be collected and analyzed. 

The study was guided by the fo llowing qualitative and quantitat ive methodological approaches: 

(I) KAP of HEWs (2) Observational methods of HEWs (3) Focus Group Discussions (FG Ds) 

wi th mothers whose children under age 2, (4) In-depth in terviews with Key info rmants. 

3.7.1 Observational Methods 

Observing and recording ill the fie ld: - The center of attention for thi s fie ld research was 

observing and recording on the checkli st (see at Appendix) what occurs and how the HEWs 

measure and use the mat ria ls and well noted down of the rapport is expected. 

3.7.2 Key In forman t In lerviews (KlIs) 

Key informant interviews (Kll s) were conducted with the objective of sol iciting ideas li'om 

diffe rent level HEWs trainers, patt ners, superv isors and the woreda hea lth of'fices. The reason in ­

depth interview is selected is that it provides an opportun ity to the investigators to question 

thoroughl y certa in areas of inquiry and it pe rmits greater of responses, which is not possible 

th rough any other means. 

The basic criteria adopted to se lect these samples were based on their awareness of the GMP 

pro gram. Interviews were semi-structured. In itial in terview questions were go ing to prepared 

based on standard regul:i tions and the Ethiopian Consti tution and other relevant documents and 

observa tions of the group, bu t an individu al interview va ri es as themes emerged through the 

respondent's input. 
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3.7.3 Focus Group Discussions (FGDs) 

In order to explore the perccption of the benefi ciary mothers (mothers with children under two) 

on the growth moni toring programs services provided by the HEWs. The focus group di scuss ion 

method is also considered compatible to the nature of the study and is substan tial to the 

qua litative method mentioned above. Therefore. the Focus Group Discuss ion is used to exp lore 

more open and a cl oser perspect ive of the subjects. whi ch may be im poss ible to obtain in the 

other method. Further, focus group discussions gi ve an opportun ity to the team to develop issues 

in a more focused fashion. The team member tasks and responsi bi li ties were clearl y spelt out to 

cnsure that accurate , informative sub miss ions are co llected. 

3.7.4 Data Collection Administra tion 

Assessment tools and instruments data co llection was through personal intervicws uSi ng 

structured questionn ai res and in some cases th ro ugh observation 

All the questionnaires were translated into Tigrigna languages. 

3.8 Assessment Instrnments 

3.8.1 Designing of SIIl"Vey Instruments (Questionnaires) 

Hence, the KAP assessme nt was ut ili ze standard and structured questionna ire which arc des igned 

consider ing the obj cctivcs of the assessment, the required outp ut and which was allow th is end , 

The questi ons are des igned to capturc all in formation requirement of the study and are based on 

the ind icators solicited in the project. Especial ly, greater effort s was made to enS lll"e that the 

quest ions are suffi cient ~nough to capture the intended indicators and in line with the assessment 

model. Moreover, ca refu l considerat ion of issucs such as lim iting the interview to a reasonable 

length; ensur ing the questions are clear, unam biguous, and within the feas ible knowledge of the 
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respondent. For thi s purpose, profess ional s in the team who are involved in thi s survey were 

parti cipati ng in draft ing; pre-testing and finali zing the instruments. The designed questioners 

were based at the heal th post level: 

I, HEW knowledge and pcrcepti on 1l10du le, 

2, HEW competence modu le 

3, Heal th post performance module used to co llect information from the HEWs and health posts 

to assess the KAP and challenges of HEWs to towards GMP programs. 

3.8.2 Pre-test of Survey Instruments (Ques tionnaires) 

Under taking a pre-test of the survey inst ruments (Questionnaires), FGDs and key info rmant 

interviews helped for the purpose of identi fy ing and correcting errors and shortcomings before 

the implell1entation of the ac tu al su rvey. It also helped to evaluate the general receptivity and 

feasibil ity of the questionna ire, consistency of the questions and appropri ateness of the word in g 

used and to identi fy speci fic problem s of comll1un ication between the interviewer and the 

respondent. 

The researcher was closely involved in the pre- test to observe all stages of the work while it is 

being done in the field. Questionnaires were finalized after reviewing results and incorporating 

comments on the pre-test. 

3.9 Data co llectors 

The researcher and the da ta co ll ectors together were in volved in the assessment of knowledge, 

alt itude, practice and chal lenges of HEWs towards using the Growth Monitori ng and Promotion 

programs. It helped to ach ieve high qua lity data and homogeneity in the administration of the 

questionnaires. Each HEW was interviewed independently for the HEWs ' attitude, practi ce and 
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HEWs' competence modules, thus two questionnai res could be completed per hea lth post where 

appropriate. 

3.9.1 Consent and Confidentiality of the data 

The purpose of the study and general procedures were explained to the HEWs and se lected 

rcspondents which would be asked if interested in participating. They were in fo rmed of the 

objectives of the stud)" the length of the interview, ri sks associated with the study, any 

discomfort and inconvenience associated wi th it , as described on the consent fo rms ancl oral 

consent was obta in from study subjects. Consent and con fi dentiality of study data recru itment of 

study subj ects was in person by approachi ng hea lt h posts and the selected respondents. 

The information were gather through interview would be kep t confid ent ial and was not shat'ed 

with any persons or agencies not affi liated with this study. The answers of the respondents were 

combi ned with the answers of other respondents in such a way that it is not poss ible to associate 

parti cular responses with pat'ticu lar health post and se lected respondents. Al l health posts and 

respondents will be ass igned a code, and this code is stored separate ly fro m the responses to the 

survey. Individual responses are thereafter referred to by codes alone. 

3.10 Da ta Quality Ass ura nce Pla n (during and Afte r F iclci1l'ork) 

The researcher was pay due atten tion to ma intai n the quality of data to be co ll ected from the 

lield. Data quality assurance was taken care of starting from data collection phase up to the end 

of data analysis through different mechanisms and strategies, so that two main sources of errors 

(sampling and non-sa mpling errors) expected fro l11 the assessmen t tha t illlcrfere with the ab ility 

to col lect val id data was avo ided. One source (the non-sa l11pling error) eOl11es from people 

collecting the data (mainly the intervielVer), and fi'oll1 respondents (ta rget beneficiaries) and 
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institutions from whom the data was collected. It is commonly said that people do not tell the 

truth about some issues/ behaviors being st udied, and that they exaggerate or wi thhold 

information. Experi ence has shown that there are techniques that can be used to increase the 

likelihood of honest sharing of information. Hence, efforts were made interv iewers we ll trained 

to di scuss sensitive questions with respondents and ma ke them feel at ease. The interview and 

supervisor guidelines to be prepared a head of the study were prov ided a necessary tool for 

ensuring qual ity of fi eldwork. 

The researcher team were employed the followi ng strategies to minimize both samp ling and non­

sampling ('I'I'o rs. That is by ensuring that: 

• Questionnaires were well-des igned and suffic iently pre-tasted 

• In oreler to maintain the qual ity or the data, the researcher was adm ini ster the qual itative 

questions 

• Questio nnaire admi nistration was consistently (uniformly) applying; 

• A con fide ntial atmosphere fo r data co llection was provided (arranged) 

3.11 Dnta Management and Processi ng 

Once the required data are co llected from the lie ld , data management and process ing activit ies 

were ta ke place. Accordingly, the raw data needs to be converted into a form su itable for analysis 

and interp retat ion. Data processing is, the refore, the link between data collection and data 

analys is. This can be achieved through sequences of activit ies, which include editi ng, cod ing, 

entry, and tabu lation. The objecti ves are 10 check the completeness, in tern al consistency and 

appropriateness of the answers to each of the ques tions. 
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During Data Entry: the data could be entered in a simple excel form and clean it and analyze it. 

And for the qualitative analys is hand tabu lation and ana lysis was administered. 

3.12 Editing and Coding 

The fil led- in questionnaires were unnoticed errors and may requIre rcvlew and edi ting of 

inconsistent resu lts and checking for appropriate codes. Therefore, all the qucst ionnaires co ll ect 

li'om the fie ld was manually edited to ensure that the questionnaires have the required quality. 

An editing and codin g manual was prcpared for this purpose and the researcher was managed on 

the key elcments of the cd it ing/cod ing work relevant to the particular natu re of the study. Opcn­

ended questions, such as other - specify were thoroughly reviewed and recorded in a separate 

notebook l'or further recoding and reference during analys is and write up orthe report. 

3.13 Da ta Entry 

A data management plan, which inc luded defini ti on of standard format for identificat ion of 

records and var iab les, list of va riables 1'0 1' checking internal consistency, expected va lue ranges 

1'01' all vari ables, etc. were prepared before the data entry process. 

Fo llowing the completion of the entry, the raw data was tabul ated manually and analyzed from 

the source. The qualitative data analysis was done manually by using the defin itions as per the 

objecti ve of the study. A fter completing data checking, the data supervisor stHl1ed data cleaning 

and verifi ca tion, organiz ing, and tabu latin g the data that may ta ke the fo rm of a simple tabulation 

or a cross-tabulat ion. 

3.14 Ethica l Co nside rations 

Studies on the knowledge, attitude, practi ce and cha llenges of HEWs towards using the Growth 

Moni toring and Promotion programs has to be confidential and eth ically sensitive as the nature 
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of the stud y demands, the fo llowing ethical considerations were strictly taken carc of throughout 

the research process. 

Informed Consent and Right to Decide to Participate 

Each participant is free to dec ide whether he/she wa nted to participate in the evaluation or not, 

and not fill ing out the interview schedule or being absent is the easiest way to decl ine 

participation. The participants also have the right to decide to terminate thei r participation at any 

stage of compl eting the interview schedu le or not to answer specific quest ion. 

Al l the individuals assisting with the data co llection proccss were un l'amiliar to the benefic iary 

participants and they guaran teed the confidenti al ity orthe information sha red, which mayor may 

not have involved persona l experi ences. The respondents of the interview schedule were not 

identifiab le. This anonYl11ous process is selected to guarantee the part ici pant's right to pr ivacy. 

3.15 Analyses and Repor t Wdling 

This stage is ent irely deskwork and consists of, compi ling, re lin ing, data analys is, debriefing and 

most importan tly writing the final draft report. Debriefing is believed to he lp fine-tune the 

preparation of Draft Report before it is late and this saves time that would be wasted in 

reworking the Final Report. 

After the data have been co llected, it was ana lyzed to calculate chosen indicators, to assess the 

current and to al low measurel11ent of changes in indicators over time, and to explore 

relationships between variab les. Accord ingly, attempts wil l be made to el11p loy recol11mended 

methods of statistica l analysis of data hom repeated surveys (re lated surveys). To th is effect, 

statistical ana lysis computer package (SPSS) will be employed to analyze the qua nti tative data 
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collected. Moreover, interpretation of stati sti ca l ana lyses made; common sources of bias in the 

data were outlined followed by wri ti ng of reports as described in the work plan of the research. 

On the other hand , the main method for analysis of qualitati ve data (co llected through in-depth 

interviews and focus group di scussions and fi eld observations) was using Co laizzi 's proced ural 

steps (1978) cited in (Merriam, 1988). All interviews were transcribed verbat im and then be read 

severa l times individually to gain a fee ling for the data and di scllssion among the data co ll ectors 

were made to clari fy information and cultu ral implicat ions. Significant statements, ideas and 

phrases then be highli ghted on the transcri pt anci notes was made. An initial li st of key themes is 

created and codes were given to them. A word process ing program used to cut and paste the 

significant statements, ideas and phrases in to themes. The key theme was summarized, stayin g 

as closely to the participant's words as possib le. 

38 



CHAPTER FOUR 

4.1 Data Analysis 

Data analysis was done using SPSS so ftware to the KAI' structured questioner 

4.2 Resu lts 

This report presents the findin gs of a Knowledge, attitude and practice (KAP) and challenges of 

HEWs towards OMPs in th ree worcdas ofTigray region; - Endamokoni , Tsaese saedaemba and 

Medebay Zan a from March [,20 [4-April [8 ,2014. 

The report is also supported by Observat ion, Focus group discuss ion and key informant 

interview methods. The HEW was also asked to undertake Growth Monito ri ng of chi ldren 

present on the day of t[ le survey. Sccondary data on growth monitoring consisting of growth 

chart and registers ava ilab le at the hea lth post was also sc rutin ized to assess the statu s of OM 

act ivit ies undertaken by HEW. A[[ data from the different sourccs were organized and presented 

to show its fu[[ picture. 

4.3 KAP and challcnges of HEWs on GM P results and discuss ion 

4.3.1 Knowledge about GMP 

A[most al[ HEWs 94 (96%) heard 0[' OM[) Program and about 85 % of them recognized that 

GM I' was one of a child health program, 
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F igure 2: Know ledgc of HEWs about GMP Programs 

4.3.2 Know lcdgc a bout GMP Equipm cnts 

Rega rd ing the GMP equ ipments that the HEW currently using, 86 (39.1 %) are using Weight 

scale, 40( 18.2%) height board and 89(40.5 %) of the HEW usually used MUAC tape. Above 

half, 64 (55.7%) of the equipmen t were provided to the health post before two years time. Most 

of the eq uipment, 82(87.2%) were in 1V0rking conditi on as the ti me of thi s survey. 

HEWs Knowledge ofGMP cqu ipments holV to use by % 

Weight scale 39.1 % 

I-Ie ight board 18.2% 

MUAC 40.5% 

Ta ble 2: K nowledge of HEWs about GMP Eq uip mcnts 

As to the HEW' S self report knowledge in using these materi als, 39(41. 1 %) of thc respondents 

reported that they know it very well , which means they do have propel' knowledge and pract ica l 

sk ill in using the tool, of 52(54.7%) of them need additiona l refresher training, and on ly the 

remaining 4(4.2%) said I don't know how to use ir. 
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Concerning the preparat ion the HEW does before starting the weigh ing, the most freque ntl y 

mentioned were I will check its funct ionality before putti ng the baby in it 82 (36.6%), I will 

check the level whether it is at 0 82(36.6%), and I wi ll check the level place to put and read the 

scale ze ro was responded by 52(23.2%), least mentioned was I don' t check it norma ll y, 6(2%). 

About the preparation th e HEW docs bcfore starting the hcight board like that of weighin g, the 

most fi'equently mentioned werc I wi ll chcck its functionali ty before putting the baby in it 4 I 

(32 .8%), I wi ll check the level 36(28.8%), and I will check the level place to pu t was responded 

by 33(26.4%) least mentioned was I don ' t check it normall y, 8(6.4%). 

Al most all respondents 93(98 .9%) were using MUAC tape during GM P and from the total of94 

respondents 77(37.9%) reported that the decision to usc different materials of GPM is as per the 

standa rd, 49(24. 1 %) were as per thei r supervisors advice, and 67 (33%) were based on their 

knowledge . 

In thi s study, the most widely used standard GMP equipment were MUAC 76 (46.9%) and Wt 

scale 57(35%). 

Concern ing the knowledge of respondents about difference between GMP and Screen ing, onl y 

15 (8.2%) of the respondents replied they are the same, while 62 (34 .1 %) held the view that 

GM!' includcs weight check and coun se ling and 55 (30.2%) GMP is focLls ing on monthl y 

weighing of children and screening involves Ht check and MUAC. (Table I) 

Knowledge on Counseling and GMP 

Most of' the hea lth post 86(96.6%) GPM program has included counseling as reported by the 

HEW and as to what invo lved in the counseling sess ions, 86(16.8%) said counseling based on 

the ch ild we ight, 84( 16.4%) on child feeding, 87 (17%) on proper care of the chi ld, 83(16.2%) 
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on regular GMP follow up, 77(15.1%) on importance of child care and foll owing up of GMP 

programs, and 81( 15.9%) on hygiene and sanitation. 

Top three reasons of HEW not giving counseling during GMP were lack of tra ining on how to 

counsel 18 (60%), work burden 5(16.7%) and shortage of tillle 5( 16.7%). 

lack of training ot;! 
how to cour;)sel 

18 (60%), 

work burd en 
5(16.7%) 

shortage of 
ime 5(16.7%). 

Figure 3: Top Thrcc Reasons ol'l-IEW not giv in g Counseling Du ri ng GMP 

Training in GMI' 

Subsequent in-train ing was received by 81 (84.4%) of I-lEW and among those who took the in-

training, the content of the tra ini ngs that were given for the I-lEW 78(29.7%) of the train ings 

focused on defini tion of GMP, its important, 75(28.5%) on how to do GMP, 70(26.6%) how to 

use the result after we ighing a child and only 40(15.2%) how to link the child with other 

programs. And hence, during the training courses of the HEWs, spec ial emphas is should be 

given on, Nutrit ion Heal th Education (NI-IE) and follow up action. 
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Knowledge of Documentation in GMP 

Standard registration book 78(52.3%), exercise book and design the template by themselves 

38(25.5%) were the top two methods of record ing in GM P. 

Knowledge of GMP Guideline 

89(95.7%) of the HEW knew some guideli ne document wh ich states about GMP. 

Supportive Supervision on GM P 

HEW didn 't get an y supportive supervision from woreda, health center or another agency on 

IYCN program especially on GMP as reported by 23(25.6%) of HEWs. ]{egular supervision is 

cri ti cal fo r program qual ity. It ensures that the supervisor understands the challenges faced by the 

\Vorkel's and su pports them conti nuously. Support ive supervision implies not only adding a 

train ing aspect to the visit. but also engag in g directl y in problem-so lving with the worker. 

conducti ng home visi ts, attending meet ings. and visiting communi ty leaders. 

4.3.3 Attitude of HEW towa rd s GMP Program 

In assessing their opi nion and moti vation to Li se GMP programs, most of them 71(75%) have 

reported that they have a good motivation to do GMP 

When the respondents were askcd about to rate their interest to improve the accuracy of 

measurements in growth mon ito ri ng promot ion chart measurement process 64 (72.7%) of the 

HEW repl ied that they are very interested to upgrade their skill while 23(26.1 %) said interested. 

(See Figure 2) 
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Attitude of HEW to improve the accuracy 
of measurements process in growth 

monitoring 
72.7% 

26.1 % 

Ve ry interested Interested No interest 

Figure 4: Attitude of HEW to Improve the Accuracy of GM Measurement Process 

Respondents were asked their att itude whether supporti ve supervision is important for GM P 

Program, almost all the HEW 87 (98.9%) pcrceived that it is importan t. 

4.3.4 Practice of HEW 0 11 GMP 

A total of 28 GMP measurement practi ce were observed. 13(46 .4%) of the GMP measure were 

performed very good based on the WHO standard and 15(53 .6%) of the GMP measure were 

completed in good way that is MUAC, weight and height measurement done properl y. And also 

they did record for documentation task. 

Practi ce of HEWs on GMP 

Performed very good based on the WHO stnndard 46.4% 

Performed good based on the WHO standard 53 .6% 

Table 3: The Skill of the HEW Regarding Assessmcllt of GM is depicted 
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Mother Involvement for GMP 

The most frequent ly reported ways of mobi lizing the mothers by HEW for growth monitoring 

program were heal th/women development armies 87(27.8%),i mmunization days/child heal th 

days 90(28 .8%) and chu rches and other gatherings to an nou nce 74(23.6%). 

The overall GM activ ities are to achieve behaviora l change in mothers with respect to child 

feedi ng, appro priate response to illness and an understand ing of the various factors which 

influence the growth and developmen t of the chi ld and the adopt ion of methods in the 

communi ty to prom ote opt imal hea lth . The advice that was given by HEW to mothers regard ing 

the GfvlP resu lt was not sat isfadory. Thi s indicated that the HEW themselves could not 

comprehend the GMP adequate ly. Or nu tr ition health educat ion and other follow up action on 

GM were given low priority. 

in s()m~ sdti ngs, HEW Illay also become overburdened by addi tional tasks and focli s Illost of' 

thcir attention on delivery of serviccs ra the r than effect ive counseling and problem-solving with 

mothers. And hence, the training and support ive supervis ion of the HEW shou ld focu s on 

nutrition health eduwt ion and ot hcr follow up action on GMP. The prescnt study supports the 

findings or the ea rli er repo rts (13, 14). 

Large programs in Tanzania (lJ'inga) [9], India (Tamil Nadu Integrated Nutrition Project) [10], 

Madagascar, and Senegal [I I] showed that ch i Id ren whosc growth is mon itorcd and whose 

mothcrs receive nu trition and health education and have access to bas ic child hea lth serv ices 

have a better nutrit ional status and/or surv ival than children who do not. 

And also a complete schedu le of acti vities carried out under thc package of growth monitoring 

include (6); (i ) Weighing; (ii) iVl aintaining gro l'11h cha rt s; (ii i) Healt h promotion advice to 
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mothers; (iv) Fo llow up by health worker; (v) Mothers meetings; (v i) Heal th care acti viti es such 

as immunization, oral rehydration therapy (ORT), bil1h spacing, etc.; and (v ii) Home visits by 

health worker 

As it has been observed practically, we ight-fo r-age, height-for age, MUAC were carried out 

adequately by the HEW. Weight-for-age tends to be used universally in GMP programs, whereas 

other indicators are less often utilized [De Onis, M, Wijnhoven T.M. , Onyango, A. W. (2004)]. 

Chailellges of HEW ill uoillg GMP 

Majority, 87 (96.7%), of study part icipant believed that it is important to conduct GM P every 

month. Most of the respondents 60(68.2%) faced a pro blem in doing GM P ancl the most frequent 

challenges were the result for the same chi ld in diffe rent times were di fferent 28(31 %), diftl culty 

in reading the scale 25(27.8%) and the result is different int ime 19(2 1.1 %). Th us (See Fig1lre /) 

Challenges in doing GMP as reported by HEW 

I forgot the training to follow 

Th e resu lt is different in time 

Difficulty in read ing the scale 

The res ult for the same child in different times 
were different 

Figure 5: Chailc llgcs in doin g GMP by HEW 
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i. Qualitative I' indings (FGD, Key Informant Responses and Discllss ions) 

HEWs Knowledge about GMJ> 

The researcher identified that there are some gaps of on job tra inings to up to datc the 1-IEWs 

regarding the GMP programs like measuring the height, weight and compare read ing the GM P 

chart. Before thc supervisors did go to health post they used to vi siting home to home and 

discussed with the steering com mittees to exploi t the information. It is noted that since the 

1-IEWs are over engaged by other health service programs, the GMP program was not handled 

separately rather in tegra tes with the immun izat ion programs. Therefore thi s may compromise 

the quali ty of the program and ~ I so incapacity of the HEW's to utili ze all the ir skill and 

knowledge. 

During the observation li n the fi eld, the researchers noticed that most of the tech n iqucs of GM P 

program were practicing by the HEWs in appropriate way. But (a cited on M, RUTI-I, 2013) 

suggested that all the communi ty health workers were able to read observed we ights accurately 

and record co rrectly on the card the weights that were observed. Some challenges were observed 

wh ich inc luded the da te of entry, wh ich was onl y clearl y indicated in 50% or the cards in centers. 

None of the cards observed had 100% at tendance whi Ie the weights in most of the cards (89.5%) 

were never joined to make the mothers picture the growt h pattern of their babies. The CHWs di d 

not cOl11 l11unicate to the mothcrs about the growth or the weight of the child. Although the date of 

next vi sit was clearl y indicated mothers had no commu nicat ion about the growth of their children 

with the CHWs. This was also con firm ed in a focus group discuss ion when mothers said that 

they had dropped frol11 the CBGMP because even IVhen their chi ldren were weighed they lVere 

never told anything about it 
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In Endamokoni worcda key informant respondents told us that there are mother's monthl y 

meeting programs which is used to get counseling and adv ice from thc HEWs about how to 

feed their child that can be documented as a best practice. 

Regard ing the GMP program there is shortage of Pad or recordcr of the GMP programs which 

may aflect the I-lEW's to do the documentation 1V0rk properly and improved the ir skill in thi s 

regard as it is heard in the FGD session. 

Coul/seling 

In Medebaye Zana Worcda a 34 year mother answered that "the HEWs advice us about the use 

of breast feeding, about the normalllleight related to age and nutritional status of the child." 

Duri ng thc FGD, A 42 years Mother of three children answered regarding the GMP that "lhey 

have got differenl services ji-om lhe HEWs. Such as weight lI1easurelllenl, f, 'fUAC, counseling, 

environll1ental hygiene and referral SJ'SICI1IS" She stress also how much the im portance of' 

counseling brought great change in day to day li fe of her chi ldren that" the HEWs alIVays 

counsel liS about the use of breasl feeding , nulrilional management etc" . To emphasize here 

idea that (UNICEF- tech ni cal Consultation , 2008) the importance of counse li ng 

It is important to underscore that GMP without pl'Oper tailored counseling in not recommen ded. 

Counsel ing aides shou ld include gener ic algor ithms address ing assessment, ana lysis and action, 

with specitic advice fo r diffcrent situations, linked to ind ividual counseling tools to address cach 

spec ific si tuat ion. The algorithm s and counsel ing cards wi ll need to be tailo red to country 

con texts and based on formative research results. Counseling aides should include clear 

principles of effective counsel in g and negotiation. Importance of developing counse ling skills 

should be emphasized. Train ing should include role play and practica l scssi ons and should be 
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fo llowed up by regular coaching; mento ring and support to ensure good cou nse ling skill s are 

developed and appl ied. There needs to be a tool to record the negot iated decisions, actual 

implementation by the caretaker and subsequent fo ll ow up. Supportive supervision of counselors 

is crucial. For sustainabi lity, it is suggested to have ind ividuals tasked by the national structures 

to perform th is function. 

Train ing 

During FGD the key in formant interview one of the supervisors of the HEWs in Medebay Zana 

said that "the HEWs need in service training since they are over engaged by difJerel1l packages" 

Thus on the other hand papers of (Brownlee- A, July 1990) Health worker Inadequacies and 

poss ibk tra ining strateg ies recommend that the importance of trai ning that 

In growth monitori ng for both hcalth pro fess ionals and front line workers shou ld be 

strengthened, as many knowledgc and attitude problems are common both at the profess ional and 

aux iliary levels. High level profess ionals. educated 10 playa curati ve role. oft en have little 

understanding of the detrimental effects on su rviva l of the interaction between malnutri tion, 

growth fa ilure and infection . They often fa il to either use with monitoring as a too l in their own 

work or act on measurement resu lts co llected by those under them. Lower level workers thus are 

often unenthusiast ic about monitoring tasks and may lack the needed technica l sk ill s as IVell. 

Competency-based training programs focu sing on practical knowledge and sk ills for both 

monitori ng and promotion are essen ti al 

In Sasc i l'sacdae lll ba th e MCI-I unit leader said that "1/ flEWs' are 110t gelling training. the 

quality and the result a/health service "'ill affect incl1lding OMP prog/'QI/7" . 
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In the paper of (Ebiyo-Y & Kitawl-Y,2007) it emphas ize that the impol1ance of training most are 

not based on performance need analys is showing gaps in knowledge ancl ski lls but mostly on 

dictates of presumed req uirements of vertical or quasi-vertical programs. They are often 

conducted without adequa te planning, organi zation and resources, human resources expert ise in 

parti cular. In some countries, these "hotel wo rkshops" ha ve been blamed of ta kin g personnel 

ii·om their job and reducing the already scant supply of ful l-time equivalent workers . Although 

universa l access to informat ion for heal th professionals is a prereq ui sitc for meet ing the 

Millennium Development Goals ancl ach iev ing Hea lth For All , the majo rity of health workers in 

Eth iopia lack access to reliable, re levant and usable informat ion. 

The accelerated training and deployment of HEW could on ly aggravate the situation unless 

systematic and adequate measures are taken to meet the challenges of some 30,000 HEW in 

some 01" the most remote meas of the country. Because of grea t distances and poor transport and 

communication faci lities the sense of iso lation of these cad res is bound to be great. For the same 

reasons . contact with and support from professiona ls wit h better training and ski ll is bound to be 

rare. The first in take of HEW di cl not have any reference material during their tra ining and lYere 

deployed withou t any. The general tendency with CE is to de lay and handl e it in an ad hoc 

man ner. The need for a we ll planned and ti mely CE is patent and the assessment of the training 

of the fi rst intake of HE W identified CE as a criti ca l area that needs to be add ressed. Moreover. 

knowledge and experiences on access of HEW to information are very limited and there are 

virtuall y no previous studies on the subject. 

50 



Challenges of HEWs about OMp 

In Sasei Tsaedaemba Woreda one key informant/superviso r answered that " The challenges aJthe 

HEWs are weight and heigh/ measurement oj/he child due to refi lsal aJma/hers /a allolV /hem lo 

do so because oJthe society norllls", 

Thus (1\ -ASEB HATU, 2008) Program Cha llenges while implementation or Ethi opia's Hea lth 

Extens ion Program: 

The Following are major cha llenges encountered during the implementation orthe program 

• Lack of attenti on to the detail s of working conditions and to human resources 

management (underdeveloped environment) 

• Absence of Inst itutiona l arrangements for management of heal th service extension 

program at all levels, 

• Absence of regu lar supervision not doing monitoring the qua lity of train ing and soliciting 

cooperation of other socia I sectors 

• In ava il abili ty of contracep tives, inti'astructu re, vacci nes in susta inable man ner 

• In some area, hea lth posts are not fu lly well equipped with needed eq uipment and 

surp lies 

• No enough research conducted on program arca 
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CHAPTER FIVE 

5. Implication to Social Work 

Social work is a professional and academic di scipline that seeks to improve the quality of life 

and subjective well-being of ind ividuals, groups, and communities through research, pol icy, 

communi ty organizing, direct practice, cri sis intervention, and teachi ng fo r the benetit of those 

affected by social di sadvantages such as poverty, mental ancl physica l illness or di sability, ancl 

social injusti ce, includ ing vio lati ons of their civi l li berties and human rights (From Wikipedia, 

the free encyclopedia, May 20 13). 

Whereas the World Hea lth Organization [WHO] (1986) defi nes growth mon itoring and 

promoti on (GM P) as a nu tritional in tervcntion that measu res and charts the weight of chilclren 

Ii'om 0 to 5 years of age and uses this information to counsel parents so that they take ac ti ons to 

improve child 's growth. 

Therefore this reseal'ch presents direct practice, cris is in tervention, and teachi ng for the benefi t of 

those affected by social disadvantages abou t GMP programs. Moreover It informs the ca paci ties 

of HEWs on using and calib rat ing of growth monitoring measuring equipment towards the GMP 

programs based on the above basic social work ideas. The results show a number of issues that 

are important in understanding the capacity of HEWs ancl their li mitati on. 
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5.1 Conclusion 

From this finding usi ng Growth Monitoring and promoti on programs, preferably we ight, height 

and MUAC, to assess, or even fo llow the growth of children can be useful. In thi s research most 

health posts, HEWs knowledge, attitude, practi ce and chall enges towards GM P program were 

good. However, ma.ior drawbacks me in the commun icat ion aspect, many HEWs were not aware 

about the follow up action required to be taken on fi nding of GM apa rt ii'om provid ing some 

adv ice fo r mothers. In many instances detection of earl y growth faltering is not given its due 

importance. From the study fin dings, the programme under rev iew has some strengths and 

weaknesses. Therefore the researcher recommends all the necessary activit ies to be done by the 

responsi ble bodies. 

5.2 Recom men da tion 

In forma ti on produced by KAP and chal lenges of HEWs towards GMP programs like thi s one 

can hel p guide intervent ion programs by givi ng program plan ners a clearer picture of current 

capacity of the HEWs. At the same time, the data lllay be used to give an indi cat ion of how well 

the cOlllb ined effects of a package of interventions are workin g in the project nt'eas, by provicii ng 

information to hel p guide program plan ning. 

• Reti'esher in-serv ice tra in ing on GMP should be given by sk ill ed professionals, with 

adequa te duratio n and with optima l preparation to improve the service in the study area . 

• During the traini ng courses of the HEW, special emphasis shoul d be given on Nutri tion and 

Heal th Education (N HE), counselling and other fol low up action on GM includ ing the 

mother partic ipat ion in GM P. 

• Detailed guidelines for the implemen ta tion of program at the fie ld level. 
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• Introd uce close support ive superv ision, monitoring and evaluation of GMP as one of the 

hea lth services activities. 

• Introduce and provide appropriate teachi ng and learn ing materia ls on GM meaSUring 

equ ipment with 10CJ I language and di ssemination of information on how to link child with 

other program is essential and need to be properl y pi loted before large scale use. 

• Period ic as we ll as expanded assessment ofhea[th care workers KAP on GMP and effective 

referm[ system is recom mended. 

• Effective referral system: A number of cases of growth faltering wil l require support from 

hea lth professionals. Hence, no commun ity-based GM wi ll have positive results un less there 

is a strong system of support from and referral to the health facility where the profess ional 

hea lth staff can prov ide furthe r care. 

• Consistent to the quantitati ve tinding, the FGD and in-depth interview data showed that 

over engagel11ent by other hea lth service programs, refi lsa[ of some mothers to a[ [ow 

HEWs to weigh the ir children, gaps of on job train ings and shOitage of Pad or recorder of 

the GM P programs were some of the problems that hinder the HEWs not fu[[ y utilized 

the ir capacity in the GMP program measuremen t process. 
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Annex 1 

Interview and FGD Protocols 

Introduction and Briefing sheet 

We appreciate if a one page guide to the faci litator is attached with each questionnaire so that 

fac ilitators wi ll always be remi nded of the procedures they are expected to follow before 

conduct ing the actual data co llect ion. 

Good morn ing- afternoon- even ing (as appropriate) my name is ----- --- I' m from Add is Ababa 

Uni versity on the assessment of' the knowledge, attitude and practice of HEWs towards the 

Growth Monitoring and Promotion programs. 

I are current ly doing assessment on the knowledge, atti tude and practice of towards using the 

Growth Monitoring and Promot ion programs and my interview/FGD on you r knowledge and 

cxperience on these issues is really important as you ha ve a direct exposure to the GMP program 

wi th HEWs. The in terview/FGD may not take more than an hour. 

I wou ld lirst like to than k you for sparin g your prccious time to attend this discuss ion. Please feel 

I'j'ee to contri bute/part icipate. j have some questions that will (help us to keep focu sed) or guide 

us in the discussion . If I discuss anything yo u have not hea rd before or don' t understand, please 

fee l free to ask for clarificat ion. 

Please remember that you know more about the hea lth extensi on service more than we do and we 

are here to learn Ij'om you. Please do not tell us what you think we might wmH to hear. Tell us 

\I hat yo u I ~EA LL Y thi nk. I should lell you that the information you are going to provide us will 

be kept confidential and at no time lVe will reco rd individual names. 
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Your decision to participate or not is highly respected . Now can we stmi the di scuss ion? 

Yes no _____ _ 

Interviewer's Name sign 

Agreement to pa l1icipate secured Yes No __ _ 

Signature of Interviewer Date ______ _ 

FOClis group disc ll ss io n for benefic ia ri es/mothers/ca rc givcrs 

I. What service do you get from thi s health post? 

2. Do you beli eve that HEWs prov ide adequate service? 

3. What measurement do the HEWs use when YO Il go to hea lth post? 

4. How do you see the services ofl-lEWs in your area? 

5. Do the HEWs ad vise you very we ll? For example, what kind of advises were given in the 

health post? 

6. What do YOll sllggestlrecol11mend to improve the HEWs serv ice? 

7. How frequent do yo u feed your child? 

8. How do YOll know the health status of your ch ild? 

9. How do YOll know whether your chi ld is at the ri ght growth track or not? 

61 



Ann ex 2 

Discllssion questions for /t ea/th extension workers 

Generally I appreciate if questio nnaires are put III such an order to enable to assess the 

knowledge, attitude and practice of towards using the Growth Monitoring and Promotion 

progra ms. 

S.No 

Knowledge 

Do you know about Yes 

GM P? No 2 

2 I f yes; What do yo u kno w It is a chi ld hea lth program 

3 

about GM I'? It is monthly ch ild growth moni torin g 2 

program 

It includes we ight of ch ildren ancl 3 

provid ing counse ling 

Others specify. 

Have you got any Yes 

train ing about GM P in No 

addi tion to pre se rvice 

training at the school)? 

4 

2 

4 If yes what was the Definition ofGMP, its import ant 

content of the trai ning? How to do GM P 

How to use the result after we ighing a 2 

child 

How to link the child with other 3 

programs 

Others speci fy. ........ ...... ... ..... . 4 
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If no skip to Q 

no .... 

If no ski p to Q 

no .... . . 



5 

6 

7 

8 

9 

Who gave you the Government, 

tra ining and when was date . . ............... , ... ........ .. 

the trai ning given? NGO, 

Others specify ........ .. .... , ....... . 

What are the GMP Weight scale 

equ ipl1lents you are using I-Ieight board 

curre n t l y~ MUAC tape 
IfI' 

i 
J fl 

I don' t have any 

When do the material s Recently in months 

prov ided to the Hea lth One year before 

post? More than two years 

I don't remember 

I don't know 

How is the fun ctiona lit y It func ti ons well every time 

of thc mater ials? Somet imes it stops work ing 

It doesn' t work in most cases 

It is out of use 

Othcrs spec ify 

HolY do you rate you r I know it vcry well 

2 

3 

I 

2 

3 

4 

I 

2 

4 

5 

I 

2 

3 

4 

5 

knowlcdge in using of the I knolY but T need additional refresher 2 

materials? tra ining 

I don'( know how to use it 3 

Others specify. . . ... ...... . . ... . . .. 4 

10 What do you do before I wi ll check it s functionality before I 

stan using the weighin g 

scale? 

pull'ing the baby on it 

I will check the level whether it is at 0 2 

I wi II check the level place to put and 3 

read the sca Ie zero 

I don't check it normall y 

Ij ust put the chi ld and read the scale 
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12 

13 

14 

~ 

15 

~~i 

Others speci fy 6 

What do you do before I will check its func tionality before I 

using the height board putting the baby on it 

I wi II check the level 2 

I wi II check the level place to put 3 

I am not check it 4 

I ju st put the child and read the scale 5 

Others specify 6 

How do yo u di fferen tiate By seeing his height I 

2 

3 

the pos ition to measure 

the he ight of the child? 

By ask ing his age 

By discll ss illg with mothe r 

I don't have any differentiations, I will 4 

Iry and lise the workab le position 

Others specify ______ _ 5 

Are yo u using MUAC Yes 1 

2 tape during GMP? No 

Who is the decision It is as per the standard I 

person to use the It is as per our supervisors adv ice 2 

d i ffere ll t materials (Wt II is based on my knowledge " J 

sca le, Ht board, MUAC Nobody told me but I al11 uSIng the 4 

tape) fo r GMP? availab le 

Others spec ify 5 

What is the slandard WI scalc I 

equ ipment' s used fo r Ht board 2 

GM P? tvlUAC lape " J 

Othcrs specify 4 
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16' What is the difference It is the same, don't have any I 
I ~ ![~: i ft . ~ 

between GMP and diffe rence 

Scrcening? GMP is the routine and 2 1 'i ~:!i;ii program ''\/ i~li ; 
Screening is period ic r; ,ij ! 

~ GMP is focusing on monthl y weighing 3 
I, ~ , 

of chi Idren and screening involves Ht 

check and MUAC 

GMP includes weight check and 4 

counseling 

Others spec ify 5 

t ~. 

., 

W How do you see the 

importance of doing 

GMP every month? 

18 What do yo u 00 when a 

mother brings her child to 

the HP? 

20 Were you given any 

Itl 
advice on the job to 

improve GMP? 
1 I ! 

21 Wh o gave you the 

adv ice? And what did .. 
yo u get? 

22 Were you encountered Yes I If no ski p to 

any problem In doing No 2 Q-

GMP? 

m; 
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24 

25 

26 

, 
.' 

f-

What were the Difficu lty in reading the sca le I 

chal lenges? The result is different in time 2 

The result for the same chi ld in 3 

different times were qucstionab le 

I forgot the training to foll ow 4 

The scale Vl3S not funct ional at all 5 

times and difficu lt for me to read 

Others 6 

Does your GMP program Yes I 

include counseling? No 2 

What were the counseling Counseling based on the child weight I 

sess ions involves during on the same day 

GMP? On chi ld fecding 

On propcr care of the chi ld 

On regular GMP foll ow up 

2 

3 

4 

On im portance of ch ild care and 5 

rollowing up ofG MP programs 

On hygicne and sanitation 6 

I onl y do the GM and provide no 7 

counse ling 

I don't rcmember 8 

Why don't you give Ith e I was not trained on how to counsel 

reason not giving I have a lot of wo rk to cia 

counseling during GMP? Time is not enough 

I forge t 

I fou nd it is not important 

Somet ime I am doing it 

Others specify ________ _ 
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27 What do you record I am using standard registrat ion book 

GMP? I am using exercise book and design 

the template by myself 

I am using tally sheet 

I rccord it on a plain paper 

I don' t record it 

I don' t remember 

28 What do you do to I use hea lth/women development 

mobi li ze the mothers for armies 

growth 

program? 

monitoring I use immunization days/ch ild health 

days 

I use churches and other gatherings to 

announce 

I am doing it wilen they come for 

an other service 

I 

2 

" J 

4 

5 

6 

I 

2 

3 

4 

It is not my responsibility rather it IS 5 

29 

30 

31 

WDA responsibi lity 

I am not doing 

I don' t remember 

Do you know any Yes 

guideline docu ment No 

whi ch states about GMP? 

If yes what does the title 

of til at guidel ine 

I f no do you thi nk hav in g 

a guideli ne is important 

and wh y? 
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If not what is you r 

refe rence to check your 

GMP program? 

Have you got any 

supportive supervis ion 

from woreda, health 

center or another agency 

on IYCN program 

espcciall y on GMP? 

Yes 

No 2 

34 I f yes, what did you get I have got refresher on the job 

from the visit? 

35 If the HEW answers 6, 

what was the reason? 

on the improvement of the GMP 

program 

have got suppo rt to Improve 7 2 

documentat ion 

have got support to Improve 3 

counscling 

I have got support to link the GMP with 4 

other pl'Ogram including malnutrition 

ma nagement 

I don' t get any support or traini ng 5 

I don't get it re levant G 

I don't rcmcmber 

endly to teach us 

They are not capablc to provide support 2 

They arc no t spcnding suffi cient time 3 

with us 

They on ly tel l us oral ly and doesn't 4 

show LI S how to improve the GMP 

Other spec ify _________ _ 5 
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37 What do you know about ··'r ~r" If 
I~. the standards of the OMP l" . 
~ ::: 

materials? I! '1, .~'I 
38 Have you ever check the yes I dl 't~;!!i!1 

OMP materi als out of no 2 

l i~ your actual OMP 

sess ion? 

39- Whnt do you no rmally 

do? :·1 1:Ji(., 
Sect ion II l' I '!~ ! 
att itude l ,'I 

• 
:40 How is you r motivation I a III very mot i vated I 

to use GMP program In moderately 2 
1<1 the hea lth post? I have no motivation 3 , 
I"~ 

1m 

4.1: What do you think is the Record all 

m 
ri ght procedure of using explained by the 

the weighing scale? HEWs 

i I 

42 
I 

How do yo u rate your very good I 'I 
i nterest/atti tude to good 2 

II 
improve the accu racy of I hnve no interest 0 

.) 

mea s ureme n ts in growth 

mon itoring 
• 

43 Do you think that yes if yes please explain I 

supportive superv ision is no ifno please specify 2 

important for OMI) 

~[ 
Program? 
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:ur Section III I 

}i.~l If Practice 
"i. : ,~ii 

44' Wou ld you show me how performed very good based on the I ': <t' ~ '; I! 1 
(i; 

to mcasure the GMP standard 
;11 

agai nst the WHO good 2 ~ 

t standa rd? not good 

, 

3 ! , 

I, bad 4 

~ 
45 How do you check the WHO standard I 

I,· functionality of your Ethiopian MOH standard 2 

equ ipment? And what is if others please 3 
I. 

your reference to check? specify 

40 How do you use based 011 FMOH I 

Hl 
resources (materials, others plcase speci fy 2 

GM P chart)? I dOIl 't know 3 

I:'~; 
47 How do yo u carryout , 

I 
imm ull izat iol1, nu trition 

I: 
educat ion and promotion, 

promote l y eN Ii 
I. (breastfeeding and 

com plementa ry feeding?) 
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48 Would yo u show me how Describe 

49 

50 

to me.asure weight-for- observatioll ________ _ 

age 

Length- or height-for 

age? 

Please tell me how do 

YOLI adv ise mothers 

regard ing the GMP 

result? 

Would yo u show me how 

to measure the MUA C? 
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Annex 3 

Questions for supervisors, lI1CH ullits, 

I. How/what do you explain GMP programs conducted at the heal th posts level? 

2. What is your role in the GMP program at the Health Posts? And what is the relationshi p 

between the heah h centre/woreda health office and the health post? 

3. What is your schedule to provide support to the HEWs on IYCN programm ing especiall y 

GMP? Supporti ve supervisi on, On the job tra in ing, Refresher train ings, Rcv iew meetings 

wit h them and kebe le represenratives 

4. Is there a system/mechanism which can Faci litate to support I-JEWs? And is there any link 

with Hea lth Posts? What are those? Have you ever used that system befo re? Can you tell 

us best practices frol11 that? 

5. How were supportive superv ision conducted before and how was the feedback 

mechani sm to the HEWs? 

6. Have you ever identify a problem or a chall enge on the GMP program at Health Post 

level duri ng supcrvision? 11' yes what was (hat? And what did you do and how did you 

communicate the woreda hea lth offi ce, kebele adm inistrat ion and other concerned office? 

• Capacity gap, 

• Quality problem 

• Poor service 

• Poor mobilization 

• Poor counsel ling and linkage of the program to the CMAM Avai lab il ity and 

• qua lit y ofGI\ IP eq uipment 

• Repol,tin g 
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7. When you observe HEWs while performing their duties, how did you guide, direct, 

counsel and encourage them? 

8. How do you check activity recording, reporting and documentation system looks like? 

What are the commonest probl ems with regards to GM P recording system? 

9. Whi le you supervise/wo rk wi th/ the HEWs how do yo u evaluate the capacities of HEWs 

in calibration of growth monito ring measurement too ls? 

10. While you checked the suppli es and commodities management, how do yo u check stock 

record , registry and stock li sts, and iden ti fy the gap, take notc on the day-to-day 

activit ies? How did you see the capac ity of the HEWs? 

II. Whi le you supervise the HEWs, at the end of the miss ion do yo u present its findin gs to 

the HEWs, wh ich includes the strong and weak side of the programme, the problems 

encountercd issues that need improvement in the futurc') 

12. How is the fi eld visit feedback mechanism? After supervision is com pleted, how did you 

communicate woreda heal th or'-fi ce, kebele council and health post for fo ll ow up and take 

action if needed? 
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Ann ex 4 

Obse .. va ti on checklists 

Sir.no DesCI'iption l , ~! r:lLI ! ~ : IH~: ~ ~' 
methods ·Il;.! : yes IPo Renp rk' 

II I ruuu """c • In ", " J IJ~ 
1 Avai labili ty ofGMP equ ipment Observati on 

2 Check funct ionalities 1, full y functional Interview and 

2, parti ally funct ional, 3, not functional 
Observation I 

3 Ava ilability of Maln utrition Observation 

Manual (emphasize fo r GMP counse li ng) 

4 A vai lab il i ty oj' Lactat ion Ma nu al Observat ion I 

I 
5 Test and retest of GMP charts Review/observati on 

6 Availability of GMP measu l'Jng standard observation 

material s i 
I 

7 Avai lability of Guidel ines, Pamphlets and Observation 

Resource Books on GMP progral11 
I 

8 Consistency of GMP measlll'ements Review/observation I 
I 

9 Nutrition IEC materi als Observation 

10 Under 5 Growth Mon itoring done properly Review record 
I 

according to 
I 

the WHO sta ndard 

11 Severe ma lnutri tion cases seen duri ng the last Review 

l i,~ 6 months i 

_L-__ J 
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12 GMP charts against WI-IO standard Observation 

&review 

13 Rel iab il ity of GM P promotion chal1s against Observation & 

WHO standard review 

14 Validity and re li ab il ity of other Observation and 

needed/support ive materials tOlVard GM P revIew 

15 Va lidity and rei iab i I ity of child weight Observation & 

measuri ng sca le aga inst the standard review 

16 Validity and reliability of child measurement Observati on 

toward MUAC 

17 Simil ariti es and difference between MUAC observation 

18 Similariti es and d i ffc rence bet ween we ight observati on 

sca le 

19 Test and retest of GMP measuring material s Observati on 

20 Assess how freq uent uS ing the measuring Rev iew and 

ma teri al s observation 

Note:- Detailnotes of review and observation will be taken 
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