
Addis Ababa University 

.School of Graduate Studies 

ASSESSMENT OF ACHIEVEMENTS AND CHALLENGES OF THE 
IMPLEMENT ATION OF HEALTH EXTENSION PROGRAM: THE 
COMPARATIVE STUDY OF GORO AND WELISO WOREDAS. 

Milkiyas Ayele 

July, 2010 



ASSESSMENT O F ACH I EVEME~~TS AND CHAL LENGES OF THE 

IMP LEMENTATION OF HEALTH EXTENS ION PROG RAM: THE 

COM PARAT IVE STUDY OF GORO AND WELl SO WOREDAS. 

Addis Ababa University 

School of Graduate Studies 

Faculty of Business and Economics 

By: Milkiyas Ayele 

Advisor: Mulugeta Abebe (PhD) 

A THESIS SUBMITTED TO THE SCHOOL OF GRADUATE STUDlES 

OF ADDIS ABABA UNIVERSITY, DEPARTMENT OF PUBLIC 

ADMINISTRA TION AND DEVELOPMENT MANAGEMENT IN 

PARTIAL FULFILLMENT OF THE REQUIREMENTS FOR THE 

MASTER'S DEGREE IN PUBLIC ADMINIS'.i.'RA TION. 

July, 2010 



Addis Ababa Univers ity 

School of Grad uate Studies 

ASSESSMENT OF ACHIEVEMENTS AND CHALLENGES OF THE 

IMPLEMENTATION OF HEAL TI-I EXTENSION PROGRAM: THE 

COMPARATIVE STUDY OF GORO AND WELISO WOREDAS. 

By: Milkiyas Ayele 

Approved by Board of examiners 

1~lmv Date 

.~l\>bs K~~~ 
Examiner S i gna~Llre Date 



Acknowlc(!~emen Is 

ivlany indi viduals contributed to this study and thus deserve thanks. Therefore, I would like to 

express my appreciation for individuals who have given their hands in the due course of the 

study. 

In the first place, I indebted to thank my advisor Dr. Mulugeta Abebe for his unreserved and 

critical professional comments and sugges tions to come up with this thesis. 

I am credited to Addi s Ababa University, Public Administration and Development Management 
for financin g this thesis and for all supp0l1S extended to me. 

I am also gratefu l to Goro and Weli so heal th office admi ni strators and staff for their cooperation 

in giving me the information needed for the study. 

I would li ke to thank all my fri ends particularly Ato Shemsu l emal, I-lassen Mohammed and 

Akalu Demsie for their help in the collection of data. 

Finally, my heal1felt thanks go to my brother Yacob Ayele and my li ancee Zinash Muluneh for 

their encouragement in diflicult times. 



Table of Contents Page 

A c k no w I cd gc mc illS --- --- -------------- ------- ------ --- ----------- ---------- ------- --- -- ---------------

Table of COil ten I s ----- - ------------------ - ------------------------------ ------ ------------------------- II 

Lisl of Ta bles ------------------------------------------------------------------------. --------------- --- V I 

List 0 f Fig II res -------------------------------------------------.- ------ ---- ---------- -- ---- -------- -- ---- I X 

List 0 f Aero n y ms ------ ------------------------------ -------------------------- ------------------------- x 

Ex p I ana 10 ry Notes --------------------- ------------------------------------------- --------------- ----- - X I 

A bs tracl -- --- ------- --------------- ---------------------------------------------------- ----------- -------- X III 

C hap te rOn e: I n trod u c t io n ------------------------------------------------------------------------

1.1. Background of the S tudy ------------------------------------------------------------------------

I .2. Pro b [em Statement ------------------- -------------------- ---------------------- ------------------- 4 

1.3. Objectives of the Study-------------------------------------------------------------------------- 6 

1.3. 1. General Objectives---------------------------------------------------------------------------- 6 

1.3.2. Speci fic Objectives --------------------------------------------------------------------------- 6 

I .4. Researc h Ques ti ons----------- --------------------------------------------------------- ----- ------ 6 

1.5. Signil1cance of the Stlldy------------------------------------------------------------------------ 7 

1.6. The scope of the Study--------------------------------------------------------------------------- 7 

I .7. Lim i tations 0/ the Study--------------------------------------~-------------------. . ------------- 7 

1.8. Just i llcations of the Selection of the Study Areas-------------------------------------------- 8 

I .9. Research M et~lodo logy ------------------------ ------ -------------------------- ---- .. ------ -------- 8 

I. 9. I. Research Methods--------------------------------------------------------------. -------------- 8 

I .9.2. S tudy Popuiation----------------------------------------------------------------------------- 9 

1.9.3. Sampl ing Frame--:-------------------------~------------------------------------ .------------- 9 

[ .9.4. Sampl ing Oesign-------------------------------------------~----------------------------------
9 

1.9.5. Sample Size------------------------------------------------------------------------------------ 10 

1.9.6. Sources of Oata-------------------------------------------------------------------------------- I 0 

1.9.7. Instruments of Data Col lection-------------------------------------------------------------- II 

1.9.8. Data Analysis Instrument------------------------ -------------------------------------------- 12 

1.10. Organisation of the Thesis----------- --- ------------------------------------------------------- 12 

II 



Chapter Two: Literature Review of the Theoretical 

Framework on the Implementation Contexts of Health 

Ex tcnsio n I) rognt m 111 c----------------------------------------------------- ------------------------

2.1. Definitions of Basic Concepts and Terms-----------------------------------------------------

2.2. Hea lth Policy and Health Sector 

13 

13 

Development Programme (HS D P)------------------------------------------------------------ 14 

2.2. 1. General Pol icy---------------------------------------------------------------------------------- 14 

2.2.2. Health Sector Development Programme (HSDP)----------------------------------------- 15 

2.3. Health Extension Programme (HEP)----------------------------------------------------------- 17 

18 

2.3. 1. Malaria Prevention and Control--------------------------------------------------------------

2.3.1.1. Objectives and Indicators for Progress of 

Malaria Prevention and Control Package------------------------- ------------------------ 20 

2.3. 1.2. Malaria Vector Control Methods -------------------------------------------------------- 20 

2.3.2. F am i I y Planning Extension Package-------------------------------------------------------

2.3.2.1. Bene tl ts of Family Planning Services----------------------------------------------------

2.3.2.2. Objectives and Indicators for 
24 

Progress 0 f F ami Iy Planni ng-----------------· ·-------------------· -------------------------

2.3.2.3. Types 0 f F ami ly Planning Services---------------------------------------------------~-- 24 

2.3.3. Heal th Educat ion and Comm unication------ ----------------------------------------------- 27 

III 



2.3.3. 1. Principles of Hea lth Education and 

Com m u n i cat ion ------ ----------- ----------------- ------------- ---------- ------- ---- ----- ----------- 28 

2.3. 3.2. Objecti ves and Indicators /"or Progress of 

1-1 eal th Ed ucat ion and Com mu n i cat i 0 n---------------------------------- ------------ -- ----- 29 

2.3.3 .3. Health Education Communication Methods-------------------------------------------- 30 

2.3.3.4. Theoretical Influences in Health Communication-------------------------------------- 32 

2.4. Health Extension Programme Im plementation Strategy------------------------------------
34 

Chapter Three: Data Discussion on the Performance of 
39 

H ea I th E x ten s ion Progra m m e----------------------------------------------------------------

3.1. Description of Study Areas ----- --------------------------------------------------------------- 39 

3. 1.1 . Description of Weliso Woreda -------------------------------------------------------------- 39 

3. 1.2. Description of Goro Woreda ---------------------------------------------------------------- 4 1 

3.2. Background of cl ients and HEWs respondents------------------------------------------------ 42 

3.3. Background of i nterviewees --------------------------------------------------------------------- 46 

3.4. Di scussion of cli('nts' response on the achievements and 

challenges 0 f H £:: P ------------------- ------ ------------------------------------ ---- ---.. ----------
-17 

3.5. Discussion of HENs' responses on the achievements and 

challenges 0 f HEP ------------------------------------------------------------ -------- --- --------
62 

Chapter Four: Data analysis on the Implementation of 

80 
H cal th E x ten s ion Pro gra m m c -------------------------.---------------------------------------

4. 1. Service delivery Performance in the area of 

malaria prevention and contro l package----- --------------------------------------- --------------- 80 

4 .2. Family planning serv ices del ivery--------------------------- ----------------------------- ----- 85 

4.3. Parti cipation ofNGOs and pri vate sector 

in the implementation of HEP--------- ---------- ------------------------------------------------- 89 

IV 



4.4. Health cd ucati on del i very pcrforrnancc- .----------------------------------------------------- 90 

4.5. COIllIllU nit ies acceptance 0 f I-f E W s bci ng felll ale-------------------------- ------------------- 91 

4.6. Work relationships between health extension 

wo rke rs and 0 th er sec to rs------------------------------------------------------------------------------------ 92 

4.7. Re ferra I s ys tem performance---------- --------------------- ------------------------------------- 93 

4.8 . Work i ng condi tions 0 f HE W s------------------------------------------------------------------- 93 

Chapter Five: Major Findings, Conclusions and 

Reeo m m en d a t i 0 0 s------------------------------------------------------------------------------- I 0 I 

5. 1. Summary of Major Findings-------------------------------------------------------------------- 101 

5.2. Cone Ius i 0 ns------------------------------------------- -------------------- ------------------------- I 03 

5.3 . Recom m eoda ti 0 os------------------------------------------------------------------ -------------- I 06 

Rib I i ograp h y -- ------ ------------------------ --- --------- ---- --------------------------------------------- I 08 

Append ix 0 ne: Quest ionnaire fo r Residents------------ -------------------- ------------------------ x IV 

Appendix Two: Questionnaire for Health Extension Wc,:kers----------------------------------- XIX 

Append ix Th ree: In terv i ew Questi ons---------------------------------- ----------------------------------- xx I V 

V 



List of Tables Page 

Table 3.1: The sex, religion, ethnic group and educational 

level 0 f cl ient respondents 0 f Goro woreda---------------------- -------------------------- .----- 43 

Table 3.2: The sex. rel igion. eth nic group and educational 

level 0 f cI ient respondents of We I i so woreda----'----------------------------------- ---------- 44 

Ta ble 3.3: The sex, religion and educational level of staff 

res po nden ts 0 f Go ro woreda---- ---------------------------- ------------------- -------------- ----- 45 

Table 3.4: The sex, religion and educational 

level of staff respondents of Weliso woreda------- ----------------------------------------------- 46 

Table 3.5: Clearance of Mosquitoes breeding areas---------------------------------------------- 47 

Table 3.6: Clients participation in health education---------------------------------------------- 48 

Table 3. 7: The utilization of ITNs------------------------------------------------------------------- 48 

Table 3.8: Whether their house sprayed or not in thi s year-------------------------------------- 49 

Table 3.9: In how many months households cover 

house' wall after sprayi ng------------------------------------------------- ----------------------- 50 

Ta hle 3. 10: Clients early examination fo r malari a------------------------- ----------------------- 50 

Table 3. 11 : Clients' knowledge as to the 

transmiss ion routes 0 f malaria------------------------------------------------------------------- 5 I 

Table 3. 12: Clients' knowledge of self 

preven ti 0 n agai ns t ma lari a--------------- ---------------------------- -------------------------- --- 5 I 

Table 3.1 3: Respondents' knowledge of fa mily 

p I an n i n g methods--------.. ------------------- ------------------------------------ ---- ---------- -. - 52 

Table 3. 14: Information sufl;c iency provided by HEWs 

concerni ng family planning methods------------------------------------------------------------ 53 

Table 3. 15: Respondents' knowledge of where 

they get fa mily planning they want-------------------------------------------------------------. 53 

Table 3.1 6: Side effects of contraceptives---------------------------------------------------------- 54 

Table 3. 17: Whether he/she has ever lIsed modern contraceptives---------------- ------------- 55 

Table 3.18: Whether he/she is currently lIsing modern contraceptives------------------------- 55 

Table 3. 19: Reasons for not using modern contraceptives--------------------------------------- 56 

Table 3.20: Purposes of contracepti ves---------------------------- --------------------------------- 57 

VI 



Table 3.2 1: Su iliciency of malaria prevent ion and control measures--- ----------------------- 57 

Table 3.22: Cl ients' opinion towards HEWs being female-------------------------------------- 58 

Tabl e 3.23 : Portrays clients' responses 011 the residence of 

place 0 f I-I E W s------------------ --------------------------- ---------------------------------------- 59 

Table 3.24: Accessibility of HEWs to the community--------- ----------------------c-- --------- 59 

Tabl e 3.25: Reasons for the absence of I-I EWs from work--------------------------------------- 60 

Table 3.26: Avai lability of fam ily planning methods at 

health posts as one prefers------------------------------------------------------------------------- 61 

Table 3.27: Ex i stence 0 f effeeti ve re ferra l system------------------------------------------------ 61 

Table 3.28: Reduction of malaria incidence------------------------------------------------------- 62 

Table 3.29: Reduction of deaths due to malaria--------------------------------------------------- 63 

Table 3.30: U t iI isation 0 f modern contracepti ves------------------ ------------------------------- 63 

Table 3.3 1: Pm1icipation ofreiigious leaders in fami ly 

p lann i n g method----------------- -- ------------------------------- ---- ---- -------- ----------------- 64 

Table 3.32: Number of defaulters in fami ly planning use---------------------------------------- 65 

Table 3.33: Cooperation between HEWs and other government 

agencies/workers------------------------------------------------------------------------------------ 65 

Table 3.34: Participation of residents in the programme--------------------- -------------------- 66 

Ta'J le 3.35: Participation ofNGOs or private organizat ion 

in the provision of fam ily planning------------------------------------------------------------- 67 

Table 3.36: Part icipation ofNGOs or private organization 

in the malari a preven tion and control serviees---------------- -------------------------------- 67 

Table 3.37: Parti cipation ofNGOs or private organisation in 

the provision of health education and informatiol1-------------------------------------------- 68 

Table 3.38: The p-resence ofvQlunteer community health workers-------------------------,--- 68 

Table 3.39: The presence of health posts in the kebele-----------·_--------- ·_------------- ------- 69 

Table 3.40: A va i lability of logistic supp lies for hea lth post------------------------------ ------- 69 

Table 3.41: Supply of stat ionery--------------- ------- ----------------------------------------------- 71 

Table 3.42: Presence of duti es and responsibilities in writing------------------ ----------------- 72 

Table 3.43: Presence of work schedule for I-IE W s------------------------------ ------------------ 72 

Table 3.44: Who prepare HEWs' work schedule------------------------------------------------- 73 

vii 



Table 3.4 5: A vai I abi I i (y 0 f transportat ion Inei I i ty-------------------------------------- c__________ 7J 

Table 3.46: A va i I a bi I i ty 0 f re feren ccs------- -------------- ----- ------------------------------------ 74 

Table 3.47: Ed ucation or career developl11 ent oppot1unity-------------------------------------- 75 

Table 3.48: Freq uency of job eva luation by f-IEWs-------------- ---------------------------- ---··- 75 

Table 3.49: Presence of report ing forl11at-----------,--- -------------------------------------------- 76 

Table 3.50: Reporti ng relationship--------- ------ ---------------------- ---------- ------------------- 76 

Table 3.5 1: Provis ion of feedback for the report made------------------------------------------- 77 

Table 3.52: HEW's sat isfact ion with the ir work-------------------------------------------------- 77 

Tab Ie 3.53: Su ffic iency 0 f ITN s d i stri buted ------------------------------------------------------- 78 

Table 3.54: Place of health educati on delivery by f-IEWs---------------------------------------- 79 

VIII 



List of Figur'cs Page 

Figu re 2. 1 : Attributes of the auclienee----- --------------------------------------------------------- 33 

Figilre 3.1 a: Map of Weliso worecla --------------------------------.--------------------------- ---- 40 

Figure 3.1 b: Map of Goro woreda ------------------ -------------, -------- ----------------------.-- 41 

Figure 3.2: Composi tion of respondents ---------------------------------- ------------------------- 47 

Figure 4. 1 a: The forecast and occurrence of malaria cases of Goro---------------- ------------ 81 

Figure 4. 1 b: The forecast and occurrence of malaria cases of Wei iso--- ---------------------- 81 

Figure 4.2: ITNs utilisation by households-------------------------------------------------------- 84 

Figure 4.3a: Plan and actual performance ofFP (Goro)----------- -- ----------------------------- 87 

Figure 4.3b: Plan and actual performance ofFP (Weliso)--------------------------------------- 87 

Figure 4.4: Health post under construction--------------------------------------------------------- 94 

Figure 4.5: HEW looking for medicine------------------------------------------------------------- 96 

ix 



List of Ac ronyms 

CBHW Comm unity Based /-I ca lth Workers 

CHA Community Health Agents 

E. C Ethiopian Calendar 

FP Family Plan ning 

GIPRO Goro In format ion and Public Relations Office 

HBM Health Belief Model 

HC Health Center 

HEP Health Extension Program 

HEWs Health Extension Workers 

HIV/AIDS Human Immune Deficiency Virus IAcquired Immune Deficiency Syndrome 

HSDP Health Sector Development Program 

HSEP Hea lth Service Extension Program 

IEC Information, Education and Communication 

ITNs Insecti cide T reated Mosquito Nets 

LLlTN Long Lasting Insecticide Treated Net 

MDGs Millennium Development qoals 

MoH Ministry of Health 

NGOs Non- Governmental Organ izations 

QC Quality Care 

PASDEP Plan for Acce lerated and Sustai ned Development to End Poverty 

x 



J> II C Pri mary /-l eal th Care 

STls Sex uall y Transmitted Infecti ons 

TB Tuberc ulosis 

Tl 13 A Tra ined Trad itional Birth Attendants 

WHO World Health Organizat ion 

WIPRO Weliso Information and Public Relations Office 

xi 



Exp lanatory notes 

> All yea rs in this thes is are written in Gregorian calendar unless otherw ise stated in 

Ethiopian calendar (E. C). 

;> Where the years are skipped or not considered or given zero (0) va lues in the 

figures drawn indicate that there are no ava ilab le data for those parti cular years. 

xii 



Abstract 

Ethiopian government has developed and implemented Hea lth Extension Programme to improve 

the health status of communities particularly those who reside in ruml areas of the country since 

2004/5 . The thesis focuses on the assessment of achievements and chal lenges of the 

implementation of Health Extension Program. The objective of the study is to assess the 

ac hievements and challenges of Health Extension Program in Goro and Weliso woredas. 

As to the research methodology, descriptive method was used. Stratified multi- stage cluster 

sampling was employed to select sample households. Six (6) kebeles were randomly selected 

from the two woredas. From these kebeles a total of 150 households were randomly chosen. 

Simple random sampling was used to se lect Health Extension Workers (HEWs) and Supervisors. 

Purposive sampling was utilised to select woreda health admin istrators. Schedule questionnaire, 

observations and interview were applied to obtain first-hand information. 

Regarding the findings, the study shows that there have been poor performances in the execution 

of Health Extension Programme. In the malaria prevention and control package, the findings 

show that the Insecticide Treated Mosquito Nets (ITNs) is not adequate to protect households 

being caught by malaria. It has been also widely observed that people utilise ITNs for different 

unintended purposes in the study areas. As to the fami ly planning services, households resist to 

use fami ly planning methods for a number of reasons such as religion matter. Moreover, 

evidences show that the current family planning fall short of communities' needs and 
expectations. Health posts and basic health service kits have been lacking for Health Extension 

Workers to fully serve the communities. On the other hand , Health Extension Workers also lack 

basic skills and knowledge to render quality health services. In the implementation of health 

ed ucation and communication package, sufficient time has not been allocated for it in study 

areas. 

Facilities such as construction of health posts and supply of equipments, medicines and supplies, 

strong health ec!ucation and communication, alternative finance rising insttllments to supplement 

operational budget, integrated refreshing trainings for Health Extension Workers, development 

of guidelines on the promotion, transfer, continuing education, salary increment are some of the 

major recommendations put forwarded. 
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Chapter One 

I. Introduction 

1.1. Background of the Study 

Ethiopia is an ancient country with di verse cultures and people but it has remained backward in 

soc ial-economic, techno logica l and political development. Conventional heat h parameters such 

as inlant and materna l mortality and morbidity fro m communicable di seases, malnutrition and 

average li te ex pectancy place Eth iopia among least privileged nat ions in the 

world (Mol-I, 1993: 2 1). 

Et hiop ia has extreme ly poor health status relative to other low- income countries, even within 

sub-Sahara n Africa. This is largely attributed to preventable infectious a ilments and nutritional 

de fi ciencies. Widespread poverty along with general low income levels of the population. low 

education levels (espec ially among women), inadequate access to clean water and sanitati on 

facilities, a hi gh rate of migration, and poor access to health services have contributed to the high 

burden of ill-health in the country. This situation is further aggravated by the high population 

growth (MoH, 2002: 4). 

Towards the end of the Imperial period a comprehensive hea lth servIces po li cy IVas adopted 

through initiat ives li'om the world health organization (WHO). However, the dawn fa ll of the 

regime prec luded the poss ibility of putting this scheme to the test. The ' Derg' regime that came 

into power in the mid seventi es formulated a more elaborate health policy that g ive emphasis to 

disease prevention and contro l, priority to rural areas in hea lth service and promoti on of se lf 

reliance and comm unity invo lvement. But in pract ice the tota litarian po li tical system lacked the 

commi tment and leadership qual ity to address and maintain active popular parlicip'at ion in 

translat ing the formu lated policy into action. There fo re, in hea lth as in most other sectors, in both 

of the prev ious regimes there was no meeting ground between declaration of intent and 

demonstrable performance (Ibid: 2 1-22). 
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It seems be ing cognizant o f these prevailing heal th pro blems a nd thei r consequcnccs that thc 

present Ethiopian governm cnt has developed and implemented a comprehensive hea lth po licy 

j ust after its sei zure of power. S ince then, encou rag ing changes have been observed in tcrms o f 

heath posts, health centres, number of health profess iona l graduates, etc in the country though 

there ha've been a number of recorded challenges dur ing the implementation of hea lth sec tor 

reform programmes (MoH, 2004). 

Having recogni sed the severity of prevailing hea lth problems and emerging di seases, Ethiopia 

government has developed and implemented Hea lth Sec tor Deve lopment Programme (f-1 SDP) 

since 1997/8 ( 1990 E.C) . The first phase of HSDP was completed in 2002(MOH, 2005). Despite 

the gains that were made in the implementa tion of f-1 SDP f, it became clear that basic hea lth 

services had not reached those in need, owing to lack of primary health care (PHC) services at 

the community level. In the past, public health financing gave priority to the curati ve sector. This 

led to a considerable increase in the number and hea lth faciliti es, but with li mited rates of 

utili zation, partly because of lack and phys ical access . Therefore, in response to the country 's 

hea lth problem that govenmlent introduces "Accelerated Expansion of Primary Health Care 

Coverage" and Health Extension Programme ( l-fEP). The new health policy focuses on providing 

qua lity promoti ve, preventi ve and se lected curat ive hea lth care services in an accessible and 

equitable manner to reach a ll segments of population, with spec ia l attention to mothers and 

ch ildren. The policy has a particul ar emphasis on estab li shing an effec ti ve and respons ive hea lth 

de li very system for those who li ve in rural areas (MoH, 2007: 2). 

[Health] extension programme (HEP) is a defined as a package of basic and essential promotive. 

preventive and se lected high impact curative health servi ces targeting households. Based on the 

concept and principles of PHC, it is des igned to improve the health status of famili es, with their 

fu'lI participation, using local technologies and the community 'S skill and wisdom (Ibid: 3). 

The main objecti ve of HEP is to improve access and equity to preventive essentia l health 

interventions pro vided at vill age and household leve ls with focus on sustained preventi ve hea lth 

ac ti ons and increased health awareness. It a lso se rves as effective mechani sm for shifting health 

care resources from being dominantly urban to the rural areas where the majority of the 

country's populati on resides. Therefore, HEP is con side red as the most im portant institutiona l 
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framework lilr achi cv ing the MDGs in .lca lth sector (http ://cnhdc.e i.columbia .cdu/ liics/. 

accessed on 12 Deccmber 2009). 

Accord ingly. Garo and Weliso woredas have bccn execut ing HEP as per the national HEP 

implementation guide prepa red by mini st ry of health. There are some indications in the front 

compound of heal th offices witness ing that the wo redas health offices h", 'e stri ved to render 

quali ty health services to the public . For instance, each woreda 's hea lth office has bulletin boa rd 

at thei r gate wit h vision and mission writte n on it. The woredas' health offices have written the 

statement 'creating hea lthy and product ive ci ti zens' as the ir vision . Their miss ion statement has 

included maj or acti vities to be discharged being collaboration with stakeho lders or not in the due 

course of health service deli very process such undertaking research, modern isi ng hea lth serv ice 

deli very system through strengthening the supply of medicines and equipments, giving concerted 

on time responses to communiti es ' needs, etc . The mission statement has al so incl uded principles 

of good govern ance in provision of health services to bring tangibl e im provements in the health 

sta tus of the ir respec ti ve communities albeit their efforts have been constrained by a range of 

factors. 

An innovative programme, hea lth service extens ion programme (HSEP) is introduced as one of 

the key components in Ethiopian ' s health sector development programme (I ISDP II) . Ilealth 

ex tension programme has the following major packages and in turn each package has other sub­

packages. The main packages are Diseases Prevention and Contro l; Family Health ; Hygiene and 

Environmenta l Sanitat ion; and Health Education and CQ.!'lmunicati on. Diseases prevention and 

contro l consists of HIV/AlDS and other sexual transmitted infections (STIs) and TB prevention 

and contro l; fam il y health is composed of maternal and child hea lth, fam ily planning, 

immunization, nutriti on and ado lescent reproducti ve hea llh . Excreta di sposa l, so lid and li qui d 

waste di sposa l, water supply and safety measures, health home envi ronment, control of insects 

and rodents and persona l hygiene constitute hygiene and enviro nmental sanitation package of 

health extens ion programme (MoH, 2005) . 
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1,2, I'mblcllI S tatcllIcnt 

Gove rn ment has bcen mo bil is ing much resources fo r th e deve lopmcnt and implc mentation o f 

hea lth sector re form policies, T hus, the des ign and exec ut ion of health ex tension programmes 

aimcd at impro ving the hea lth condit ions o f the cit izens espec ially those res id ing in rural areas 

has become a timely issue and been given pri ority in the hea lth sec tor deve lopment 

agenda(Mo H,2005), 

From the outset of the implementation of heal th sector development programme particu larl y 

hea lth extension progra mme, there have been a range of hurd les impeding the effectiveness and 

effic iency of HEP, Generall y, a number of chall enges have been encountered from the 

beginn ing of HEP im plementation in the country: 

.:. The practical training of health ex tension workers (HEWs) particularly on sk ill ed 

del ivery and key clin ica l ski ll s had defi ciency due to limi ted facil ities for large nu mber 

of trainees, 

.:. There are no clear gu idelines fo r working relati onship between HEWs and other 

community based health workers (CBHW) trained previously such as Community 

Health Agents (CHA) and Tra ined Traditi onal Birth Attendants (TTBA), 

.:. Guidelines were not ready from the beginn ing on transfer, leave of absence and career 

structu re (hap://cnhde,e i,co lu mbia,edu/ fi ies/, Accessed on 12 December 2009) , Hea lth 

extens ion workers had lower competence in interventions re lated to skill ed de livery and 

some curative services includ ing malari a contro l and acute respiratory infection (Argaw, 

2007), 

Government objec ti ve IS to attain users' sa ti sfacti on in de li vering hea lth services by making 

health service close to the households and fami lies, The im plementati on of HEP in the areas of 

the study howeve r has been constrained by a number o f obstacles wh ich have been d iscussed as 

fo ll ows: 

In the study areas, a vari ety of problems have been observed in the execution of HEP such as 

compla ints from the clients i,e, they have complai ned that they have not been give n adequate 

Insec ti c ide Treated Mosquito Nets (lTNs), HEWs have not treated clie nts fairl y, for instance , 
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they hn ve se lccted ICw households wJt h a criteria that mos t of peop le did not know and they have 

spent llluch o f their time serv ing these househo lds. II EWs have lived in urban areas due to the 

fact that there we re no hous ing faciliti es in thei r worki ng places and thi s "Ifcc ts their long stay in 

the kebele they have been assigned to. Unava ilability of furni shed working ccntres/health posts/, 

abse nce of tra nsportation means and other hea lth service eq uipments and supp lies we re othcr 

problems noti ced. 

Max imising communities' involve ment through in te nsive health education and communicat ion 

has been given much emphasis in the due course of HEP implementation. However, observations 

show that households have used ITNs cutting it into different pieces for cove rin g hairs, cereals, 

making rope, etc. In addit ion, households have not welcomed well famil y plmming for various 

reasons such as spread ofmispercepti ons about family planning and reli gious matters. 

There has been a mismatch between the number of HEWs and the nu mber of households they 

are supposed to se rve. Thi s is to say that HEWs have been so overloaded that they co ul d not 

reach each and every households going house to house on foot g iven the sca ttered sett lements of 

people in the locality (interv iew conducted with HEWs). 

In the two woreclas, there have been irrigation fac ili ty and manmade ponds constructed for 

agricul tural development but unfortunately they have been fou nd chall enging in time of ma laria 

prevention and control endeavors. There have been also identified wide marshy areas in woredas 

pos ing d iffi cult ies in clearing mosquito breeding sites. 

In addition, transportati on prob lems, remoteness of some kebeles to reach. logist ic and suppli es 

problems and shortage of skilled manpower wen, identifi ed challenges in the implementa ti on of 

HEP (Goro woreda hea lth office, Annual report, 2000 and Weli so woreda health office, annua l 

report, 200 I). 

In spite orthe prevailing prob lems, no reliable and consistent research has been conducted in the 

1V0redas excep t some assessments undertaken at national leve l. Therci'o re, assessing and 

analyz ing the status of hea lth extension programme, achievements recorded, monitoring and 

el'aluation instruments used, changes in clients' knowledge, skill s, and behav ior, chall enges 

encountered in the two woredas by comparison is found to be timely and criti ca l. 
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1.3. Objl'ctivcs of the s tud y 

1.3.1. General Obj ectives 

Thc genera l ooject ive of the stud y is to assess the cha ll enges and ac hievcmcn ts o f 1-1[ 1' and to 

suggest poss ible courses of action to be taken to improve the performance o r the program me. 

1.3.2. Specific Objectives 

.:. To examine the fulfi ll ment of necessary cond itions by scrutinizing the 

construction of hea lth posts, supply of required equipments and suppli es. 

transportation and communicati on means 

.:. To assess the comparative achievements of goals and targets by the HEP in the 

woredas 

.:. To identify and analyze obstacles/challenges faced in the im plementation 

of HEP in the woredas 

.:. To measure the extent to which HEWs are commi tted and competent to assist 

the clients in the woredas in the comparati ve view 

.:. To exam ine the monitoring and controlling mechani sms to improve the 

programme and 

.:. To suggest feasib le remedies that can be taken based on the findi ngs of the 

research. 

1.4. Research questions 

The fo ll owing questio,lS shall guide the research: 

.:. What necessary conditions have been fulfilled ? What achievements have been 

gained by the implementati on of HEP in the wo redas? 

.:. What cha ll enges have been encountered in the implementat ion of the packages in 

the two woredas? 

.:. To what ex tent HEWs are committed and qua lified to provide quali ty health services 

in the areas? 
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.:. What means/mcchanisms/ -i re availablc to get better the pcriCJrJll'"1ee or IIEI' in the 

wo reclas? 

1.5. Significance of the study 

Thi s research plays important ro les as it g ives better in forma ti on abo ut the perfo rmance and 

challenges encountered during the execution packages concerned. The followings are some 

just ifications for the significance of the resea rch: 

.:. The findings wou ld give better insights into the performance of the packages and ex ist ing 

and potential prob lems of the packages 

.:. The resu lts wou ld help politicians. admini strations, NGOs. hea lth offi ces and other 

parties concerned with health extension programme in making decisions to improve the 

future performance of the packages 

.:. The research wou ld be used as an input for further scientific research in the fie ld 

.:. The findings wou ld be reviewed to make gene rali zations as to the performance of 

HEP in other di stricts havi ng similar social, cultural and econom ic backgrounds. 

1.6. The scope of the study 

Scope of the study entai Is demarcating the research so that the researcher deals with particu lar 

things within the boundary not with those outside the boundary. Hea lth extension programme is 

composed of a number of packages within it. But because of financial, time. manpower resources 

constraints, the researcher has focused on examining the ach ievements and chall enges of 

packages of the programme - malaria prevention and control , family planning, and hea lth 

extension education and communication packages The research has been conducted at two 

woredas of South West Shoa Zone of Oromia Regional State i.e . Goro and Weliso woredas. The 

period of stud y covered fro m the year 2004/5 onwards (the beginn ing of the implementation of 

the programme).The research took one year for the study, i. e. the 200911 O. 

I. 7. Li mi tations of the study 

In the due course of the study, ill one way or another way, multi faceted problems have been 

encountered. The prob lems have been presented as follows: 
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.:. Somc households had lo w understanding to articulate what thcy experienced with the 

program me illlpleillentation and th is aflec ts the quality and adequacy o l'the data give n, 

.:. It was fou nd diflicu lt to get HEWs, supervi sors and health office adm inistrators as per 

appointment schedule and some were al so reluctant to cooperate, Thus, gathering data 

took Illuch time than what was planned, 

.:. It was also problematic to obta in sufficient recorded secondary data on the performance 

of the programme in the study arcas, 

.:. The study focused only a few components of HE?, However, Better insights into the 

implementation of HE? could be gained if the overall components of HE? were 

considered, 

However, all effo rts and measures were taken to minimi se the effects of these variables on 

the quality of the research, 

1.8. Justifications of the selection of the study areas 

Goro and We liso woredas were purpose ly se lected for the research case stud y. The reasons 

are: 

.:. The two woredas have been implementing HE? but thei r own limitations 

.:. The researcher has li ving ex peri ence that wou ld help in acquiring relevant data 

.:. The woredas are adjacent in locat ion which was convenient for the researcher 

I. 9. Research Methodology 

This part describes and justifies type of research methods used, sources of datil, and instruments 

of data collection and methods of data analysis. 

\.9.1. Reseal'ch Methods 

The research has a imed at eva luating the program, ident ifying and describ ing challenges 

encountered in the due course of HE? implementation, the adequacy of the packages and 

achievements recorded measured in terms of goals, objectives and targets predetermined. 
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I\Dsed un the above stDted alms or thf. resea rch. thc rescarcher empluycd predom inately 

desc ripti ve and eva luative rcscD rch mcthods lo r they we re marc appropr iate than other mcthods 

il t addressi ng the goa ls of the research. 

1.9.2. Stlldy Population 

S tuLly population is the aggregation of elements from whic h the sample is actually se lec ted. Thc 

study popu lation included res idents o f the two woredas, hea lth extension wo rkers, hea lth 

ex tens ion program me supervi sors and the two wo redas ' health office adm inistrators. 

1.9.3. Sampling F"ame 

It is the actual li st o f sampling units from which the sample is se lected. The sampling frame for 

the res idents is the li st of households from health ex tension workers/health posts considered for 

the study. The sample frame for heath extension workers is their li st from woreda heath office. 

The sample frame for hea lth extension programme supervisors is their li st from the ir respecti ve 

woreda hea lth office. The sample frame for wo reda health office administrators is their li st from 

hi s/ her respecti ve unit of administration. 

1.9.4. Sampling Oesign 

Because of some constraints such as manpower and cost, it is diffi cult to reach all elements of 

the study population. Therefore, it is necessary to use appropri ate sampling technique/s to ensure 

the requi site size of sample is selected so that the se lected sample wi ll be suffici ent ly 

representati ve of the population about which genera li zations to be made. Because it was found 

difficult to get the accurate size of the population and li st of elements for service customers 

(residents), the researcher has employed stratified mu lti· stage cluster sampling. 

The kebe les of Weli so and Goro woredas have been stratified into 37 and 19 rural kebeles 

respective ly based on the administrative division of the two woredas. At the first stage. three (3) 

rural kebeles have been se lected randomly us ing 101lery system. Secondl y, 25 househo lds have 

been selec ted randomly from the six (6) kebeles chosen at the first stage irrespective o f the 

kebele's population s ize. [n all, 150 households have been considered as a unit of observation fo r 

both woredas. 
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Ikcausc o f their imporl<l nt rok in the implementation of IIEP, a ll II EWs operating in the 

se lected s ix (6) rura l kebe les ha vc becn considered and additi onally rand oml y selec ted six (6) 

HEWs Irom both wo redas have become units of da ta collecti on. A total of 24 II EWs have bcen 

includeel in the sample. 

Purpos ive or judgmental sampling has been ut ili sed to se lec t worcda hea lth o fli ee ad mini strators. 

At the end , Five (5) HEP superviso rs have been random ly selec ted, one (I) from Goro and fou r 

(4) from Weliso woreda because of their unique position. 

1.9.5. Sa mple S ize 

The sample representa ti ves a re categorized as follow in accordan ce with the s tuely population. 

No Group Sample size 

I Households 150 

2 Health extension workers 24 

, 
Health office administrators 2 J 

4 HEP supervisors 5 

To tal 181 

1.9.6. Sources of Data 

In search of pertinent information that answer research questions both prim ary and secondary 

data sources were identifi ed and used . 

1) Primary sources 

The primary data sources are those sources that provide the researcher with firs t hand data. 

Those sources were the resident s. health ex tension workers, hea lth ex tens ion programme 

superviso rs, and hea lth offi ce admi nistra tors. Moreover, direc t observation by the resea rcher is 

put in use. 
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2) Secondary Sources 

Second hand da ta has been sourced fro m both published and unpublished sources. Sources such 

"s serv ice report s. chart s. survey report. letters, magaz ines. journa ls, books ha ve been reviewcd. 

1.9.7. Ins truments of Data C ollection 

I) Sch edule/in ter view q ues tionnaire 

Based on the objecti ves/ purposes of the researc h a nd the fact that most of the residents were 

ill itera te, semi-structu red - sched ule questionnai res were found to be reliable and valid 

instrument for obtain ing o ri ginal data fro m primary sources. The same instrument was put in use 

to obtain data from HEWs. A questionnaire consisting both close and open ended questions 

covering the demographic profi le, the achievements and chall enges of HEP execution was 

presented for cl ient respondents. Similarly, a questionna ire inc luding open and close ended 

questions focusing on the performance of the HEP was d istri buted to HEWs. It a lso covered 

demographic back groun d of respondents. Thi s instrumel1l wou ld also improve the return rate o f 

the quest ionnai re. 

2) Field Observa tions 

Field observation was another important, rel iable and valid instrument used for obtaining 

primary data. The resea rcher has made fi e ld visits to observe some manifestat ions such as 

cons tructi on of heal th posts, d istribution of insec ticide treated mosquito nets, e tc. 

3) Interview 

Structured and non structured interview was conducted with hea lth office admini strators and 

HEP supervi sors to get information to supplement and complement the data acquired through 

other instruments (Appendi x three). 

-I) Document Review 

Rev iew of se rv ice report, chal1s, su rvey report, le tters, magazlIles, journals, books was 

conduc ted. 
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1.9.8. Data Analysis Instrument 

The co llected data was edited. coded, classified and tabulated for making meaningful anal ys is. 

Since the purpose 01' the research was primarily to describe the performance of government 

intervention i. e. HEP achievements and challenges, descriptive methods have been employed. 

Descriptive methods such as tables, diagrams and percentages were ex tens ively employed to 

describe the patterns obse rved in the collected data and for making appropriate interpretation. 

Qualitative anal ys is was also put in use for analyzing and interpreting qualitative data. 

1.10. Organisation of the Thesis 

The thesis has been logically arranged into five chapters. The first chapter has covered the 

introduction part which included background of the study, problem statement, objectives of the 

study, research methodology, data analysis, etc. The second chapter has consisted of related 

literature review as to heal th extension program. The third chapter has dealt with data discussion 

of respondents' response based on response categories made. In chapter four, data interpretation 

and analysis on the performance of HEP in the study areas have been made. The lina ll y, major 

findings , conclusions and recommendations are found in chapter five. 
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Chapter Two 

2. Literature Review of the Theoretical Framewol'" on the Implementation 

Contexts of Health Extension Programme 

The li terature rev iew part covers the literature studies invo lvi ng the theoretical frameworks by 

whi ch the ove rall research tasks govemed and other researchers' work in the area. 

The literature studies address the conceptual and operational defin itions of basic concepts and 

terms, the rev iew of intervention areas of hea lth ex tension programme packages, objecti ves and 

targets of the programme and implementati on strategies. Heath extension programme 

component. principles, progress ind icators and heath sector development programme will also be 

thorough ly and criticall y studied. Moreover, the chapter covers o ther researchers' work in the 

fi eld. All the mate ri als to be reviewed are relevant for the resea rch on hancl. 

2.1. Definitions of Basic Concepts and Terms 

The Ethiopian government has been exerting much effort to the health sector performance. To 

upgrade its ci ti zens' health status. it has developed and is imp lementi ng a series of hea lth sector 

de ve lopment programme (HSDP). And it introduced hcalth e"tens ion programme as a part of 

HSD P to ensure acce lerated ex pansion of hea lth care which has focused on hea lth promotion, 

prevent ive and curative hea lth care services. Definitions of some basic concept and terms are 

given as foll ows: 

.:. Health is a state of complete physical, mental and social well -being and not merely the 

absence of di sease or infirmity (www.who.i nt, Accessed on 13 December 2009) . 

• :. Health extension programme (HEP) is defined (as] package of basic and essential 

promoti ve, preventi ve and se lected high impac t curati ve hea lth services targeting 

households --- (MoH, 2007: 3) . 

• :. Health promot ion is the process of enab ling people to increase contro l over, and improve 

their health. It mo ves beyond a focus on individual behavior towards a wide range of 

soc ial and environmental interventions (www.who.int/ topics, Accessed on 13 December 

2009). 

13 



.:. Il ea lth ed ucat ion is the profess ion of educating people aboll' hea lth. Areas wit hin this 

profess ion encol11pass env ironl11cnta l health. physica l hea lth , social health. eilloti onal 

health. intellectual hea lth , and spiritual hea lth (en. wiki pcd ia.org, Accessed on 13 

December 2009) . 

• :. Malaria is a seri ous, in fec ti ons disease· spread by certain mosquitoes (www.answers.com. 

Accessed on 13 December 2009) . 

• :. Fami ly planning is -- - the use of various methods of fert ility contro l that wi ll help 

individ uals or coup les to have the number of ch ildren they desi re an at a planned time 

interva l in order to ascertain the well being of the children, parents and communities at 

large (MoH, 2004: 7). 

2.2. Health Policy and Hea lth Sector Development Programme (HSDP) 

Having undertaken a criti ca l examination of the nature, magn itude and root causes of the 

prevaili ng health problems o f the country and awareness of newl y emerging health prob lems, the 

transitional government of Ethiopia deve loped a comprehensive health po li cy (MoH, 1993: 22-

23). It is founded on comm itment to democracy and the rights and powers of the people that they 

derive from it and to decentral izati on as the most appropriate system of government fo r the full 

exerc ise of these rights and po\Vers in our plurali stic society. It accords appropriate emphasis to 

the needs of the less privileged rura l popu lation which constitute the ove rwhelm;ng majority of 

the popu lation and the major productive force of the nation. It proposes reali sti c goa ls and the 

means to r attaining them based on the fundamenta l principles that health, constituting phys ical , 

mental and soc ia l we ll- being, is a prerequisite for the enjoyment of li fe aJ~d to r op timal 

prod uc tively (Ibid: 23). 

2.2. 1. General Policy 

The policy inc ludes the following broad areas: 

.:. Democrati zation and decentralization of health service system 

.:. Deve lopment of the prevent ive and promotive components of hea lth ca re 

.:. Deve lopment of an equitable and acceptable standard of heal th service system that wi ll 

reach all segments of the population within th e limits of resources 
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.:. Promot ing and strengthe ning of imersec toral act ivities 

.:. Assurance or access ibi lity of health care for all segments orthe populati on 

.:. De ve lopment o f appropriat e capacity building based on assessed needs 

.:. Prov ision of hea lth care fo r the population on a scheme of payment according to ab ili ty 

with special ass istance mechan isms for those who cannot a fiord ·to pay 

.:. Promotion of the parti cipation of the private sector and nongovernmental organ isat ions in 

heal th care (Ib id: 24-25). 

To combat the serious health problems the nation has been facing, the government has given 

pri orities for Informat ion, Ed ucati on and Communicati on (I. E.C to enhance hea lth awa reness and 

to propagate the important concepts and practices of se lf-responsibility in health, the control or 

communicable di seases, epidemics and di seases rel ated to malnutri tion and poor li ving 

conditions, provision of essenti al medicines, medical suppl ies and equi pment shall be 

strengthened, etc (Ibid: 26-27). 

2.2.2. Health Sector Development Programme (HSDP) 

The Ethiopian govenmlent has fo rmulated a series o f hea lth sector development programmes 

(HSDP I, 11 1997-2010) in line with the plan for accelerated and sustained development to end 

poverty (PASDEP) and to ac hieve the health related mill ennium development Goals (MDGs) 

(Mol-I, 2007: I). 

The Health Sector Deve lopment Programme (HSDP) , like the nationa l hea lth policy, is the result 

of a criti ca l examination and an awareness of newly emerging health problems. Founded on 

commitment to democracy and to decentrali zation, it acco rds appropri ate emphasis to the needs 

o f the less privil eged rural population which constitute the over whelming majority of the 

populat ion and it proposes rea li stic goals and the means for atta ining them --- (MoH, 1998: I). 

Health Sector Development Programme I (HSDPI) (\998-2003) 

The health secto r deve lopment programme was launc hed in 1998 in response to prevailing and 

newly emerging heal th problems in Ethiopia and in recognition of weaknesses in the ex isting 

hea lth de li very system (MoH, 2002 : 9). 
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IISD I' was madc up of eight components lor budgeting and implemcnwtion 1" IlV("CS oj" which 

hea lth de li very al1(1 quality of care with the objective oj" increasi ng the coverage and quality 01' 

promot ive, prevent ive and curative activities was one (MoH, 1998: 15-20), 

Despite the gai ns tha t were made in the implementation of I-[SD P [, it became clear that basic 

health services had not reached those in need, owing to lack of primary health care (PHC) 

services at the comm unity leve l. [n the post, public health financing gave priority to the curative 

sec tor. This led to a considerab le increase in the number of hea lth fac il ities, but with limi ted rates 

of utili sation, partly because of lack of physical access. Evaluat ion of I-ISOP [ also revealed 

constrain ts in the ava ilabi lity of trained, high-level health profess ionals (MoH, 2007: 1-2). 

Health Sector Development Programme (HSDP II) (2002/03 -2004/05) and HSDP III 

(2005/6-2009/1 0) 

As in phase I of HSOP. the components of HSOP II remain the same except under HSOP II ; 

there is one addi tional component, the health extension programme. The overall objectives 

remains the same to increase the coverage and quality of promoti ve, preventive. curati ve and 

rehabi li tat ive services and the des ign aims to address the problems and challenges identifi ed 

cl uring the evaluation of HSOP! (MoH, 2002: 25). 

Havi ng considered the past gains and challenges 111 the process of the phase I HSOP 

implementation, the sector has realized that essential health services have not reached the people 

at the grass-root leve ls as envisaged in phase I of the HSOP. The government of Ethiopia has 

therefore decided to introduce an 'innovative community based approach aimed at creating 

healthy environment as well as healthful li ving by introducing a health se rvice deli very an:l 

quality of care (HSO &QC) (Ibid: 25). The Health Extension Programme (HEP) is innovative 

community based programme introduced [and] started in 2003 during HSOP II (Aregaw, 2007: 

7). 

The main objective of health extension programme is to improve equitable access to preventive 

essential health intervention through community/ kebeles/ based health se rvices with st rong 

tocus on sustained preventive health actions and increased health awareness (MoH, 2005 : 2). 
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I ka lth care is one o f th~ crucial components of basic soc ial services that ha ve a direc t linkage to 

Ihe growth and development of a country as well as to the we lfare of a socicty. EITect ive 

planning and implemcnta tion of health services requires mobilisat ion of thc co ll cc ti ve effort s of 

thc re levant national and international organisations. One of the mechani sms to ensure thi s 

co ll aboration is harmon isation of health policies, strategies and ililplementa ti on modalities with 

nationa l and global perspectives of health service deli ve ry. As a result , I-I SD P III has been 

clcveloped and implemented in sector ,.vide approaches within the context of the national and 

inte rnational policy environments (MoH, 2005: 35). 

HSDP is the main medium of translating the health component of the PASDE P with minimum 

targets more or less similar with the mi ll ennium deve lopment goals (MDGS). As three of eight 

MDGS are directly related with health sector i.e. reduction of under -5 mortality by two third and 

maternal mortality ratio by three-fourth as well as halting and reversing the spread of HIV / AIDS 

and other ep idemics such as malaria by 20 15. 

The formulation of HSDP III needs to focus on the prevention and control of poverty related 

di seases through the adoption of innovative and practica l strategies to enhance the ach ievement 

of the MDGS. The analysis of the current health situation in Ethiopia clearly shows that reaching 

the [,dDGS implies not only a dramat ic scaling up of key services, but also impleme11lat ion of 

ll1~chanis n ! s to ensure adequate and efficient utili sation of the mechanisms to ensure adequate 

and efficient utilisation of the services by the whole community particularly by the rural 

population, the poor women and chi ldren. In order to materiali.se thi s, high impact and 

community based health interventions like the Health Service Ex te:lsion Programme (HSEP). 

accelerated expansion of primary health care fac ilities and hea lth service package became 

important (Ibid: 36). 

2.3. Health Extension Programme (HEP) 

Based on the concept and principles of primary health care (P I-IC), it is des igned to improve the 

health status of fami lies, with their fu ll partic ipati on, using local technologies and the 

communities' ski ll and wisdom. HEP is similar to PHC in concept and principle, except HEr 

focuses on households at the community level, and it invo lves fewer facility- based services. The 
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philosophy of liEf' is tl1<lt if the right knowledge and skills arc transferred to households they can 

take responsibility Illr prod ucing and main ta ining their own health (Mol-I. 2004). 

To provide coverage fo r the whole country, the government has decided to accelerate the 

implementation of the I-lEI' by training and deploying 30000 hea lth ex tension worke rs (1-IEWs) 

and it was planned that by 2009, each kebele wou ld have a health post which would be the 

operat ional centre for two HEWs, who would be responsible for providing outreach services. 

Construction of health posts and training of HEWs are being accelerated to reach these targets 

(Mo H, 2007: 3-4). At community level, in addition to HEWs, there are community based 

reproductive health agen ts to supplement government heal th workers' outreach by provid ing 

primary heal th services, increas ing community knowledge and offering immediate access to 

reproductive health services, including HIV/AIDS prevention and care. Community- based 

reproductive health agents are recognised to be the ' backbone ' of the reproducti ve health system 

in Ethiopia particularly given recent arrangement of being they are supervised by newly 

deployed hea lth ex tension workers .. .. currentl y, community-based reproduct ive health agents 

(CBRHAs) are an integra l part of the health deli very system in Ethiopia, a predominant ly rural 

country with limited health service access (Andreea et aI., 2007). 

HEWs are responsible for explaining and promoting health ex tension components sllch as 

disease prevention and cont rol, family health , hygiene and envi ronmenta l san itation and health 

educa ti on and comm un ication at community level (MoH, 2000: I I). 

2.3.1. Malaria Prevention and Control 

Literature review reveals that malaria is ,he number of one public health problem in Ethiopia and 

accounts for major cause of il lness and hosp itali zat ion (Wakgari et aI. , 2006). 

Malaria in Ethiopia has dil'terent names in different languages. This obvioLisly indicates the 

extent of the spread of the deadful di sease that had long lived with people. Malaria is an old and 

long standing di sease in Ethiopia. Seventy five percent of the land area of the country is 

considered to be either malarious or potentially malarious, and about sixty fi ve percent of the 

populations in these areas are at ri sk of infection (MoH, 2004). Moreover. Si nce malaria is a 

killing di sease and rampant in highly endemic areas, parents desire to have more children to 
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re place the ones they lose. or to guarantee at least one surviving hcir or one s urv iving child into 

the parents' o ld age( 18). l3ased on these assumpt ions. it is poss ib le to be accompan ied with hi gh 

popul ati on growth rate in epidemic - prone and intense malaria tmnsmission areas (Wakgari et 

a l. , 2006). 

Ma lari a is a di seasc caused by a paras ite known as pl asmodium that li ves and feeds on red blood 

and li ve r ce ll s. The paras ites are identified by microscope. There are fo ur types of malaria 

plasmodium speci es that develop and pro li ferated in human body and cause the di sease. These 

are: Plasmodium Falciparum, Plasmodium Vivax,P lasmodium Malariae, Plasmodium Ovale. 

[These] different malaria plasmodium species have different physical shapes, development 

processes and life cycles, life span, leve l of seve ri ty, specific nature of frequency o f relapses of 

the di sease. vari ed leve l of effecti veness o f ant i-malaria dru gs and the degree of di sabili ty they 

cause. Plasmodium falciparum and plasmodium vivax are the most commonl y encountered 

human parasites in Ethiopia (ibid) . Plasmodium vivax malaria is the most geographi ca ll y wide­

spread and the second prevalent cause of malaria globally. Ethiopia has the highest proportion of 

plasmodium vivax malaria on the continent, accounting for approximately 40%of all infection in 

the country. Chloroquine is the first treatment for confirmed plasmodium vivax malaria in the 

country. Nevertheless, chloroquine - resistant plasmodium vivax parasites are emerging in Debre 

Zeit, Ethiopia. This indicates a need for regular moni toring of the pattern of res istance to ant 

ma laria drugs in the country (Hiwot e t a I. , 2008) . 

Malaria is transmitted from man to man only throu gh the bite of female anopheles mosq uito. The 

fe male anopheles mosquito needs blood for the deve lopment o f its eggs . When the female 

anopheles mosquito bites a malaria sick person it draws blood and with it the malaria 

plasmodium species. These species develop and mature in its s tomach in 10-1 2 days. The 

ma laria mosqu ito often breeds and develops atier the rainy seasons in stagnant water in ponds, 

ditches and co llections on the ground . --- The mal ari a mosquito has the capacity to fl y about two 

kil ometers di stance from its breeding place to bite human beings (Ibid: 9- 10) . 
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2.3.1.1. Objectives and Indicators for Progress of Malaria Prevention anti Co ntro l 

Package 

Objectives 

To increase ,l\vare ness, knowledge and skill s of the communities 0 11 the transmiss ion, 

prevention. and control of mal aria, to motivate, enhance, and promote participation of thc 

communities in the prevent ion, control of ma laria and suppress malaria epidemics. to reduce 

the number of cases and deaths due to malaria, to motivate and educate the communities for 

exami nati on and treatment of malaria are major objecti ves to be rea li sed through the 

execution o f malaria prevention and control package and the performance ( progress) of the 

package ga uged in terms of: 

Number of people who partic ipated In hea lth education seSSIon, number of mosquito 

breed ing sites c learing sess ions planned and implemented, total number of unit structures 

sprayed and re-plastered before six months after sp raying, Number of households in vill age 

wi th one, two or more Insecticide Treated Mosquito Nets (ITNs) and percentage of pregnant 

women and children under fi ve years sleeping under rTNs (MoH, 2005: 35). 

2.3.1.2. Malaria Vector Control Methods 

The effec ts of land use comprising of water impoundment schemes, irrigati on schemes. 

deforestation, agri cultural development, road and hyd ro-e lectric power construction in malarious 

areas result in ecological di sturbances that exert considerable influence on the proli ferat ;on of 

breedi ng sites. resulting in high malaria transmission. Changes in land use followed by varia ti ons 

in climatic conditions s ingly or in combination have been incriminated by increase in morbidity 

and mortality from a number of parasitic diseases like malaria (Wakgari e t a I. , 2006). Malaria 

transmission varies among communities largely due to environmental factors, such as proximity 

to breeding sites . Many water resources development and management projects resu lt in local 

ou tbreaks of malaria ... These outbreaks can be attributed to an increase in the number of 

breeding sites for mosquitoes. an extended breeding season and longev ity of mosq uitoes. 
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relocation or local pop ul at ions to hi gh-ri sk rc'c rvo ir shore lines and the arri va l of" migrant 

populations seek ing a live lihood around the newly created rcscrvo irs (Ycwhalaw et ai. , 200')). 

A. Environm cntal iVla nagement 

Water is essentia l for the breeding of malaria mosquitoes. To ensure the prevention and contro l 

of malaria. it is importan t that a ll temporary or permanent breeding s ites with water are identified 

and e lim inated through active participation of communities. Th is can be achi eved in areas where 

onl y limited number and fu lly identified breed ing sites ex ist. The Fol lowing measures can be 

implemented in potentia l mosquito breeding sites to prevent and control sites : 

.:. C learing of water bodies, filling and leveling burrows and pits 

.:. Drying up swampy and marshy areas by mak ing drainage and planting trees 

.:. Clearing grass or weeds in irrigation d itches 

.:. Water containers inside and outside the house holds such as pots, we ll s, etc shoved be 

covered 

.:. Cleaning and clearing ditches (MoH, 2004: 33). 

13. Larvicidcs 

Water coll ecti ons that cannot be managed by environmental contro l measures can be dealt with 

larvicides. The success of larvicides depends on the identifi calion of all mosquito breed ing sites 

and their di stribution in the entire potential areas and fo llowed by week ly spray of chemica ls. 

- The most cQmmon water so lu ble chemica l used in our country is te!l1ephos (Abate). Temephos is 

sa fe for human and there fo re it can a lso be appl ied to drinking water. Considering the 

expensiveness of the chemica l , the need of spray equipment and human resource it should be 

applied onl y fo r small breed ing si tes and on ly if contro l measures are inapplicable in places such 

as cities, low lands and agri culture deve lopment wit h irrigat ion system ( Mol-!, 2004). 

21 



c- I'Hloor l{csidll,,1 """SC Sprayillg 

In door res idual house spraying is the Illost widely and cOlllmonl y used chem ical mcthod lor 

,'cetor cont rol in an ti Illalarial programme. The aim of the residual house spraying is to spray the 

sprayable surface of all individual houses (e.g. wa ll s, Ooors, etc). when the mosquitoes rest on 

the sprayed wa ll s. the chemical enters their body through the surface of their legs and intoxicate 

them. there by drastica ll y shortening their longevity, This way the mosquitoes will not able to 

li ve long in frequently sprayed walls to transmit the malari a paras ites to hUlllan beings. The 

chemical spraying operation can be conducted once or more times in a year depending on the 

seri ousness of the malaria ep idemics; the intensity of the transmiss ion and period; the length of 

the lasting period of the effec t of the chem ical etc. In door residual house spraying is conducted 

in Illany pa rts of Et hi opia before the small and big rains usuall y in February and June. The 

rat ional for selecting these periods is to prevent potential malaria epidemics that occur 

immediately after the rains as it is likely that a wide spread and numerous suitable mosquitoes 

breeding sites will e.\ist (ibid). 

O. Insecticide Treated Mosquito Nets (ITNs) 

Many Countr ies have recently introduced Insecticide Treated Mosquito Nets (ITNs) as malaria 

prevent ion and Cont rol Measure. It has been found to be very effective in the reduction of 

malaria and mo rtality in several of these coun tri es. The INTs Protect from mosq ui to bites 

th rough repell ent and knocking down effect 01 the insecticide used to impregnate the nets. In 

Ethiopia thi s method of control is new and there is limited expe ri ence and know how in the 

utili sation of ITNs, but promoti ve efforts are be;ng made to create the necessary awareness in the 

Communiti es to use ITNs. Consequently, ITNs are available (e. g. size, shape. color. quality etc) 

in diffe rent types (MoH, 2004: 38). The Africa;] region south of the Saharan is heav il y affected 

by malaria. Eth iopia is among the 30 high burden countri es in malari a infec ti on and contributed 

to 6% of the malaria cases in Africa. The use of Long- Lasting Insecticide Treated Net (LLIT ) 

is on..: the maj or components of se lecti ve vec tor control strategy in Et hiopia, LLiTN distribution 

in Ethiopia primaril y focuses on households with children less than tive years of age and 

pregnant women in targeted areas. Low awareness about malaria and utili sati on of the preventive 

methods are the seri ous challenges of malaria control programme in Africa and Ethiopia . The 

22 



level of knowledge and the use of LI.ITN in Ethiopia is a ve ry low. According a research 

cond ucted in Gil gcl Gibe, sou th -west Lt hiopia. only 25%of unde r - li ve children slept under 

LLi TN the night be lo re the survey. It was observed that many mothers in the study area haduscd 

LLiTN for scarves and bed sheets to prevent louses and Oeas (Deri bew et aI. , 20 I 0). 

2.3.2. Family Planning Extension Package 

Fami ly planning is --- the use of various methods of fertility cont rol that wi ll help individuals or 

couples to have the number of ch ildren they desire at a planned time interva l in order to ascertain 

the we ll be ing of the children, parents and communities at large (MoH, 2004: 7). With a 

population of abou t 77 million in mid 2007, Ethiopia is the second most populous country in 

sub- Saharan Africa. The population is increasing at a rate of abo ut 2.5% per annum while the 

fertility rate is 5.4% per woman. Li ke many other African countries, Ethiopia has so far shown 

little change in fertility. Among the nine regional states and two city council adm inistrators 

under the Federal Government of Eth iopia, Oromia Region has the highest ferti li ty rate of about 

6.2% chi ldren per woman while Addis Ababa has a below replacement level of ferti lity of 1.4% 

chi Idren per woman (Y ohannes, 2009). 

After the Nat ional Population Policy was officia lly launched in 1993, the National Populati on 

Informat ion. Education and Commun ica tion (I EC) and Advocacy strategy was also adopted and 

has been implemented since 2000. However. in the due course of implementation, evidences of 

mor.itoring and evaluation have indicated that application of st,ategy is inadequate and in some 

cases need updating. [n the due course of population communication strategy, audience 

segmentation and multimedia approach have to be practised :'y implementing partners in the 

treatment and di ssemination of population messages. [t is through this approach that one could 

deve'op relevant materi als to target audience an(I be able to chmcge attitude and behaviours in the 

course'of intervention (Ministry of Finance and Economic Development, 2009). 

2.3.2. 1. Benefits of Family Planning Services 

Family planning has many benefits for mothers, children, family and the count ry at large. It 

\\'oldd enable mother or fami ly to have desired number of children, prevent se ri ous illness and 

deaths that occur during delivery, opens tor mother opportunities to participate in deve lopment 
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act ivi ti es. Ch ildrcn also benefit from fami ly planning by the way of that they get adequate care 

and alkctio n li·om the ir famili es; they wou ld have bellc r chance of gelli ng bas ic soc ial se rvices 

such as ed ucation and health serv ices. Mo reover, country's development wou ld be fostered. If 

the utili sation of family planning services is increased. excessive population growth IS 

preven ted, wome n pa rti c ipati on in the development endeavors wo uld be rea li sed. Government 

shall a lso have beller capacity to make bas ic services accessible the whole segments of th e 

populatio n (MoH, 2004). 

2.3.2.2. Objectives and Indicators for Progress of Family Planning 

Objectives 

In the execution of fami ly planning package, increasing the awareness, knowledge and sk ill s on 

the use of fam il y planning, motivating and helping women to increase utili sation of famil y 

planning services, ensuring community opi nion and religious leaders and promot ing active 

parti cipati on of males in the use of family planning programme are the major objectives 

identified where as number of community members who received informat ion on the fami ly 

planning services and can te ll the potential ri sks of unsafe abortion, number of ho useholds who 

became user of the fami ly planning programme, number of wo men who use cont raceptives. 

num ber of males who participate in the fam il y plarLJling programme, number of fatnily delaulters 

alllimo ti vatio n and mobil ization of opinio n leaders to promote the use of fam ily planning se t as 

indicators fo r progress (MoH, 2005: 33). 

2.3.2.3 . Types of Family Plr.nning Services 

I. Natural /T raditionall Contraceptive Methods 

Nat urnl !t rad itional! method which prevents pregnancy inc ludes breast feeding, calendar 

method. absti nence method and withdrawal of [male's genita l/ peni s before ejacu lation]. The 

uses of these natural methods do not impli cate medic ines or prevent mechanical dev ices (Mol-/. 

2004). 
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II . . "Iudern Cont/':lceptivc Methods 

Demographic resea rch has shown that socio- cconomi c and cultural factors influcncc fertilit y 

through biologica l and behavioura l mechanisms such as the use of contraception, whic h has a 

direc t effect on fertility. But contracept ive use,. which plays the majo r role in influencing fertilit y 

is very low in Eth iopia. As of2005, only 14.7% of married women in the country and 13.6% in 

Oromia Regional State used any method of contraception. As a result, of the low cont racepti ve 

prevalence, many wo men of reproductive age who want to stop or postpone child bearing are not 

able to do so; and hence there is a hi gh unmet need for contracept ion in Orom ia Regional State 

estimated at 41.5% in 2005. Women ferti lity intentions are influenced by various demographic, 

socio-economic and programme factors such as the age of women, number of li ving children, 

place of residence, education and exposure to media as well as by couple 's experiences with 

child mortality and expec tations about ch ild survival conditions and their preferences for a single 

sex usually son (Yo hannes, 2009). 

Combined oral contraceptive pills 

Combined oral contracept ive is prepared from two hormones namely estrogen and progestin. 

This contraceptive is the first among the most commonly used methods in Ethiopia. Combined 

01'.]1 contraceptive prevents pregnancy by preventing ovulation; thickening cervica l mucus 

making it difficult for the sperm to pass through; making the lining of the uterus too thin for the 

ft'dilized egg to implant itself making it difficult for further deve lopment. T he effectiveness in 

preventing pregnancy is high with the except ion that, the pill needs to be taken every day and 

inconsistent or incorrect use raises ri sk; it is not also used ;or preventing sexuall y transmitted 

di seases inc lud ing HIV/A lDS (MoH, 2004). 

Emergency contraception is a combined oral contracept ive pills that women can use 10 preven t 

pregnancy expected from unprotected sexual intercourse, [when a woman is rapped or forced for 

sexual intercourse). However, it shou ld be underlined that the use of such method is only limited 

to unprotected sex ua l intercourse, but is never for regular usage. Emergency contraceptive pi ll s 

inhibit or delay to prevent fertili sati on (ibid). 

25 



Single drug oral contraceptives 

These are ora l contracept ives pil ls that are fo rm ulated only li·om progestin. The con tent of 

progestin in the cont raceptive pills is less than what is con tained in the combincd oral 

con tracepti ve pi ll s. It has the advantages that it has more advantage for breast feedi ng moth ers; it 

prevents infect ion of the uterus; it does not aggravate blood pressure al though it has some 

problcms such as irregularity of menstrual cycles, more menstrua l bleedi ng, and stops the 

running of th e usual menstrua l cycles (MoH, 2004). 

Ma le co nd om 

Condom is plastic material that men wear over the e rect penis just before sexual intercourse in 

order to ho ld the sperm and prevent it from spi lling in the vagina. Condom is made from thin 

plastic called latex . Condom prevents pregnancy as well as sexually transm itted diseases 

including HIV/AlDS. Condoms are often lubri cated inside and on the surface and conta in sperm 

c ides that ki ll sperm cell s in order to prevent poss ib ility of pregnancy in the case the condo m 

breaks or semen escapes or leaks by accident. S imilarly, bacte ria and viruses do not escape 

through the condom unless it is broken , but if it breaks the sperm cides wi ll ki ll them as wel l. 

Condom is effective to prevent pregnancy and sexuall y transm itted diseases if it is used properly. 

not exposed to sun, or other type of heat (MoH, 2004). 

Female condom 

Female condom is one method to prevent pregnancy. The condom is inserted into the vagi n:l and 

is onl y used fo r one time sexual intercourse. It is made from plasti c material and has fl ex ible 

ri ngs at both ends. The condo m serves as a physical barrier to prevent spe rms fro m meeting the 

woman's ·eggs. It is one of effective a lternatives for preventing pregnancy with one major 

drawback i.e. its cost is very expensive (ibid). 
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Injectable co nt racepti ve 

This cont racepti ve is injected dccp into the musc le and its for mulatio n is a sing le inject ab le 

con tracepti vc. The con tracept ive contai ns progestin. In Ethiop ia th e commonl y usecl 

con tracepti ve is the onc injected every three months. 

The method has strong s ides as it un li ke oral contracepti ves, there is no risk of users forge tt ing 

the contracepti ve; it is a bette r opt ion for users that do no t want permanent prevention from 

pregnancy as we ll as do not want to have more children albeit the method has some weak nesses 

such as it initi a tes prol onged heavy vag inal bleed ing; increases we ight ; delays return to fe rtility 

lo r about 6- 12 months after stopping (MoH, 2004: 48). 

A ll the above briefl y ment ioned traditional and modern contracep ti ves are those that can be 

prov ided by hea lth extension workers (HEWs). 

2.3.3. Hea lth Education and COllllllunication 

Ethiopian people suffe r from many hea lth problems, the major ones being infectious diseases, 

whi ch emanate from poor sanitary cond itions, nutritional de fici enc ies, harmful heal th prac tices. 

e tc. These health problems are caused by [inappropriate] lifestyle, harm full health behav ior. 

attitude and practice (MoH, 2004: 2). These situati ons indicate that sufficie nt and relevant 

information, education and comm unication must be g iven high attention to bring about posi ti ve 

changes in the knowledge, att itude and behavior o f the communities. 

In fo rmation, education and communication (IEC) of hea lth [has] been given appropria te 

prominence to enhance hea lth awareness and to propagate the important concepts and pract ices 

of se lf-responsibil ity in hea lth (M<:H, 1993: 26). Hea lth education is an imp0rtant component of 

health work that enab les peo ple to have right concept ; develop pos itive a ttitude to bring about 

behavior change vo lun tar il y, and consequently to be ab le to so lve own hea lth problems by olVn 

effort (Ibid: 7). 

Hea lth commu nication aims to improve health outcomes by sharing hea lth -re lated in lormat ion. 

The Centres fo r Disease Con tro l and Prevention (CDC), 2000 and U.S departmen t of hea lth and 
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hUlllan serviccs. 2005 cil ed in Schiavo (2007: 5) dcfinc hcal lh communiciltion as ·' Ihe siUdy and 

usc 01· communicat ion strutcgies 10 inform and influence ind ividual and commu nilY dcc isions 

thai cnhance heallh." 

2.3.3.1. Principles of Health Edu ca tion and Communication 

In designi ng and implementing communication strategies and behavior change in tervent ions. it is 

ad visable to look inlo and apply certain principles, to enhance the effect iveness of 

comm unication intervention (MoH, 2004: 14): 

.:. Health education is not a onetime affair: It is a conti nuing process based on planned 

and organized act ivities (MoH, 2004: II ). Heath communication is long term process that 

begins and ends with the audience's desires and needs. In health communication, the 

audience is not merely a target --- but an acti ve participant in the process of analyzing the 

health issues and find ing cul turally appropriate and cost effect ive solution (Schiavo, 

2007: 8) . 

• :. Audience segmentation: It sign ifies the need to focus health communication messages 

for specific target groups; health communication could be designed in a way that it is 

understood by the target populat ion and contri butes to the intended changes in behavior 

at individual , group or community leve l. Audience segmentation signifies identifying and 

defining the primary as well as the secondary aud ience for a specific health message . 

• :. iVlulti- strategy and mUltiple methods: An effecti ve communication in terven ti on 

programme uses different strateg ies that increase parti cipation, co llaborat ion and 

entertaining education. There arc no readymade strategies and methods that could be 

effecti vely applied universa ll y to achieve the goal of behavio ral change . . 

Strategies and methods need to be des igned and deve loped in a way that could easily address 

the needs and requirements of specific localities . 

• :. Technology and reseal"ch evidence-base: Health comm unicat ion uses technologies 

depending on the task requirement and audience analys is. It is important to know 
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wh ich tech nologies are appropriate, available and accessible lor a speci lic targel 

groups . 

• :. Participation and empowerment: Em powermen t is enabling indi viduals or gro ups 

to make informed dec isions and informed choice of behav iors. Individuals or 

community parti cipation is not on ly necessary for programme accomplishments, but 

are al so means of creat ing partnership and co ll ective responsibi lity. Empowering 

people, both women and men wou ld facilitate partnerships in health communication 

interventions (MoH, 2004; 14- 16) . 

• :. Situation analysis: Health communication success is based on a true understanding 

not only of the intended aud iences but also of the situational environment. Si tuation 

analysis involves analysis of individual, social, political, and behavior related fac tors 

that affect attitudes, behaviors, social norms, and policies about health issue. key 

aud iences ' characteristic s, demographics, needs, va lues, att itudes, and behavior (Ibid: 

.:. Health education programme should be prepared and delivered in such a way to be 

informative, recreating, and attractive (Ibid: 12). 

2.3.3.2. Objectives and Indicators for Progress of Health Education and 

COIllIllU n ica tio n 

Objectives 

Health education has been undertaken to enhance the achievements of the following objectives: 

.:. Provide correct and ri ght health information and develop skill s to take info rmed decision 

.:. Enable the community to assess the situation, identify and prioriti ze hea lth problems 

.:. Create Community dialogue, gu ide, motivate, encourage and mobilize Communities for 

health act ions 
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.:. Enhance sect o ra l co llaboration and coord in ;ltion among gove rnmen t sec tors and o ther 

st"kcho lders 

.:. Di sseminate and ex plain releva nt hea lth and hea lth re la ted issues to the pub li c and a ll 

concerned sec tors (Mol-I. 2005: 4 7) . 

• :. Create a receptive and favorab le environment In whi ch informat ion can be sha red, 

understood, absorbed, and discussed by the program me ' s intended aud iences (Sch iavo, 2007 : 

8) . 

• :. Inform and educate the community and concerned influentia l persons for implementi ng 

the government po licies and guidelines 

.:. To enable the peop le to find so lutions for their own health prob lems, encourage people to 

discuss open ly and frankl y, advise the people to utili ze fu lly the available health se rvices (MoH, 

2004: 9-10). 

Indicators for progress 

.:. Pattern of change 111 knowledge, attitude FInd hehavior of the community members 

(f-li V/A IDS, TB, Ma laria, fam il y planning, e tc use) 

.:. Participation! involvement of the community in the hea lth ex tension package 

Total number of the community members who were exposed to health information 

and educati on programme 

.:. Number of seminars /workshops organized/ to community leaders, other sec tors, women 

and yo uth groups, school communi ty (Mol-I, 2005 : 47). 

2.3.3.3. Health Education Communication Methods 

Communication methods are methods in which we exchange ideas, fee ling and informatio n. 

T here fore. it is essenti al for the success of communicating hea lt h education messages. The way 

messages are communicated should be well chosen. Us ing more than one communication 
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method is more acceptable by the aud iencc. Ii wi ll be mCJre acceptable if the mcssages arc 

commu nicated considering the audience's levcl of ed ucation, culture. tradi tion. ecollomic Icvel. 

audience's age, sex, ethn icity and the communicat ion is two-way with eye contacts. Mc thods of 

communicating health education can be explaining, storytell ing, givi ng examples us ing pos ters. 

pictures, printed maller, elec tronic media (Rad io, TV.), songs, music drama, dialogue, fi I illS 

exhi biting during holidays, etc. The following are the major methods of commu nica tion (MoH, 

2004). 

A. Perso n to person health message communica tion 

This is the method in which the health ex tension worker communicates in person with 

community members. Person 10 person communication is usefu l in rural areas where mass media 

is not ava ilable. When person to person communication method is not included, the message will 

end up by being pass ing information without communi ty participation. Th is method of 

communication in which the heal th extension workers exchange ideas and informat ion Ivith the 

community and individual about health development programmes is preferab le. The advantage 

of this method is that it enables the health ex tension worker visit house to house. vill ages, 

sani tation fac il iti es etc to di scuss, exchange ideas and to get feedback immediately. It also 

creates opportunity to exchange ideas and fee lings, for reaching to a common step for act ion. 

This method invo lves group discuss ion in Which health extension workers communicate wi th 

two or more people and communication at a large meeting where whole kebele, vi Il age and the 

area people paJ1 icipate ((MoH, 2004). 

B. Peer learn ing method 

This a learning process in which people of similar age, sex, occupati on, li ving condi ti on, 

religion of the same are etc acquire health information , concept, att itude, exchange experience 

(ibid). 

C. Traditional methods of co mmunicating messages 

Tradit ional method of communicating messages are such as songs, poems, pri ntings on cloth etc 

are usefu l for comm unicating messages, rec reati ng and informative ways. Especiall y good fo r 
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those who cannot read or WI ;te to enable them to grasp messages that needed tv be 

clllllmuni catcd (ib id). 

2.3.3.4. Thcorcticallnnuenccs in Health Communication 

Health communication is influenced by different di sc iplines and' theoreti ca l approaches some of 

the most imp0l1ant theories can be divided into behavioral and soc ial sc ience theo ri es, mass 

communications theories, marketing and social market ing and other theoretical influences, 

including medical models, soc iology and anthropology. For this research purpose, the 

researcher likes di scussing behavioral and social science theories. 

Behavioral and social sciences theories seek to analyze and explain how change OCClIrs at the 

individual, community, or social levels. The follo wi ng are some se lected behavioral and soc ial 

sc iences theories. 

A. Diffusion of Innovation Theory 

The diffusion of innovation theory addresses how new ideas, concepts or practices can spread 

withi n a community or "society or from one society to another" (Nati ona l Cancer Institute and 

National Institutes of Health, 2002, p 226 as cited in Schiavo, 2007: 33). The theory iden titi es 

and defines fi ve subgroups on the basis of audience's characteristics and propensity to accept and 

adopt innovat ion (Beal and Rogers, 1960 as cited by Schiavo, 2007: 33): Innovators. Early 

adopters, early majority, late majority, laggards. 

The overall premise of this theory is that change occurs over time and is dependent on the 

following stages: awareness, knowledge and interest, decision, trial implementation , 

cOI] firmation or rej ection of the behaviour. 

II also observes lhal innovators usually decide much faste r than any other subgroup on whether 

to adopt new behaviors and social practices (Beal and Rogers, 1960 cited in Schiavo, 2007: 34). 
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Innuliaturs 

Earlyadnnt'Pro 

Ear ly M 

0.55 

Late Majori 2.34 

Laggards 4.65 

Length of the innovation - deci sion making period (in yea rs) 

Figure 2.1: Attributes of the audience 

Source: Schiavo, 2007: 34 

The major contribution of the theory is its early audience segmentation mode l, which supports 

the importance of looking at intended audiences as a complex puzzle of di fferent sub-groups, 

stages and needs that should be considered in developing communication messages and 

activities. The individual stage model provides a perspective on the time and the externa l 

condit ions that are needed to achieve behavioral or socia l change. 

A. Health Belief Model 

Th" Health Belief Moclel (HBM) Stretcher aild Rosen stock, 1997; Janz and Becker. 1984 cited 

in Schi avo (2007: 37) was originally intended to explain why people did not participate in 

programmes that could help them diagnose or prevent diseases. The major assumption of thi s 

model is that in order to engage in healthy behaviors, intended audiences need to be aware of 
, 

their ri sk for severe or li te threatening diseases and perceive that the benetits of behavior change 

outweigh potentia l barri ers or other negative aspects of recommended actio n. 

HEM has the following key components: 

.:. Perceived susceptibili ty: The individual' s percept ion on whether he/she IS at ri sk for 

contracting a spec ific illness or health problem 
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.:. Perceived severity : The subjective fee li ng on whet her the spec ific illncss or health problems 

can be scvc re (ror example. permanently impai r phys ica l or mcntal funct ions) or life 

threatening and therefo re worthy of one's attention 

.:. Perceived . benefits: The individual's perceptions o f the advantages o f adop ting recomme nded 

act ions that wo uld even tuall y reduce the ri sk for di sease severity, morbidity, and mortality 

.:. Perceived barriers: The individual 's perceptions of the costs of and obstacles to adopting 

recommended actions( includes economic costs as we ll as other kinds of li fe style sacrifices) 

.:. Cues to action : Public or social events that can signal the importance of tak ing acti on (for 

example, neighbor who is diagnosed with the same disease or a mass media campaign) 

.:. Self- efficacy: The ind ividual's confidence in hi s or her ability to perform and sustain the 

recom mended behavior with littl e or no help from others (Schiavo, 2007: 38). The overall 

premise of the HBM is that knowledge will bring change. Knowledge is brought to target 

audiences through an educat ional approach that primarily foc uses on messages, channels, and 

spokes people (Andereasen, 200: 1995 cited in Schiavo, 2007 : 38). The major contribution of 

the HBM to the health Conununication field is its emphasis on the importance of knowledge, a 

necessary bu t not suffi cient step to change. 

2.4. Health Extension Programme Implementation Strategy 

As a major nationwide health Programme, HEP requires substanti al investment 111 human 

resources, hea lth infrastructure, and provision of eq uipment, supplies and commoditi es, as we ll 

as other operating costs . 

L Human Resources 

Candidate of HEWs must be women aged 18 years or older with at least 10th grade education . 

HEWs will be selected from the communities in wh ich they res ide in order to ensure acceptance 

by community members. Selection comm ittees are compri sed o f number nominated by the local 

community, representati ves from the woreda hea lth offi ce. woreda capac ity building o rJi ce and 

woreua educa ti on office. Following selection, the HEW completes a one- year course of training 
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whi ch includes coursework as wel l as fi e ld wor k to gai n practi ca l expericnce (Mo ll. 2007 : 9). 

I fea lth Extension rev iew by Argaw (2007: 12) showed that HEWs be ing fe males. they could 

make a good role model for fe ma le chi ldren li ving in rura l commun iti es. Started ,:, 2002/03: the 

plan was to train and dep loy 30,000 HWEs and ass ign them in 15,000 kebeles by the end 01'2000 

E.C/ 2007/08) (Argaw, 2007: II). 

Assessment of 1-IEWs tra in ing showed that the se lection process was dom inated by th e Technica l 

and vocational Education (TYE) sector with minim um involvement of the health sector, most 

tra inees were selected from wo reda towns (not rul al kebe les) and this could have a distortion 

effect in the future deve lopment of the HEP, the programme seems to have attracted trai nees 

with much lower grades compared, for example, to those in the regul ar TYE programmes. 

Moreover, the teaching learn ing process suffe rs from the lack of tex t books, reference material s, 

inadequate practica l demonstration facil it ies and a compromised apprenticeship programme wit h 

inadequate operational budget. Again, HEWs are bound to lack in a number of skills (htt p:// 

enhde.ei .co lumbia. ed ulfi les/ . 

II. Construction of Health Posts 

The operationa l cen tre of the HEP is the hea lth post, which functions under the supervision of 

the woreda health o ftl ce, kebe le adm inistrat ion, with technical support from the nn rcst Hea lth 

centre. Health posts are located at kebele level to serve a population of 5000 People (MoH, 2007: 

10). 

Health posts (HPs) wi ll iocus mainly on preventive and promot ive aspec ts of heJ th care i. e. 

promotion of healthfu l li ving and healthy environment; prevention of maj or infectious diseases 

amI epidemics; mobili zicg and empowering the community in health cen tres. Health centres 

(HCs) wi ll foc us o n the provision of first line curative health ca re and technicall y support the 

HPs in their catchments a rea. Selected HCS wi ll also provide emergency s urgery se rvi ce. 

Hospi tal s wi ll serve as the secondary and tertiary referral care centres to prov ide a wide range of 

services including surgery (distric t), speciali sts services (zona l hospita ls) and sub specialists 

services (spec ialized hospitals they will a lso se rve as hi gher tra ining institutions for different 

catego ries of health works (MoH. 2005 : 42). 
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Assessment of Working Cond itions of the First Batch of Hea lth Extcns ion Workcrs that 

cond ucted by Ccntre fo r Na tional Ilealth Devclopment in Eth iopia at country level demonstrated 

that health posts were very far from admini stration supervisory bod ies: Distance of health post 

(HP) kebeles visited va ri ed from I hour to seven hours on loot from the woreda capital and 

there fore from the woreda health offices. Many HPs are accessible at least by dry weather roads 

wh ile a num ber are onl y access ible on foot. Fo rty eight pe rcent of the I-IPs were more than 10 km 

distance from the neares t HCI clin ic . In the context of poor transpoltation and communication 

systems, di stance could have an important impact on logistic, monitoring supervision, referral 

and overall moti vation of the HEW http://cnhde.e i.colulll bia.edu/ tiles/, Accessed on 12 

December 2009). 

III. Procurement of Contraceptives, Medicine and S upplies 

Health posts must be adequately provided with eq uipment material s and supplies requi red to 

del iver the different packages of essential services to the community. Medicines and supplies are 

procured and di stributed to the health posts by the feeleral ministry of health, regional health 

bureaus and woreda health offices. Supplies are provided by health cen tres or woreda hea lth 

offices to the heath posts (MoH, 207: 10). 

Assessment of health extension condi tions conducted by the Earth lnstitute at Columbia 

Uni versity national level shows that supplies situat ion seems erratic . Few HPs have no supp lies 

at all. Where there are supplies: some major items drugs may be miss ing such as contrace pti ves, 

oral dehydration salt (ORS), anti- malaria, CoA rtem in particular. Avai lab le drug may not be 

used by HEW because HEW do not feel competent to us·: them or are not allowed access to the 

drugs where there are senior health workers in the HP. Ccontinuous avai labi li ty of basic supplies, 

drugs and vacci ne in particular, is defi ni ng crite riun for the effectiveness, efficiency, 

acceptability and overall sustainability of health services ex tension programme 

(http://cnhde.ei.columbia.eciui fi les/, Accessed on 12 December 2009 . 

. IV. Monitoring anel Evaluation 

Monito ring and evaluation are integral and important components of the HEP and contai n bo th 

technical and managerial purposes. Mon itoring is the process of regu larl y rev lemng 
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achieveme nts and [lrogrcss towards the goal. In thi s con tex t, monitoring IS the process o f 

measuring, ana lyz ing, and communica ting informati on on th e implementation of HE!' l'or 

e ffect ive decision maki ng at a ll levc ls. This helps to corrcc t and improve the future planni ng 

process. 

Monitoring and eva luation have to be built in to the programme li'om the ou tset as an integra l 

parl of planning process. Monitoring and eval uation requires hea lth managc ment info rmation 

system to measure aga inst o bjectives ind icato rs and targets. The HEWs collect informa tion with 

standardi zed reponing forma ts. The HEWs must keep accurate and time ly reco rds of their 

ac ti vities (MoH, 2007: 15- 16) . 

S upportive Supervision 

Supervision enhances to correct any constraints encountered in the implementa tion of the health 

service ex tension progra mme. Effective supervis ion req uires team of expe rts with an appropriate 

ski ll mi x. continuity amo ng team members and strong manage ment skill s. 

To cnsure best quality of health service ex tension package programme, an ongoing in- service 

tra ining, continuing education, regu lar supportive supervision; good suppli es of material s are 

essentia l elements that are required. Supervision programmes shall be planned, schedul ed. 

budgeted and cond ucted regul arly. 

The supervisory teams, whose members shall be drawn from several serv ices un;ts or 

professional experti se shall be designated from various o rganisation and ad ministrati ve lev"! ls, in 

s uch a way that it is poss ible to see to the programme planning, implementation, moni toring le­

voca ti on and fomentati on of the health service ex tension prog ramme(Mo H, 2005: 12). 

The steps for the wo rk of HEWs [are] de fined and starts by col lec tion and documentation of 

basic data on the kebele. Besides address ing the whole publ ic, the HEWs are expec ted to se lect 

model households and work with them. These are fam ilies cons idered to be in novati ve, and 

ready to change and in iluence community members. 
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The o th er fun ction of th e II EW is community package. Thi s is regarding to th c orga ni sati on of 

comm unity fo r j o int plans. and j o int interve nt ions related heal th such as cnvironmelllal and water 

proj ec ts, drainage of swampy areas e tc. The HEW uses all the ava ila ble opportunity to educate 

and mobili ze the community in thi s aspec t. The HEW also mobili zes and uses ot her volunteers 

including Trad itional Birth Attendant (TBA) and Community Hea lth Agent (C HA) to deli ve r 

messages and to implement interventions. A lso they are expected to tra in such volunteers and 

use them as assistants a nd promoters of hea lth issues (A rgaw, 2007: 9-1 0). 

HEWs are required to spend seventy fi ve percent of their time conducting outreach ac tivit ies by 

going from house to house. During these visi ts. HEWs are expected to teach them by example 

(e.g. by helping mothers care for newborns, cook nutrition meals, construction of la trines and 

di sposal of pits) (MoH, 2007: 12). 

Conclus ion 

In thi s literature review part o f thi s thesis, all poss ible relevant materia ls have been consulted so 

that the researcher has better understandi ng o f the issues under study. To thi s end, in thi s sec ti on. 

an ove rview of health po licy and health sector development programme of Ethiopia was made. 

Moreover. the theoreti ca l foundati ons of hea lth ex tension programme and its components have 

been deali with. Finally, health ex tension programme implemen'tation srrategies such as human 

resource development , health post construction , monitoring and eva luation . supporti ve 

supervision, etc have been thoroughl y discussed. 
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Chapter Three 

3. Data Discussion on the Performance of Health Extension Programme 

Chapter two briefed us with the theo retical aspects of the subject under study. In thi s chapter, 

background of responuents i. e. 'households, interv iewees and HEWs havc been presented. Again, 

the responses of househo lds and HEWs on the issues raised have been di sc ussed separately based 

on response categories establi shed by the researcher. In other words, field surveys have been 

presented in brie f. 

3.1. Description of Study Areas 

3.1.1. Drscriptioll of Weliso Woreda 

Weliso is one of the twelve woredas found in the south- west shoa zone. It is located at south 

west di rection from Addis A baba at the distance of 114 km on the way to Jimma or Wolkite. The 

woreda bordered by Bacho and Saden Soddo in the east, Wanchi and Amaya woredas in the 

west, Dawo and Dandi woredas in the north and Goro and Southern Nation and Nationaliti es in 

south ( Wel iso Information & Public Relations Office, WIPRO, 20 I 0 ). 

The woreda go t the name ' Wel iso' during the reign of Zewiditu in 1923 E.C from the leader 

called Aba Gada We li so Liban of that locality. 

The woreda has suiTable weather conditions for living and for the culti vati on of variety of crops. 

Its dominant weather cond ition is ' Woyina Dega ' which constitutes 91.7 percent while the 

remaining 8.3 percent is characterized by ' Dega ' weather condition. It is found at the elevation 

ur 2800111 above the sea leve l. It gets an average of 270c temperature and 1600 ml11 rainfall 

ann ually. 

The Weliso people like any other Oromo society had been governed by the 'Geda System' and 

still there is such pract ice on some parts of the woreda. The peop le of the 1V0reda are followers 

of different reli g ions . It is esti mated that the number of Christian religion followers is 78.5 

percent, Muslim is 2 1 percent and the remaining 0.5 percent is ' Wakefata ' . 

Admin istrative ly the woreda is divided into thirty seven (37) rural kebe les and one ( I) tOIVn 

ad ministration . Acco rding to survey conducted by Weliso health office, the size o f the total 
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population was 153,578 in 2001 E.C out of which Oromo society takes the overwhe1ming 

proportion - 95.8 percent followed by Gurage which is 3.6 percent while Amhara and other 

nationalities make up 0.5 percent and 0.1 percent respectively. 

Concerning languages spoken in the locality, Afan oromo, Guragigna, Amharic and other 

languages are widely spoken being Afan Oromo is the working and education language 

(WIPRO,201O) 

Figure 3.2a: Map of Weliso woreda 

Source: WIPRO 

,. 
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3.1.2. Description of Goro Woreda 

Goro is one of the twelve woredas found in the south- west shoa zone. It is located at south west 

direction from Addis Ababa at the distance of 135 km on the way to Jimma or Wolkite. The 

woreda bordered by Wonchl wereda in the north-west, Amaya woreda in the west, Weliso 

woreda in the north and Southern Nation and Nationalities in south (Goro Information & Public 

Relations Office, GIPRO, 2010). 

The woreda has suitable weather conditions for living and for the cultivation of variety of crops. 

Its dominant weather condition is 'Bereha' whlch constitutes 85 percent while the remaining 15 

percent is characterized by 'Weyina Dega' weather condition. It is found at the elevation of950-

1500m above the sea level. It gets an average of 1160 mm rainfall annually. 

Source: GIPRO 

Goro wereda consist of variety of nation and nationalities i.e. Oromo, Gurage, Qabena, Gumuz 

and Amhara nationalities reside at the woreda in harmony. Among these compositions Oromo 

41 



soc iety mak e up 95 pe rcent and above. In the same vei n, different languages spoken in the area 

being Afan Oromo is the working and educat ion language. With regard to religion, whi le the 

majority of peop le at the woreda are followers of Mus lim there arc al so followers of Orthodox 

and protestant rel ig ions (GIPRO, 20 I 0). 

Admin istrat ive ly the woreda is di vided into nineteen (19) rura l kebeles ane/ two (2) towns 

ae/ mini stration. According to survey cone/ucted by Goro health office, the size of the to tal 

population was 59, 13 1 in 200 I E.C out of which Oromo soc iety takes the overwhelming 

proportion - 95.8 percent (Goro woreda hea lth office, 2001). 

3,2, Background of C li ents and HEWs respondents 

Looking at the characteristics of respondents would help the reae/ers apprec iate the composition 

of the respondents. Thus, sex , religion, education status, ethnic groups ane/ mari tal status are the 

basic features considered in thi s stue/y. Thi s back grounding infonllation about the informants is 

a good indicator of the picture of the rea lity on the ground. Particularly, the education status of 

respondents is one of the strong determinants of the successful implementation of Health 

education programme. The educational leve l of employee sample populations would manifest 

whether there are qualifi ed personnel in the secto r or not The educat ion level attended by cli ent 

respondents also affec ts the e/egree of acceptance of the programmes/ packag·zs . Clients' re i ig ion 

is also seemed an important facto r influencing the success of fam il y planning package. 

Therefore, the backgroune/ of client respondents is presented follo wed by employee sample 

populations for each woree/a as follows: 
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Table 3. 1: Sex, religion, ethnic g roup and educational level of client respondents of Coro 

woreda 

Category Frequcncy % 

Sex Male 35 46.67 

Female 40 53.33 

Orthodox 14 18.67 

Mus lim 58 77.33 
Religion 

Protestant 
, 

4 J 

Other 0 0 

, 
0-5 62 82.67 

Ed ucational 
6-8 10 13.33 

Level 

9-12 
, 

4 J 

Source: Own survey (primary data 200911 0) 

Whe n we closely see the ditTerent characteristic features of Goro ' s respondents, as illustrated in 

Table 3. 1, among the households replied, around 46.67 percent were husband respondents while 

roughly 53.33 percent of informants were wife respondents. With respect to their religion , nearl y 

18.67 percen t of households approached belonges to Orthodox religion, about 77.33 percent 

we re Muslims whe reas 4 percent were from Protestant reli gion. 

The educationa l achievements of the respondents were not high. Abou t 82.67 percent of 

responde nts attended 0 - 5 grade levels, around 13.33 percent of them have ac hieved 6 - 8 grade 

levels whereas onl y 4 percent of informants have achieved grade 9 to 12. Sample respondents 

belonged to var ious et hni c catego ries. 
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Tahle 3.2: Sex, relig ion , ethnic gro up and educational Icvcl of client respondents 

of ,Vcliso worcda. 

Catego ry Frequency % 

Sex Male 27 36 

F~male 48 64 

Orthodox 51 68 

!vluslim 8 10.67 

Religion 

Protestant 16 2 1.33 

Other 0 0 

0-5 58 77.33 

Educational 
6-8 II 14.678 

Leve l 

9-12 6 8 

- -

Source: Own survey (primary data 200911 0) 

At Weliso district, as put in the above Table 3.2, nearl y 36 percent of sample households who 

filled the questionnaire were males i.e. husbands whereas about 64 percent of them were 

females! wives. Regarding respondents ' religion, majority of sample respondent s we re followers 

of Orthodox religion (68 percent), 10.67 percents of informants were among Muslim households 

whereas Protestant respondents constituted 21.33 percent. 

Concerning the education variable, the larger proportion of respondents i.e. rough ly 77.33 

percent have attended the class level from 0 to 5 grades, app rox imately, 14.67 percent or 
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respondcnts have achieved the educational leve l of 6 to 8 gradcs whi lc onl y 8 pcrccnt or sample 

populat ions ha ve attended grade 9 to 12 leve ls. 

Table 3.3: Sex, religion and educational leve l of s taff respondents of Coro woreda 

Category Frequency % 

Sex Male 0 0 

Female 12 100 

Orthodox 
, y J -) 

Musl im 6 50 

Religion 

Protestant 
, 7' J -) 

Other 0 0 

10+' 12 100 

Educa tional 
10+2 0 0 

Leve l Degree 0 0 

Source : Own survey (primary data 20091 I 0) 

As portrayed in the above Table 3.3, there are no male hea lth ex tension workers in health sector. 

As a result, 100 percent o f employee samples considered were feminine. Among the samples that 

fill ed the questionnaire, 25 percent were followers of Orthodox reli gion. 50 percent we re among 

Mus lim communities and 25 percent belonged to Protestant re ligion. Aeross the respondents, 

there is similar educational achievement attended i.e. 100 percent of respondents expressed their 

hi ghest educa tional ac hievement was certifi cate ( 10+ I). 
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Tahle 3.4: Sex, religion and educational level uf stafr respondents of 'Ycliso woreda 

Category Frcqucncy % 

Sex Male 0 0 

Female 12 100 

Orthodox 6 
50 

Muslim 0 
Religion 0 

Protestant 6 
50 

Other 0 

0 

10+' 12 100 

Educat ional 
10+2 0 0 

Level Degree 0 0 

Source: Own survey (primary data 20091 10) 

The characr.eri stics of Weliso ' s respondents are presented in the above Table 3.4. Accord ingly, 

by same analogy there were no male employee respondents. Therefore, 100 percent of em ployee 

informants were females . As far as their religion cons idered , Orthodox and Protestant religions 

were dominant ones. That means 50 percent of sample employees were followers of Orthodox 

reli gion whereas the remain ing 50 percent were Protestants. As that of Goro case, all (100 

percent) respondents were certificate holders (10+ 1
). 

3.3. Background of interviewees 

Intervi ew was conducted to capture data that could not poss ible to obtai n through ques tionnaire 

and observations. As a result , individuals who were supposed to have close con tact with HEP in 
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the study areas were indentified and interviewed. Consequently, health office leaders of both 

woredas were included. Again, one supervisor from Goro woreda and four supervisors from 

Weliso woreda were incorporated in the interview. Since interview was employed to supplement 

other data collection instruments used, no separate analysis has been made for it. 

• Households 

• HEWs 

• Supervisor 

• Health offi ce 
administrator 

Figure 3.1: Composition of respondents 

Source: Own computation 

3.4. Discussion of clients' response on the achievements and chaUenges of HEP 

Table 3.5: Client responses concerning clearance of mosquitoes breeding areas 

Goro Weliso 
SA A OA SO SA A OA 

no % no % no % no % no % no % no % no 

r- r<l r<l 

r<l '<t N ~ '0 00 '<t r<] r<l '<t ~ r<] 0 0 00 '0 N V"l 
00 V"l 00 

SA- strongly agree A- agree OA= dIsagree SO= strongly dIsagree 

Source: Own survey (Primary data) 2009/10 

SO 
% 

r-
'0 
0 -

As depicted in the above Table 3.5, about 86.67 percent responded positively. They either 

strongly agree or agree while only the cumulative percent of 13.33 respondents either disagree or 

strongly disagree with the clearance of mosquitoes breeding areas at Goro woreda. At Weliso 
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wornla nearly 90 percent of respondents responded saying either they strongly agree cr disagree 

where' ls 10.67 Of the total responclents responded strong ly disagree. 

Tahle .1.6: Client respondents rating on their participation in health education 

Goro Woreda We li so Woceda 

I 2 
, 

1 2 
, 

j j 

No % no % no % no % no % no % 

12 16 56 74.67 7 9.33 0 0 62 82.67 13 17.33 

I =very often 2= sometimes 3=never partIcIpated 

S01lrce: Own survey (Primary data) 200911 0 

As one observes from Table 3.6, it asks how often clients participate in health education. Twelve 

(16 %) of the clients responded that they often participated in the health educati on deli vered. 

Majority of the respondents i.e. 74.67 percent of respondents sa id they participated in health 

education sometimes. About 9.33 percent of the clients replied that they have never participated 

in health education given at Goro woreda. At the counter part of We liso woreda, there is a 

deviation that one responded that they have participated in health education very often. 

Compared to Goro clients ' response, the higher proportion of respondents repli ed i.e. about 

82.67 responded they have participated in health education sometimes at Weliso woreda whereas 

17.33 percent of clients asked responderl they have never participated in health education. 

Table 3.7: Clients' responses on the utilization of ITNs 

Goro Woreda Weliso Woreda 
SA A OA SO SA A OA SO 

no % no % no % no % no % no % no % no % 

(~ 
r-- r-- (~ 

'" 
(~ N '" '" 'D 'D 00 (~ 00 (') '" ('I (') '" '" 'D ('I 'D 00 
V) 

00 ('I ", 

SA= strongly ag ree A= agree OA= dIsagree SO= strongly dIsagree 

Source: Own~ survey (Primary data) 200911 0 
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For the question rai sed on the utili zation of IT Ns (Tab le3.'!), positive responses sum up to 88 

percent out of which 5.33 respondents sa id strongly agree and 82.67 percent of respondents agree 

tilat they have used the ITNs for the purposes intended whereas 12 percent of responden ts ei ther 

di sagree or strongly disagree on the utili zation of ITNs. This means because of different reasons, 

they have been us ing ITNs for different unintended purposes such as fetching water, carrying lire 

woods or other materia ls, etc. With respect to We li so woreda, 2.67 and 88 percent of respondents 

said that they di sagree and strongly di sagree respectively in the utili zation of ITNs whereas the 

remaining 9.33 percent of respondents disagree or strongly disagree on the appropriate use of 

IT\!s by them. 

Table 3,8: Responses of clients on whether their house is sprayed or not in this year 

Goro Woreda Weli so Woreda 

Yes No Yes No 

No % No % no % no % 

72 96 0 4 75 100 0 0 J 

SOllrce: Own survey (PrImary data) 2009/10 

Respondents were asked to tell whether their house is sprayed or not within this year. As the 

responses tabulated in the Table 3.8, there is a great similarity among the responses of the two 

woredas ' respondents. All respondents at the Weliso woreda answered that their house got 

sprayed in wi thin this year. But only 96 percent of respondents of Goro woreda responded 

positively compared to Weliso 's respondents response. Three (4 percent) respondents of the total 

sample asked repl ied that their houses have not got sprayed in last one y~ar. This variation may 

be attributable to emerging new households or those who immigrated from other localities. 
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T a hle 3.9: i{espoJl(Jents J"llting on how llIany months th ey cove r house' s wall a flcr spray in g 

,... 
(joro Woreda Weli so Worcda 

--

I 2 3 I 2 
, 
J 

No % no % No % no % no .% no % 

6 8.33 34 44.45 35 47.22 5 6.67 34 45.33 36 48 

I = ~ 3 months 2=~6 months 3= >6 months 

Source: Own survey (Primary data) 200911 0 

Respondents whose house got sprayed were asked deri va ti ve questi on i. e.in how many months 

they cover the sprayed wall with mud aft er spraying. The effec ti veness of sprayed DDT depends 

among other things is the length of period within which the sprayed ho use ge t covered with llIud 

after spray ing. As it is observed in the above Table 3.9, majority o f the respondents replied that 

they cove r their house w ith mud after sprayi ng either wi thin 3 months or within 6 months (52 .77 

percent) . The remaining 47.22 percent of respondents sa id they have got sprayed their house 

a tier 6 months after spray ing which is advisable by pro fessiona ls to improve the effect iveness of 

DDT at Goro woreda. Coming to Weli so case, about 52 percent of respondents told the 

researcher that they have got covered their house with in either 3 months or 6 months. Li ke 

Goro 's respondents, 48 percent o f Wei iso's respondents responded they have got their house 

covcred with mud after spraying within 6 months. To get bc tter the performance of DDT, the 

sprayed house shoul d be covered with mud after 6 months of spray ing. 

Table 3. 10: Respondents rating on early examination for malaria 

Goro Woreda Weli so Woreda 
SA . A DA SO SA . A DA SO 

no % No % . no % no % no % no % no · % no % 

r- r-
'" 'D r-

0 'D 0 'D 'D 

"" 0 ' 00 "" 0 ' '" on 'D V) 'D 0 0 0 ' c" "" 'D 0 0 c" "" 
SA- strongly agree A- agree DA= di sagree SD= strongly d isagree 

SOllrce: Own survey (Primary data) 200911 0 
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Sample populations were asked to answer on thei r awareness for early examination. As put in the 

Table 3.10, respondents responded to the question fa vo rabl y by say ing either strongly agree or 

agree that constitutes 93.34 percent. Con trary to th is, 6.67 percent o f sample surveyed said they 

di sagree wi th the stat ement at Goro woreda. At Weli so \Vo reda the number o f respondents who 

responded positi ve ly makes up 96 percent. Among thi s 32 percent rep lied they strongly agree 

whil e 64 percent of them se lected the choice ' agree ' at Wel iso woreda. 

Table 3.11: Respondents' knowledge as to the transmission routes of malaria 

Goro Woreda Weli so Woreda 

Yes No Yes No 

no % no % no % no % 

50 66.67 25 
...,.., ..,., 

66 88 9 12 JJ.J) 

Source: Own survey (PrImary data) 200911 0 

Respondents were surveyed to measure their knowledge on the transmission routes 0 f malaria. 

On comparative view, respondents of Weliso have better knowledge than Goro 's respondents on 

the issue of transmi ssions means of malaria. As shown in Table 3.11 , 50 (66.67 percent) 

respondents answered that they know how someone is caught by malari a. Twenty li ve (3 3.33 

percent) respondents have spoken they do not know the transmission routes of malaria at Goro 

woreda. In relative term higher proporti on of Wei iso ' s respondents responded posit ively. Sixty 

SIX (88 percent) respondents answered by saying ' Yes' for the ra ised question whil e the 

remaining 9 ( 12 percent) respondents have chosen 'No' alternative. 

Table 3.12: Respondents' knowledge of se lf prevention against malaria 

Goro Woreda Weli so Woreda 
SA A DA SD SA A DA SO 

No % no % no % no % no % no % no % no % 

r-- c" c" r--
00 

'I) 00 c" 0 0 0- ('I c" 'I) 00 'I) "<t 
0 V) r-- - "<t 'I) 00 N c" - r-- V) ('I 

SA= strongly agree A= agree DA= di sagree SD= strongly disagree 

Source: Own survey (Primary data) 200911 0 
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I'rcwntion is given pr iority in health ex tension programme and it is not exceptional in malaria 

prevention and contro l package. As depicted in the above Table 3. 12, the pos iti ve responses 

counted to 88 percent. About 10.67 percent strongly agree and 77.33 percent agree with the 

sta tement saying [ know how to prevent onese lf from being caught by malaria whil e 12 percent 

responded by choosing an alternative 'strongly disagree ' at Goro woreda. Seventy (93.33 

percent) of Weliso's respondents reacted positively. They either said strongly agree or agree with 

the statements put forward. Nearly 2.67 percent of respondents disagreed wit h the positive 

statement whi le 4 percent of respondents replied they strongly disagree. 

Table 3.13: Compllrat ive respondents ' knowledge of family planning methods in the two 

woredas 

Goro Woreda Weliso Woreda 
SA A OA SO SA A OA SO 

no % no % no % no % no % no % no % No % 

c'") r- c'") r-
0 0 0 c'") 

\0 0 0 " c'") 00 \0 
0 0 " <n c'") r- c'") \0 0 

~ \0 'n ~ 

SA= strongly agree A= agree OA= disagree SO= strongly disagree 

Source: Own survey (Primary (bta) 2009/[ (j 

As tabulated in Table 3.13, respondents of the two woredas have been rated comparati vely on 

their knowledge of contraceptives. Respondents of Gora woreda rated their knowledge on the 

contraceptive where 93.33 percent of them have se lected 'agree' choice whereas 6.67 percent of 

respondents stated they disagree with the raised statement. Unlike respondents of Goro, 5.33 

percent of respondents said they strongly agree as to their knowledge of contraceptives. The 

higher proportion of Wel iso's respondents i.e. 90.67 percent of them replied they agree. The 

remaining 4 percent of respondents told they strongly di sagree on their knowledge of 

contraceptives. 

52 



Tahle 3.14: Information sufficiency provided by H EWs concernin g fam ily plannin g 

mclhot/ s 

Goro Worcda We liso Worcda 
SA A OA SO SA A OA SO 

No % no % no % no % no % no % no o/r, no % 
,.-, 

r- r- ,.-, 

"" 
,.-, 

'" '" "" 
,.-, 

0 0 ~ '" ,~, .",. (" 00 ,.-, 
"" I '" <r) 0 '" 'n 

'" 
(" - 00 

SA= stro ngly agree A= agree OA= di sagree SO= strongly di sagree 

Source: Own survey (P rimary data) 200911 0 

Awareness creation is one of the important areas of health extens ion workers ' job. To bring 

about behavioral changes among households, provision of sufficient education or information is 

a requirement. Based on thi s fact, respondents were asked gauge the suffi ciency of informati on 

provided by HEWs. Table 3. 14 depicts the tab ulated data. Accordingly, 93.33 percent of 

respondents reac ted positively by either say ing strongly agree or agree when 6.67 percent of 

informants said e ithe r di sagree or strongly disagree in the case of Goro woreda . In the counter 

woreda, abou t 96 percent of respondents responded favorab ly to the ques ti on raised. 10.67 

percent of the in formant s said they strongly agree while 85.33 percent of the sample as ked 

rep li ed they agree the statement put forward. Respondents who sa id they strongly d isagree 

const itute 4 percent. 

Table 3.15: Ratings made on the respondents' knowledge of where they get family planning 

they want 

Goro Woreda We li so Woreda 
SA A OA SO SA A OA SO 

-
no % no % no % no % no % no % no % no % 

r- ,.., 
N '" "" " I '" "" 

,.., 
"" 0 0 - - V) r- ,.-, 

"" '" 00 00 

'" 
,.., 

0 V) - 00 

SA- strongly agree A- agree OA- di sagree SO- strongly disagree 

SOl/rce: Own survey (Pri mary data) 2009/1 0 

As presented in the above Table 3.15, in fo rmants were asked to measure thei r knolVledge as to 

where famil y plann ing/contraceptives are prov ided. Consequent to thi s purpose in mind , 
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ini(Jrlnants ' responses were rated as shown in the above Table. Among the respondcn ts o f 

Goro' s woreda. 88 percent of them ha ve known where they can ge t thc contraceptives thcy 

prclC r. Out of those fa vo rabl y rcspondcd. 16 percent strong ly agrce with the statemcnt while 72 

percent ag rced with thc quest ion put fo rwa rd. About 12 percent of respondents reacted either by 

say ing strongly d isagree or di sagree. With respect to We liso ' s respondents, the overwhelming 

majority i.e. 96 percent of respondents said they have we ll known from where they can get 

fam ily planni ng methodls thcy need. Only 4 percent of respondents repli ed that they have no 

in formation conce rning where contracepti ves are available. 

Ta ble 3. 16: Res pondents' r a tings on s ide effects of contraccptivcs 

Goro Woreda Weliso Woreda 

SA A OA SO SA A OA SO 

no % no % no % no % no % no % no % no % 

r-- r-- r-- r-- <" 

'" 
'-0 '" '-0 '" '-0 '" '-0 0 '-0 0 <" 

- '" <" '" - - - 'n <" '" -
00 00 co '-D <" 
- V) - '-0 -

SA~ strongly agree A~ agree OA~ dIsagree SO~ stro ngly dI sagree 

Source: Own survey (Primary data) 2009/ 10 

The pe rcep tions the households hold has influences on the utili zation o f contraceptives by 

ho useho lds. Households may perceive that using contracept ives adve rse ly affect their health . 

And washing such misperceptions out of households' mind is an important and challenging task 

for health ex tension workers. It is obvious that mispercept ion denotes that negati ve att itudes or 

be hr,viors would fo llow. The above Ta ble 3.1 6 a lso depicts res JJonden ts' perception as to the side 

e ffet;ts of contracept ives. Generally, about 77.34 percent respondents had the perception that 

us ing contraccpt ives has negat ive consequences on the ir hea lth. They either strongly agree or 

agree with the statements raised. Ho useholds who have positi ve perception towa rds 

con tracepti ves make up 22.67 percent either by saying d isagree or strongly di sagree at Goro 

woreda. At Weli so di stri ct, it seemed mispe rcepti on has spread more . Out of sample asked, about 

82. 67 percent have the be lie fs that modern contracepti ves have impact on health. From th is 

percent. 16 percent strongly agreed that contraceptives have s ide e ffects whil e 66.67 percent 

ha\'C agreed that taking contraceptives would harm hea lt h. The remain ing 17.33 pe rcent o f 
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iniorman ts ei,hc r di sagreed or st rongly disagreed with thc state mcnt c(l ntracep tivcs have s ide 

c ffec ts on heal th. 

Table 3.17: C lients' responses rating on whether he/she has used modern contraceptives 

Goro Woreda We li so Woreda 

Yes No Yes No 

no % no % no % no % 

40 53.33 35 46.67 52 69.33 23 30.67 

Source: O wn survey (Primary data) 2009/ 10 

One of im portant indicators of progress in famil y planning services is the num ber of households 

who become the users of fami ly planning programme. Therefore, Table 3. 17 measures thi s 

indicator of progress. As the data co llected showed, 40 (53 .33 percent) respondents said that they 

have utilised any of fa mily plann ing method whi le 35 (46. 67 percent) informan ts sa id that they 

have not ever used fam ily planning services at Goro district. When we look at the data ga thered 

from Weli so 1V0reda, 52 (69.33 percent) respondents have had the experience of uSing 

contraceptives while 23 (30.67 percent) households have not ever used contraceptives. 

Table 3.18: C lients ' responses rating on whether he/s he is currently using modern 

contraceptive 

Goro Woreda Weli so Woreda 

Yes No Yes No 

-
no % no % no % no % 

36 90 4 10 46 88.46 6 11 .54 

Source: Own survey (Primary data) 200911 0 

Here respondents who sa id ' yes ' in Table 3. 17, were asked add itional question to check whether 

th ey are using contracept ives at present. Data tabulated in the Table 3.1 8, presented that 36 (90 

percent ) households were tak ing fa mil y plan ning services and on ly 4 (10 percent) households 

were not us ing famil y planning serv ices at the time o f data co llec ti on at Goro worcela. By the: 
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samc token. abou t 46 (88.46 percent) households wcre utili zing fCII11i ly planning method/s wh ile 

6 ( 11 .54 percent ) respondcn ts we re not attenciing family pl an ning se rvices prov icied at the time 

of thi s cl<tw co llec tion at Wel iso worcda. 

Table 3. 19: Respondents rating on reasons for not using modern contraceptive 

Goro Woreda We liso Woreda 

I 2 , 
4 5 6 1 2 3 4 5 6 J 

0 ~ g bo 0 
~ 

0 f- ~ ~ 
0 f- 0 ~ 

0 f- 0 ;:? 0 ~ § f. 0 ~ c c c c c c c 0 c c 

0' '" N '" t- o- '" r-- - '" 00 - 00 0 0 
'-D 'n t- - 'n t- '" 0 '-D '" - '" '-D - '" - '" 00 c C '-D - - '-D '-D 0' '" - 0 0 c c 0 0 

1 =1 do not know the use of contraceplive 2=contraceptlve has major Side effects 3=my reli gIO n 
does not al low 4= it is not ava ilable 5=it is very expensive 6= other reason 

Source: Own survey (Primary data) 2009/ 10 

Anyone can understand from Table 3. 17 the number of househo lds who have not ever used 

contraceptives is not underestimated at both woredas. Question was posed to know the possible 

reasons of not using fam ily planning contracepti ves. As it is depicted in Tab le 3. 19, 45.7 1 

percent respondents of Goro woreda uttered that they have not uscd modern contraceptives for 

the reason that they have no information! knowledge as to the importance of fa mily planning 

methods. About 17.14 percent of respondents replied they have not utilised contraceptives 

because they perceived contracepti ves have adverse consequences on health. Those who do not 

use due to the ir religion are counted to 11.42 percent whi le 8.57 percent of respondents said they 

have not ever used family planning method/s because they cou ld not get the methods they prefer 

at hea lth posts. The remaining 6 (17.14 percent) respondents stated that they have not able to use 

modern contraceptive for various reasons such as they did not need to use it for no reason. 

When it is looked at the counter di strict, Weliso distri ct, househo lds who have not used 

contracepti ves because of lack of knowledge of family planning methods is larger than Goro' s 

respondents. It constituted 60.87 percent who did not have the experience of using family 

planning method for they had no/ little information on the advantage of fam ily planning services. 

The beliefs that using cont racepti ves bring complicated health problems have been not iced 
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more a t Wc li so d istri c t. Abou t 26.09 percent of respondcnts have not uscd con traceptives lor 

they perceived lamily planning Illethod has adverse conseq ucnces on the ir we ll being. Those 

who did no t use tami ly planning mcthod/s because thei r relig ion prevents them frolll doi ng so 

amou nted to 13.04 percent. 

Table 3.20: Respondents' responses on for ",:hat pur'poses they usc contraceptives 

Goro Woreda Weli so Worecla 

I 2 I 2 

no % no % no % no % 

36 100 0 0 44 95.65 2 4.35 

.. 
1= spaclllg 2= Iimltlllg 

Source: Own survey (Primary c1ata) 200911 0 

Respondents who have been using contracept ive methods were requested to te ll fo r " 'hat 

purposes th ey are yo u using con tracep ti ves . Acco rdingly Table 3.20 attem pts to sho\\' the same 

information in both woredas. In Goro worecla, all households who have been using 

contraceptives told they are usi ng the fa mily planning means for the purpose of w idening the gap 

be tween births giving periods. At Weliso distri ct, m ixes of purposes have been put fonyard. Like 

that of Go ro, larger proportion of respondents, 95.65 percent talked they have b'cen using 

contraceptives for spacing among children to be born. Though the nUlllbers is smal l i. e. 4.35 

pe rcent of respondent s to ld the resea rcher they have been using contracept ives for permanentl y 

stopping giving birth to child. 

Table 3.21: Clients' responses on sufficiency of malaria prevention and controlillcasllrcs 

Goro Woreda Weliso Woreda 

Yes No Yes No 

no % no % no % no % 

46 6133 29 38.67 52 69.33 ?' _J 30.67 

Source: Own su rvey (Primary data) 2009/ 10 
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As to the sufficiency of" malaria prevent ion and con tro l sc rvices, informants wcre requcsted to 

nil<.: the: same. Services in the area o f" malaria prevcn ti on and control may mcasured in tcrills of" 

ed ucat ion deli vered. ITNs di stributed. DDT spraycd. e tc. Depcnding on these cri ter ia. 

responden ts attempted to gauge the ava il ability of se rvices in these areas. As portrayed in th e 

above Ta ble 3.2 1 ~ at Goro woreda, 46 (61.33 percent) households responded that services be ing 

g ive n in the malaria prevention and control were sufficient wh il e 29 (38.67 percent) households 

argued se rvices bei ng de li vered had fa ll en short of thei r needs or expectat ions in many ways. fn 

the case of We li so di stri ct, among households who ti lled the questi onnai re, 52 (69.33 percent ) 

respondents responded positi ve ly that services being deli vered were able to meet their needs 

\\cll. Around 23(30.67 percent) respondents have expressed the ir di ssati sfaction with services 

provided in the area of malaria prevention and control effo rts. 

Table 3.22: Clients' opinion towards HEWs being only females 

Goro Woreda Wel iso Woreda 

Yes No Yes No 

no % no % no % no % 

19 ? - ..,.., 
_).JJ 56 74.67 IS 20 60 SO 

Source: Own survey (Primary data) 200911 0 

Gove rnment has rec ruited on ly female health extension wo ,..ke rs for the implementat ion of hea lth 

ex tens ion programme for the reason that programme has primarily targeted mothers and 

': hildren. Respo ndents' opinions were surveyed to identily if there is any problem assoc iated 

wit h HEWs being female. Consequent to this, 19 (25.33 percent) of respondents agreed that 

there were. chall enges in the implementation of the packages fo r HEWs being females whi le 

56(74.67 percent) of the total sample surveyed sa id they had not experienced any constraint lo r 

I-I EWs being femal e at Goro wo reda. At the counter woreda, 15 (20 percent) of households asked 

cla imed HWEs being females had its own limitations in the implementation of the packages 

while 60 ( 80 percent) respondents replied they have not noticed any prob lems for hea lth 

ex tension workers bei ng females. These respondents' responses have been tabul ated in the abo ve 

Table 3.22. 
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Tahle 3.23: C lients' responses on residence place of IIE\oVs 

Go ro Wo rcc/a We li so Wo rcc/a 

I 2 
, 

I 2 3 J 

no % no % no .% no % no % no % 

8 10.67 58 77.33 9 12 32 42.67 36 48 7 9.33 

, 
I ·Inthc \\urkmg kcbck :2- ln the town J - I do no t know 

Source: Own survey (P rimary data) 200911 0 

Government intended to make primary hea lth service de li very near to where households are 

li ving. For this intention to be rea li zed, health service providers namely hea lth ex tension workers 

shou ld reside in the kebele they are work ing. The above Table 23 shows us respondents' 

responses on the res idence place of HEWs. Only 10.67 percent of househo lds said hea lth 

extension workers li ve the kebe le they are working whi le the overwhelming portion of 

households repl ied HEWs come from the nearby town to render services. In fi gure nearl y 77.33 

percent of informants to ld hea lth extens ion workers make their residence place at woreda's town 

or any other town. Other respondents that can be counted to 12 percent had no information as to 

the residence place of HEWs at Goro \Voreda. At Weli so woreda relative ly as fi gure in Table 

3.23 showed 42.67 pe rcent of respondents answered HEWs li ve in the same kebe le they are 

wo rking. Thi rty six (48 pe rcent) of informants reported that primary hea lth servi ce prov iders li ve 

at town. The rema in ing 9.33 percent of respondents had no know ledge of where hea lth service 

prov iders res ide. 

Table 3.24: Accessibility of HEWs to the community 

Goro Woreda Wel iso Woreda 

Yes No Yes No 

no % no % no % no % 

40 53.33 35 46.67 50 66.67 25 
""l""l ..... .., 

JJ .JJ 

Source: Own survey (PrImary data) 2009110 
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It is assumed that health exte nsion workers are expectecl to spencl 75 perecnt of their working 

tirne go ing home to home to provide services to house holds. In linc with thi s gcneral principle. 

respondents were asked to express their opinion on the availability of HEWs whcn th ey need 

thcm. Accordi ngly, Table 3.24 showed tabu lated informants' responses for thc two worcdas. A 

littl e bit more ' than half of the respondents i.e. 40 (53.33 percent) said they have got HEWs at the 

time they looked for them. Nearly half of the respondents - 35 (46.67 percent) complained that 

they did not get services at the time they are in need of it at Goro woreda . At Weli so 50 

(66.67percent) of respondents favorably reacted to the question raised . One third of respondents 

(33.33 percent) negatively responded i.e. they did not get provided the services needed at the 

time the services should be rendered. 

Table 3.25: Possible reasons for the absence of HEWs from work as ratcd by clients 

Goro Woreda Weliso Woreda 

I 2 0 4 I 2 3 4 J 

no % no % 110 % no % 110 % no % no % no % 

60 80 0 0 0 0 15 20 66 88 0 0 0 0 9 12 

I =She goes to town 2=she does not go to office 3= she goes fOI' meetlllg 4=1 do not know 

Source: Own survey (Primary data) 200911 0 

Respondents who selected 'no' response category 111 Tab!e 3.24, were asked a derivative 

question that attempts to find out the possible reasons for thc absence of health service providers 

at the time they needed. As put in the abo ve Table 3.25,80 percent ofGoro's respondents uttered 

they did not get HEWs for they have gone to town frequently. Abou t 20 percent of households 

could not get HEWs at the time they face health problems for the reasons they have not known. 

Also majority of we liso 's respondents i.e. 88 percent said they did not get access to health 

services for HEWs were not avai lable in the kebele they were working. The remaining 12 

percent households claimed they did not find HEWs when they need them for the causes they did 

not know for their absence. 
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Table 3.26: C lients' ratings on thc avai labili ty of family planning mcthod/s of one's 

preference at health posts 

Goro Wo reda Weli so Wo reda 
SA A DA SD SA A DA SD 

no % no % no % no % no % no % no % no % 

r--. .-- '" '" -!) '-D c" c" '" .--
0 0 '-D c" 0 c" 0 '" 0 0 '-D 

X - on '-D .-- 0- - - - - '-D co 0 0 on '" 
SA= strongly agree A= agree DA= di sagree SD= strongly disagree 

Source: Own survey (Primary data) 200911 0 

To increase the utili zat ion of family planning services and to broaden its benefit s, as much as 

possible fami ly planning services should be decentrali zed to hea lth posts so that households 

would have access to wide range of cho ices without being exposed unnecessa ry costs. As 

observab le in the above Table 3.26, 77.34 percent of informants responded favorab ly ei ther by 

say ing strongly agree or agree on the decentrali zation of famil y planning servi ces \\'hereas 22.66 

percent of households repo rted that fam il y planning services have not fully brought down near to 

households. At Weli so di strict, much more respondents i. e. 93.33 percent posit ively 

acknowledged the decentrali zation of family planning methods. 13.33 percent of respondents 

strongl y agreed that family planning method is decentralized to kebe le leve l whi le 80 percent of 

informants have chosen 'agree' response category. Households who strongly disagree with the 

devolution of family planning services make up 6.67 percent. 

Table 3.27: Ratings of clicnts on the existence of effective I'eferral system 

'-
Goro Woreda Weli so Woreda 

,,-
Yes No Yes No 

, 

no % no % No % no % 

58 77.33 17 22.67 68 90.67 7 9.33 

Source: Own survey (Primary data) 200911 0 

Health ex tension workers have been trained for giving primary health services which focused on 

preven ti ve hea lth care system with se lected curative hea lth services . They are also ex pected to 
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prov ide re rerra l system it)r those pati ents whose cases are beyond the capac ity or HEWs. As 

depi cted in the above Table 3.27. respondent s were asked to respond to rc le rral system or hea lth 

serv ice . At Goro woreda, 58 (77.3 3 percent) o f informants expressed the ir sati s fac tion with the 

present re ferral system while 17 (22.6 percent) or respondents had complaints with the present 

referral systems. At Weliso woreda, 68 (90.67 percent) of respondents measured the re ferral 

system as it was good whil e the remaining 7 (9.33 percent) o f respondents gauged the refe rral 

system that it was unable to meet cl ients' needs. 

3.5. Discussion of HEWs' responses on the achievements and cha llenges of HEP 

Tab le 3.28: Respondents ' responses on the reduction of malaria incidence 

Goro Woreda Weli so Woreda 

SA A OA SO SA A OA SO 

no % no % no % no % No % no % no % no % 

.-.. .-.. .-.. 
'-D 0 '-D 0 0 0 0 0 0' '-D '-D 0' '-D 

0 0 
V) V) '-D 

00 
'-D '-D - '-D -

SA= strongly agree A= agree OA= disagree SO= strongly d tsagree 

Source: Own survey (Primary data) 200911 0 

One of the objectives o f malaria prevent ion and control package is to reduce the num ber of 

ma lari a cases. Malaria is among the leading causes of morbidity in these loca li ties. Sta ff 

respondents of Goro di strict have positi vely responded that malaria cases have reduced. As 

presented in the above Table 3.28, 50 percent of respondent s strong ly agreed that malaria 

incidences got reduced while 50 percent of informants said they agree with the statement rai sed. 

In the case of Weli so woreda, hi gher proportion of respondents reacted favorably either saying 

strongly agree or agree, 16.67 percent strongly agreed whil e 66.67 said they agree that ma laria 

cases have reduced after the implementation of health ex tension programme. But 16.67 percent 

of informan ts stated that morbid ity due to ma laria has not got reduced. 
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Tahle 3.29: Respondell,S' ratings on the reduc tion deaths due to malaria 

--
Guro Wo reda We li so Wo red., 

SA A O!\ SO SA A 0 /\ SO 
no % no % no % no % no % no % no % no % 

<" r--
0 \OJ 0 0 0 0 <" \OJ 0 '" 0 8> '" '" '" :::> "" V) 

("' I <" '" <" -
SA~ strongly agree A~ agree OA~ dI sagree SO~ strongly dI sagree 

Suurce: Own survey (Primary data) 200911 0 

Another object ive o f ma lari a prevention and contro l package is to reduce morta lity that resu lts 

from malari a. Govern ment has been making efforts to mi ni mize the number of dea ths due to 

malari a. Hea lth ex tension workers have provided reposes to the question posed. As the data put 

in the Table 3.29 showed, all the respondents acknowledged that deaths due to malaria have 

great ly reduced. Out of the sample population asked, 50 percent have strongly agreed while 50 

percent ha ve agreed to wi tness the reduction of deaths as a result of malaria at Goro wo reda. 

When we come to Wei iso's respondents. the following mi xes of responses ,,'ere found. Near to 

83.33 percent of respondents positive ly responded. Out of this fi gure, 33.33 percent constituted 

those who have strongly agree the statement put forward whi le 50 percent of the m have said they 

ag ree that loses of li ves clue to malaria has got dec li ned . Just about 16.67 percent of sample 

contacted beli eved that casua lties due to malaria have not dropped. 

Table 3.30: Respondents' answers to the utiliza tion of modern contnlceptives 

-
Goro wo reda We li so woreda 

SA A OA SO SA A OA SO 

0 ~ 0 ~ 0 ~ 0 ~ 0 ~ 0 ~ 0 ~ 0 ~ c 0 c 0 c c 0 c 0 c 0 c 0 ~ 0 . 

0 
V) '" N :::> 

0- r-- <" 0 1 0 0 0 0 - - 0 0 0 0 0 0 

SA~ strongly agree A~ agree OA~ dIsagree SD~ strongly dI sagree 

Source: Own survey (Primary data) 200911 0 

It is bd ie\'ed tha t one o f the factors contri buting to our poverty is the rapid populati on gro\\lh 

tha t cannot match with the avail able economic resources. As a result, concerted effo rts have been 
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undertaken in lamil y plann ing services to lim it the populalion growth rate. The above Table 3.30 

presented employees ' responses to the questi on 'consum pti on or modcrn contracept ives ' by 

households. As per the response of respondents, at Goro worcda, the larges t part of respondcnts 

i.e. 75 percent rated consumption of con tracept ives by households by choosing 'strongly agree' 

al te rnat ivc while 25 percent also positi ve ly responded through the select ion of 'agree ' response 

ca tegory. With respect to Weli so, employees highly appreciated the using up of contraceptives 

by households in thcir locality. Enti rely all sample surveyed- 100 percent strongly agreed that 

households have increased their contraceptive ut ili zat ion. 

T able 3.3 1: Responses of respondents on th e participation of religious lead ers 

Goro woreda Weliso woreda 
SA A OA SO SA A OA SO 

no % no % no % no % no % no % no % no % 

r-- ,.., 
V) V) "" 0 c'1 

0 0 0 0 0 0 0- r--
,.., 

N <"', 'D <n """ "" 
,.., 

- ,.., 

SA= strongly agree A= agree OA= disagree SO= strongly dIsagree 

Source: Own survey (Primary data) 200911 0 

The frui ts to be harvested in family planning serv ices would increase if various religious leaders 

haye involved in the promotion of uses of fa mi ly plann ing. Fo llowers of different religions have 

diverse attitudes towards fam ily planning. Positive att itudes can be brought among various 

rel igion fo llowers if the parti cipat ion of opin ion or reli gious leaders strengthened to promote the 

uses of fa mily planning services. As shown the above Tab le 3.3 1, staff respondents rated the 

participation of religious leade rs in the provision of family planning services. At Goro woreda, 

respondents said there was little or no participation of religious leaders. More or less 100 percent 

oJ informants reacted negat ive ly either by saying they strongly disagree or disagree. At Weliso. 

data showed better parti cipation of religious leaders in the provision of family planning services. 

Approximately, 66.67 percent of respondents replied that there were contri butions from rel igiolls 

leaders. But 33.33 percent of employees argued that there were invo lvements in family plann ing 

selTices by religious leaders by circling on ' disagree ' response category. 
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Tab le 3.32: Sta irs ralings on the number of defaulter in fa mily planning usc 

Goro wo rceln We li so IVo rccla 
SA A DA SD SA A D;\ SD 

no % no % no % no % no % no % no 0/.) no % 
"- '" <r) c- >r) 0 0 0 "" '" '" '" "- 0 0 "" ,,-, 0' .". :::> 0 

"" '" - '" 
SA= strongl y agree A= ag ree DA= disagree SD= strongly disagree 

Source: Own survey (Primary data) 200911 0 

The success of fa mil y planning service provision depends on th e contin ui ty of househo lds in 

using the methods and Iyhen they use it as per the instruction! prescription prov ided otherwise it 

becomes difficult to reach the intended goa ls. Hea lt h extension workers were asked to rate their 

c li ent s' commitment such as their compliance to the procedures/prescription. Thus, as depicted 

in the Table 3.32, 25 percent of respondents strongly asserted that family defau lters in the use of 

family planning service has falien , 75 percent of em ployee respondents stated that househo lds 

had been using fami ly plann ing methods in accordance of the guidelines g iven to them. At 

Weli so wo reda. respondents who strongl y agreed amounted to 50 percent whi lst 16.67 percent of 

respondents agree that their c lients had been using family p lann ing method without interruption. 

But around 33.33 perccnt of informants declared that their c li ents had not used the medic ines in 

proper way. they might interrupt using, they did not use in the proper way. e tc . 

Table 3.33: Respondents' ratings on the cooperation between HEWs and other government 

agencies/worl<ers 

Goro Woreda Weliso Woreda 

-
Yes No Yes No 

no % no % no % no % 

12 100 0 0 12 100 0 0 

Source: Own survey (Primary data) 200911 0 

The implementation of hea lt h ex tension programme does not fal l on the shou lder of HEWs 

alone. Its effic ient and effec ti ve execution of the program me nceds the concerted and we ll 

coordinated efforts of many gove rnm ent deve lopment agents such as schools. agricu ltural 
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eX lenSlon workers and kebe lc admin istrati on. Health ex tension worke rs were so li cited to tell 

about the eo opera ti ons they get from above ment ioned governme nt organ isations. As one 

observes in Ta ble 3.33, at both woredas, they posit ive ly responded. A, the two cases. al mos t 100 

percent of responde nts have sa id 'yes' i.e. they ass ured ass istances were ex tended in the 

d ischarge of the ir duties. 

Table 3.34: Respondents' responses as to the participation of residents in th e programme 

s uch as clearing water bodies 

Goro woreda Weliso woreda 
SA A DA SA SA A DA SA 

No % no % no % no % no % no % no % no % 

,.... 
''1 

C' 'n 'n 0 0 0 0 "" 
-.0 

-.0 0 q ''1 0 0 .... ''1 0' V) -.0 ,'1 - M 

SA~ strongly agree A~ agree DA~ dIsagree SD~ strongly dIsagree 

Source: Own survey (Primary data) 200911 0 

I kalth ex tension program me is designed to improve the health stat us of families through the fu ll 

part ic ipation of communities in the design ancl implementation of the programme. Cogni zant of 

thi s fact. the resea rcher reques ted the respond ents to juclge the partic ipat ion of their c l ients in the 

exec ution of th e packages. Accordin gly, as the above Table 3.34 shows ai most a ll the employees 

of Goro i.e. 100 percent responded favorably that they recogni sed the cooperation of reside nts in 

the accompli shment of their duties. But with respect to We li so case, one ~ hird (33.33 percent) of 

employees selec ted ' disagree' response a lternati ve . They art icu lated th,,; clients ' partic ipat ions 

were not enCll'Jraging as such. Roughly 66.67 percent of respondents· have sa id e ither they 

strongly agree :)r agree that res idents' assistances were commendabl e. 
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Tahle 3.35: l~esp on!J ents' ratings on the participation of NCO" or private organisation in 

the provis ion "f family planning sen 'ices 

Goro WoreJa Wc liso Worcda 

Yes No Yes No . 

no % no % no % no % 

, y 9 75 0 0 12 100 J -) 

SA= strongly ag ree A= agree DA= di sagree SD= strongly dIsagree 

Source: Own s urvey (Primary data) 200911 0 

Health extension programme's intervention strategies focuses on households and communi ties 

while their success call for the coo rdi nated efforts of a ll sec tors- NGOs and pri vate 

organi sations. Table 3.35 d isplays employees ' responses on the presence of NGOs or pri va te 

organi sations helping the provision of family planning services. Consequen tly, 3 (25 percent) of 

informan ts confirmed the support of these sectors wh il e about 9(75 percen t) of them denied the 

participation of these organi sation in the fami ly plann ing service de li very at Gom. Regarding 

We li so, a ll employees i,e, 100 percent of staffs approac hed uttered there were not any support 

fmm other sec tors, 

Table 3.36: Respondents' ratings on the participation of NGOs or private organisation in 

malaria prevention and control service:; 

Gom Woreda Weli so Woreda 

Yes No Yes No 

no % no % no % no % 

6 50 6 SO 4 ~ .............. 8 66.67 JJ.JJ 

Source: O,,'n survey (PrImary data) 200911 0 

Respo ndents a lso were asked on the partic ipation of sectors o ther than government III the 

deli ve ry of ma laria prevention and control services, Em ployees c\'al uated the con tribution of 

these nongo\ernmental organisations as di splayed in the abo\'e Table 3.36, There lclre, 6 (50 
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percent) of sample stafr contacted admitted the contributions o f th em in the prov ision of nw laria 

preven ti on and cont ro l efforts while the remaining 6 (50 percent ) dcc lared that there were no 

supports fro m age nts at Goro di stri ct. At coun terpart of the d istr ict. 4 (33 .33 percent) o f 

respondents ack nowledged their colbborations whereas 8(66.67percent ) o f respondents den ied 

the invo lvements o f NGOs or private organi sati ons in the mala ri a prevention and control 

endeavors. 

Table 3.37: Respondents' ratin gs on the pa rticipation of NGOs or private organisation in 

the provision of health education and information 

Goro Woreda WeJ iso Woreda 

Yes No Yes No 

no % no % no % no % 

a a 12 100 a a 12 100 

SOI/rce: Own survey (PrImary data) 2009/10 

Contributions of NGOs or private organi sations III health educati on or information is also 

demanded to max imi ze the benefits of health services. As present ed in the Table 3.37. at both 

" ioredas. a:1 employees i.e. 100 percent assured that no NGOs or I)ri vate organ isa ti ons ha,·e 

ex tended aids in the deli very of health educat ion or information. 

Table 3.38: Respondents' answers the question, the presence of community health workers 

Go ro Woreda Weli su Woreda 

Yes No Yes No 
, 

no % no % no % 
, 

no % I 

I ~ 100 0 0 12 100 0 0 

SOl/rce: Own survey (Pnmary data) 200911 0 

At the comlllunity leve l, in additi on to HEWs. there a re vo luntary community heal th " orkc rs to 

enhance their effecti veness in d ischa rging the ir dut ies. The work o f each group should support 
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th~ oth~r"s work. As put into the above Table 3.38, at both o f the wo redas, all cillployees 

s urv~y~d ~xpr~ssed that they have had vo luntary cOlllmunity hea lth lVork ~ rs in their r~spc~tivc 

work ing kcbc les. 

Table 3.39: Respondents' responses to the presence of health post in the kehcle 

Goro Woreda We li so Woreda 

Yes No Yes No 

no % no % no % no % 

0 0 12 100 4 ................... 8 66.67 J-' .JJ 

SOllrce: Own survey (PrImary data) 200911 0 

The operational centres for health extension workers is the health post which is intended to serve 

about 5. 000 people. HEWs render health serv ices at health post in addition to going house to 

house to serve households.As a result the existence of functional hea lth post in the kebele is 

mandatory. Among the staff respondents discussed with, 100 percen t of them replied that they 

did not have operati onal health posts at Goro woreda. As presented in the above Table 3.39. 

4(33.33 percent) of respondents of Weliso asserted that they have health posts wh il e the 

remaining 66.67 percent argued that they have no health posts. 

Table 3AO: Respondents' ratings on the availability logistic supplies for health post 

No Goro Woreda Weli so Woreda 
'-;0-- ' 

No % Response % Res ponse no 
Disposable syringe and Yes 12 100 Yes 12 100 

40a needle 

No 0 0 No 0 0 

Contraceptives (oral and Yes 12 100 
Yes 

12 100 

inje~t abk ), condom, 
40b penis model, etc 

No 0 0 No 0 0 
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I I --~-

Yes 

F 
Yes 9 75 100 

Anti ma lari a drugs. abate. 
40c ITNs. spr8yi ng 

equ ipment. DDT No , 25 0 0 J No 

Yes 9 75 Yes 6 50 
~ Od Blood pressure apparatus 

No 3 r - ) No 6 50 

Yes 0 0 4 "'1-' ....,.., 

Exam ination Table, chair, Yes .J.J .J .J 

40e 
store shel f, stretcher No 12 100 8 66.67 No 

Malaria, fami ly Yes 9 75 Yes 6 50 
40f planning education 

materials 
No 

, 
25 6 50 J No 

Dry batteries and Yes 0 0 Yes 0 0 
40g 

megaphone No 12 100 12 100 No 

Source: Own survey (PrImary data) 200911 0 

Health posts must adequately fu rn ished with equipment and other necessa ry materials to delivery 

different health services to househo lds or fam il ies. Consequently, employees were asked to tell 

abo ut the supply of necessary materi als for health posts. As organised in the Table 3.~0 . the 

en tire respondents of the two woredas reacted posit ive ly that they have syringe and needle. As to 

the availabili ty of contracep ti ves. aga in all employees rep lied favorably. Re~;pond ents have 

di vergent views on the existence of necessary faciliti es for malaria prevention and control 

services. Roughly 75 percen t of in fo rmants acknowledged the supply of such fac i liti~s to 

de livery health services smoothly whilst 25 percent of employees di sagreed on the tidlill lllcn t of 

the needed fac ilities. Contrary to thi s, 100 percent of sample surveyed at Weli so have spoken 

that materials req uired for malaria prevention and contro l se rvice procured. One fourth (25 

percent) of respondents ofGoro said they did not have blood pressure apparatus wh ile 75 pe rcent 

responded that they have been provided with it. With respec t to Weliso district. half of the 
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respondents agreed that they ha ve been furn; shed with blood pressure apparatus while the 

remaining 50 percent of employees di sagreed as the avai lability of the instrument. All Sampic 

employees ofGoro di strict complained that they did not have examination Table, stretcher. chair. 

store shelf. At We li so woreda, 33.33 percent of respondents admitted the availab ility of these 

fa61iti es whereas 66.67 percent of them uttered that there were no such facilities . As to the 

avai labi lity of education materials, 75 percent of employees who filled the questionnaire said 

they have possessed sufficient teaching materials whereas 25 percent of sample rep lied they did 

not have enough educa ti on material s at Goro district. Concerning Weliso's situati on, 50 percent 

of respondents recognised the availability of required teaching materials whil e 50 percent of the 

informants argued that there were not adequate education materials. The whole respondents of 

each woreda replied that they have not procured dry batteries and megaphone. 

Table 3.41: Respondents' ratings on supply of stationery 

Goro Woreda Weliso Woreda 

Yes No Yes No 

No % no % no % no % 

a a 12 100 8 66.67 4 ""l"l .,-. 
').).J.) 

1. ---

Source: Own survey (Pnmary data) 200911 a 

To smooth the operation of HEWs. there should be contimious supply of stationeries such as pen. 

paper. registration book, etc. Selected employees were requested to respond on availabili ty of 

necessary stationery items to discharge essent ia l health services. As presented in the Table 3.4 1. 

100 percent of Goro 's respondents declared that they have not provided with stationeries on 

:ime. Better performance has been observed at Weliso wit:l thi s regard. About 66.67 percent of 

sample el;lployees have given their testimony that there were supplies of stationeries on time 

while approx imately 33.33 percent sa id no. 
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Table 3.42: Respondents' ratings on the presence of duties and responsibilities in writ in g 

Goro Woreda Weli so Wo rcel" 

Yes No Yes No 

no % no % no % no % 

0 0 12 100 0 0 12 100 

Source: Own survey (Primary data) 200911 0 

Up on the employment of HEWs would have to be given a detai l job description so that workers 

know the duties and responsibil iti es as the same time obli gations expected of them without 

confusion. Job elescripti on stated in unequivocal terms also reduces supervision burden by letting 

HEWs identi fy their dut ies and responsibilities with little or no help from the management or 

supervisor. Surpri singly, as tabulated in the above Table 3.42, at both woreel as all sample 

employees approached sadl y asserted that they did not have job description . 

Table 3.43: Respondcnts' ratings on the presence of work schedule for HEWs 

Goro Woreda Weliso Woreda 

Yes No Yes No 

. 
no % no % no % no % 

12 100 0 0 12 100 0 0 

Source: Own survey (Primary data) 200911 0 

Effect ive implementation of any programme needs the preparation of work schedule that 

contributes to smooth execu ti on of the packages. As the data co ll ected from the respondents 

exhibited each employees had work schedul e. One observes in the Tabl e 3.43 tha t 100 percent 

respondents or each di stri ct told they had work schedu le. 
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Tahle 3.'/-1: Respondents' answers to the question - who prepare IIEW's worl, sched"ie 

Gora Worcda Wc li so Worcda 

I 2 
, 

4 5 I 2 
, 

4 5 .) .) 

Q ;;. ~ ~ ~ ~ 
0 ;J? Q ~ ~ ;J? 0 a?- g ~ ~ a?- Q ~ C 0 C 0 0 c 0 

," '" ," 
'" '" '" 0 V) 0 '" 0 '" '" 0 0 '" V) 0 0 ~ c- o 0 - co - co 0 0 

""" '" 0 0 

-1= myse lf2=woreda health offi ce 3=hea lth cen tre 4=HEW wIth kebe le leaders)= other 

Source: Own survey (Primary data) 200911 0 

Tahle 3.44 shows the multi responses fo r the question ' who prepa re work schedule fo r HEWs' . 

As a result. 75 percent of sample population of Goro woreda rep li ed that HEWs in co llaborati on 

wi th kebele leaders participate in the participat ion of work plan while 50 percent of them 

announced woreda health office prepare HEWs ' work schedule. App rox imately, 83.33 percent of 

Weliso' s informants expressed that HEWs themse lves engaged in the plann ing of their work 

while the same percent of respondents stated woreda health office took the responsibili ty to 

prepare work schedule . The remaining 33.33 percent of sample employees have spoken 

themselves invo lved the preparation of work schedu le. 

Table 3.-15 : Respondents' ratings on the availability of transportation facility 

F Goro Woreda Wel iso Woreda 

Yes No Yes No 

-
no % no % no % no % 

0 0 12 100 0 0 12 100 

Source: Own survey (Pnmary data) 200911 0 

In the rura l settl ements where kebe les scattered over wide geographical areas, the 

communica tion between HEWs and woreda hea lth office or hea lth centre becomes extremely 

ineffective. To ensure on time supp ly of medic ines, to make timel y report and to get immed iate 

responses fo r the same. to strengthen the coordination among different leve ls, there should be 
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conwnien t tra nsportat ion f~lcif it ies . Unfortunately . in the arcas where th is research was 

conducted there was no transportation means for HEWs to go to health centre or woretia health 

offi ce. To describe quant itative ly as it is put in the above Table 3.4 5, a lmost 100 percent of 

sample employees of each "'oreda argued th at there were no tra nsportation faciliti es give n for 

them . 

Table 3..16: Respondents' ratings on availability of references 

Goro Woreda We li so Woreda 

Yes No Yes No 

no % no % No % no % 

, 
25 9 75 2 16.67 10 83.33 J 

Source: Own survey (Pnmary data) 200911 0 

Leaming is not a onetime activity rather it is a conti nuous process. Therefo re, in an y profess ion 

where possible there shou ld be ample reference materials in the working place to read. Such 

arrangement wo uld help professionals to upgrade their knowledge in the area of their working. 

Moreover, accessibility of refere nces would support health service providers to refer and find 

so lutions for practical problems they face in the implementation o f the programme. Having thi s 

rea li ty in mind, the researcher has rai sed questio n to check the avai labili iy of references at the ir 

work place. As a result, 3 (25 percent) respondents in formed that they have reading material s 

whereas 9 (75 percent) denied the ex istence of references at Goro woreda. S imi larly. as 

presented in the Tab le 3.46, onl y 2 ( 16.67 percent) of respondents acknm'iledged the provis ion of 

reference materials whereas 10 (83.33 percent) of respondents d id not at Weli so dis trict. 
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Table 3.-17: Respondents' rat ings on the ava ilab ility of educat ional or career development 

opportunity 

Goro Woreda Weliso Woreda 

Yes No Yes No 

No % no % no % no % 

0 0 12 100 0 0 12 100 

Suurce : Own survey (Pri mary data) 200911 0 

Olle of the potential sources of motivation for workers is the provision of career development or 

opportunity for further ed ucation. To adapt to the increas ing changes in comm uni ti es needs and 

technologies, education has irreplaceable rol e. Keeping thi s view at front , HEWs were asked to 

eva luate their condition with respect to promotion or career development. To the degree 

unbe li c\·a ble. as portrayed in the above Table 3.47, a ll sample respondents of the study areas 

replied regretfu lly that they have been denied edu cation opportunity. 

Tab le 3.-18: Respondents' ratings on the frequency of job eva lu ation by HEWs 

Goro Woreda Weli so Woreda 

I 2 0 4 I 2 0 4 J J 

No % No % no % no % No % no % no % no % 

0 r 12 100 0 0 0 0 10 83.33 6 50 0 0 0 0 .) -) 

I =momhl y 2=quarterl y 3=seml-annually 4=arinually 

Source: Own survey (Primary data) 200911 0 

Monitoring or evaluation should be there to assess ach ievements and progress towards 

predetermined goa l. Consequently, respondents lVere asked to respond on th e periodi ca l 

evaluation o f the ir j ob. As organ ised in the above Table 3.48 , info rmants have given mu ltiple 

responses fo r the questi on. At Goro woreda, 2S percent of the samples said they evaluate thei r 

work month ly whereas 100 percent of them told they have evaluated their tasks quarterly. In the 
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counterpart dis tr ict. roughl y R3.33 percen t descr ibed they used to apprai se their work monthl y 

whil st 50 pe rcent o f employees sa id they have eva luated the ir work quarte rl y. 

Table 3.49: Respondents' ratings on the presence of reporting format 

Go ro Woreda Wel iso Woreda 

Yes No Yes No 

no % no % no % no % 

12 100 0 0 12 100 0 0 

Source: Own survey (Primary data) 200911 0 

Sound supervision or controll ing acti vity partly depends on the presence of clear reporting 

re lationships . And effect ive reporting relationship in turn is influenced by the prov ision of clear 

and detail ed reporting format. In case where there is no reporting forma t, management has littl e 

or no means for contro lli ng and tak ing remed ia l measures to improve wo rk pe rform ance. As put 

in the above Table 3.49, happi ly, the whole respondents i.e. 100 percent of respondents of both 

d istricts repol1ed that they have report ing format. 

Table 3.50: Respondents ' l'atings on reporting relationship 

Goro Woreda We li so Woreda 

I 2 
, 

4 I 2 
, 

4 J J 

. 

No % No % no % no % no % no % no % no % 

9 75 12. 100 
, y 0 0 0 0 8 66.67 0 0 4 ~"l .., ... 

J - ) ~J . JJ 

I =health centr~ 2=woreda health office 3= kebe le councIl 4=other 

Source: Own survey (Primary data) 200911 0 

As it is observab le in the Table 3.50, sample popula tions were req ues ted to speak on the 

reporting re lationship of their work. The data co ll ected demonstra ted HEWs ha ve been making 

work report for different ind ividuals/offices. At Goro woreda, around 7S percent of respondents 

reacted they have made work report for health cen tre, 100 percent o f them made report to woreda 

health office and 25 percent of respondents decla red they reported to kebele council. We i iso' 
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respondent s expericnce somewhat difkr in that roughl y 66.67 pcrec nt of sample employees 

asserted they have been making report to woretln hea lth office whereas 33.33 percent of them 

told reported to other office/ individual such as superv isor. 

T he provision of immediate feedbacks for the reports made IS a requirement to get HEWs 

informed abo ut their s trengths and weaknesses. The provision of immedia te feedback would 

enable 1-IEWs to make co rrective measures for what they are doing on the spo t. 

Table 3.51: Respondents' ratings on provision of feedback for the report made 

Goro Woreda Weli so Woreda 

Yes No Yes No 

no % no % no % no % 

0 0 12 100 8 66.67 4 
..,.., ..,.., 
JJ.JJ 

Source: Own survey (Primary data) 200911 0 

Thus, sample employees were requested to express their opinions on the provision of feedback. 

Accordingly, as it is presented in the Table 3.51 , almost 100 percent of Goro's respondents 

complained that they did not get immediate response for their report. By the same token, at 

Weli so 8( 66.67 . percent) respondents favorabl y responded that they have got immediate 

feedback for the reports they have made while around 4 (33.33 percent) of respondents talked 

that they were not provided with timely response/ feedback for the reports. 

Table 3.52: HEWs 'satisfaction with their work 

- -
Goro Woreda Weliso Woreda 

- Yes No Yes No 

no % no % no % no % 

3 y 9 75 4 
..,., .,., 

8 66.67 -) ')J.J') 

SOlfrce: Own survey (Pnmary data) 200911 0 
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Ta ble 3.52 s hows the responses of employee on the ir satisfaction with their work. Regarding 

their satisElcti on. a mix of feelings was read on their face. Whil e majorit y of the m were happy 

for they have been maKing all their e fforts to improve the health status of the communitics. As 

one sees in the Table, 3 (25 percent) of respondents have chosen 'yes' response category while 9 

(75 percent) asserted thei r dissatisfaction with what they are working at Goro woreda. Ii] the case 

of Weli so di stri ct, 4 (33.33 percent) of sample employees have expressed that they are sati sfied 

with their work whereas 8 (66.67 percent) of them sa id they have not sa ti sfied with their job. 

Table 3.53: Respondents ' ratings on the sufficiency of ITNs distributed 

Goro Woreda Weliso Woreda 

Yes No Yes No 

no % no % no % no % 

0 0 12 lOa 4 ,,'" ..,.., 8 66.67 -' -' . .J.J 

Source: Own survey (Pnmary data) 20091 I 0 

One prevention technique of malaria is the distribution of impregnated ITNs for households at 

the appropriate time. As depicted in the Tab le 3.53 , approximately 100 percent of Goro' s 

respondents sa id the ITNs distributed were not enough in relation to family size. When we look 

at Wei iso ' s case. 4 (33.33 percent) of respondents confirmed the sufficiency of ITNs distributed 

whereas 8 (66.67 percent) of approached employees argued that ITNs circulated we re not enough 

compared to fa 'llilies ' need. 
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Tahle 3.54: Responlients ' ratings on where HEWs delivery health education 

Goro Woreda Weli so Woreda 

I 2 
, 

4 5 I 2 
, 

4 5 .J .J 

g ~ 0 ~ g ;f. 0 ;f. OJ flZ 0 ;f. g. ~ 0 ~ 0 ~ g ~ c ~ c c 0 c c ~ 

0 c" 0 0 0 (" 0 (" 0 c" (" (" 
'D 0 0 0 0 0 0 0 0 0 0 0 0 ", - - - - - c" - - - -co 

-I =at school 2= home to home 3= at publi c meeting 4= at public holidays )= at hea lth post 

Source: Own survey (Primary data) 200911 0 

Hea lth education and communication is one of health ex tension packages whi ch has given due 

attention in the implementation of HEP. Havi ng considered thi s fact , the researcher has posed a 

question on the place where HEWs deli ver health education. As presented in the Table 3.54, 

respondents ranked the place of health education deli very based on their frequent use. Thus, at 

Goro woreda. 50 percent of respondents rep lied that they have provided health education at 

schoo l. 100 percent of sample populations reponed they did deliver health education at pub li c 

meetings and by go ing home to home. With respect to Weliso district, around 83.33 percent have 

deli vered health education at school the whole staff respondents i.e. 100 percellt of them stated 

they have given health education by going home to home and at public meetings. 

Concl usion 

For a researcher to make a meaningful ana lysis or in terpretation of data, the data collected lieed 

to be logically organ ised and discussed. As a resu lt, survey results of the two study areas I!ave 

been presented in comparative view based on the responses of sample households and HEW,. In 

this chapter, the data co ll ected has been tabu lated and di scussed on response ca tego:'ies 

establi shed for each question. 
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C hapter Fou r 

4. Data Analys is on the Implementation of Health Extension Pl"Ogramme 

In chapter three, the data co llected fro m cli ent and empl oyee respondents has been thoroughl y 

di scussed. In thi s chap ter. the di scussed data has been analyzed and eva luated. Indeed it is a 

diffi cult task to anal yze and evaluate programme performance based on the critcri a! benchmarks 

upon which everybody agrees. Different stakeholders may have the ir own standards to measure 

hea lth services deli very. In spite of these cha ll enges of service delivery measurements, the 

researcher attempted to evaluate health services performances to arri ve at sound conclusions 

based on respondents' response vi s-a-vis with the objectives and indicators of progress 

mentioned for components under study. Thus data is analysed as follows. 

4.1. Service delivery Performance in the area of malaria prevention and control 

package 

Malaria prevention and control extension package is one o f di sease prevention and control 

components. Because o f the topography and warm climate condition of the study area, malaria 

disease had been occurring so frequentl y that it took away the li ves of large number of 

ind ividuals. To make the situation worse the malaria usua lly outbreaks at peak o f culti vation and 

harvesting period of the year resulting in reduced agricultural producti vity. [t seemed cogni zant 

o f thi s situation ; gove rnment has planned and is implementing malaria prevention and control 

package to alleviate its repercussions on the economy and soc ia l (households). 

Rcducrion of malaria cases and deaths 

Accordi;'lg to MoH (2005) one of the objectives of malaria prevention and control package is to 

reduce the number o f ma laria cases. Taking this goal as it is impo;·tant, sample employees were 

requested to express the ir opinion on it. As respondents sa id. the cumulati ve positive impress ions 

o\'erweigh the negat ive ones. [n the Goro district, respondents showed strong con lirmation that 

malaria cases have got reduced. Half of respondents (50%) have sa id they strongly agree while 

the other 50 percent declared they agree with the statement. Similarly, majority of Weliso' s 

emploFe responden ts reacted fa vorably though there was a difference in figure with Goro 's 

responses. Around 83.34 pe rcent of responde nts have pos itively responded i.e. either they said 

80 



they strongly agree or 'agree' while nearly 16.67 percent of them had disagreement with the 

statement. 

But data from secondary source on malaria cases shows different figures. Particularly at the case 

of Goro woreda where sufficient secondary data has been obtained depicts in another way. The 

retrospective review of data from the year 1999-2001 has been organised as follows: 

16000 14810 
~ 14000 ;r. 

" '"' 12000 
'" '; 10000 

" 
7698 

= 8000 
58636170 .... 6000 • Forecast = t 4000 • occurrence ,Q 

= 2000 - -

i. 0 

1999 2000 2001 

Ye'lI" In Ethlophlll cahlllder 

- - - ~ - - - ~ -

Figure 4.1a: Forecast and occurrence of malaria cases at Goro 

Source: own computation (secondary source 2009/10) 
-----------~- ---~~ -----
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Figure 4.1b: Forecast and occurrence of malaria cases at Weliso 

Source: own computation (secondary data 2009/10) 
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As po rt rayed th ro ugh the chart, when one compare the plan and the occurrence 01' malaria cases 

in the last three years, malaria cases happe ned we re grea ter than what ex pec ted to occur at Goro 

wo reda. Whatsoever respondents "epl ied favo rab ly it may become la ll ac ious to st rongly argue 

that ma lari a cases have dropped at Goro woreda in the absence 01' s trong ev idence. Contrary to 

Goro ' s expe ri ence, frag mented performance re port of Weli so supported staff respondents ' 

opinion. In the preced ing years except in the year 2000 E.c. in which secondary data was not 

fo un d, the occurrence o f ma laria cases much lower than what were forecasted, Death due to 

malaria is an issue which cannot separately be seen from morbid ity because o f malaria. As 

respondents argued tho ugh there were preva lence of malari a di seases, because o f extensive 

malari a control efforts by the government, casualties resulting from malari a has dec reased. 

A lmost I 00 percent of Goro woreda responde nts rep lied they either strongly agree or 'agree ' that 

deaths because of ma lari a have dropped where as only 16.67 percent of in fo rmants denied the 

dec rease of mortalities due to malari a. Simil arl y, about 83.33 percent oe weliso ' s sta ff 

respondents have confirmed that mortali ties due to malaria have dropped where as on ly 16.67 

percent o f informants denied the decrease of mortalities due to malaria. 

Clearance of mosquitoes breading sites 

Water co llecti ons, interm ittent rivers and streams, swampy and marshy areas, s lowly runni ng 

sha ll ow irrigation and manmade ponds are ma laria mosqllitoes breeding sites. Therefore, 

identiti cati on and clearance of such areas are very necessary. Effec ti ve environmental 

ma nagement should be im plemented to ensure the interruption of malaria from breed ing. To thi s 

end , through the mobili zati on of cor;mllll1 iti es, measures have been undertaken to prevent and 

control malaria. Majority of client respondents of both wo redas have positi ve ly replied that 

encouraging malaria vec tor control through the elimination of breeding sites has been made 

albeit there were some chall enges in the imp lementation of measures for malaria prevention and 

control as reported by the responde,l ts. But some percent o f the respondents argued that 

mosq ui toes breading sites have not been suffic iently cleared. Despite the commendable 

cooperati ve spirit of the communities in malari a vec tor contro l in the form o f leve ling and filling 

dra inage, cleaning and clearing itches, chall enges have been faced pa rti cul arl y at irr igati on and 

marshy areas. HEP supervisors interviewed stated that it has been fo und very difficult to remove 
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water co llec ti ons through the part icipati on of co mmtlJ1itl ~s in such large and marshy areas. In 

addition, thcy explained that challenges have bcen encountered around manmade ponds and 

watcr o tchmcnt and shallow irrigation systems bui lt for agri cult ured developments. Undes irably, 

these water catchmcnt areas have become suitab le places fo r malari a to breed. 

Distribution and utilization of ITNs 

Recentl y Insec ti cidc Trea ted Mosquito Nets (ITNs) has been introduced as malari a prevention 

and control mcasure. Sufficient di stribution of ITNs in accordance of family size and its proper 

uti lizati on by househo lds determine the success in the endeavor of malaria vcctor prevention and 

control. 

Adequate ITNs that takes into account the number of members who sleep under it have to be 

de li vered period icall y to supplement other malari a prevention and contro l measures. But the 

ITNs di stributed fall short of the households need by a far margin. Almost 100 percent of staff 

respondents at Goro woreda reported that ITNs were distributed in 1998 E.e and then after no 

ITNs were distributed even the then distributed ITNs lacked proper administration such as lack 

of adequate inlo nnation about family size, random distri buti on of ITNs tor users without 

considering tamil y size, etc . Kespondents of We liso al so have similar experiences in their 

locality except there was additional ITNs di stri bu tion in 1999 E.C. lo r se lected kebeles. As to its 

utilization. about 88 and 90.67 percent of households of Goro and Wel iso woredas respectively 

responded orall y that they have using it for the intended purposes. Bll t through the observations 

made at the househo lds contacted, it was rare to find households "til izing ITNs properly fo r 

malaria pr.:;venti on and control. Malpract ices such as cutting ITN:; into pieces fo r covering 

lemales' hair, carrying and covering cereals, imprudently putting it ot: tside the home or in home 

were widel/ noti ced. 
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Figure 4.2: ITNs utilisation by households 

Source: Photo from field visit 

Indoor residnal bouse spraying 

There are widespread 

misconceptions among households 

on how to use or for what purpose 

to use lINs. These are 

manifestations of the existence of 

gaps in the delivery of education 

for households in the utilisation 'of 

lINs from beginning and the 

resistances of households to develop 

the desired and healthy behaviours ( 

quoted from interview held with 

the head ofWeliso health office). 

House spraying is another important and widely used malaria prevention and control measure in 

Ethiopia. In the woredas were this research conducted, almost all sample households reported 

that their houses have got sprayed periodically to the needed degree and only few households 

have not get their house sprayed. This probably happed because of such households might come 

from other localities or they might be newly emerging households. But respondents did not skip 

without telling the complaints they have on its execution. They complained that there were cases 

where spray men sell the chemicals budgeted to be sprayed. Such ill behaviors of spray men 

made the spraying less effective in the prevention and control of malaria for the chemical and 

water applied to mix is disproportional. 

The spraying effectiveness at the prevention and control of malaria to a great extent depends on 

if the house sprayed re- plastered! covered with mud! after six month of the spray. But among 

the households who filled the questionnaire, about 52.77 and 52 percent respondents Goro and 

Weliso districts respectively said they covered the sprayed wall either within three months or 

before six months after spraying and only about 4l! percent of respondents of the two woredas 
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replied that they covered wa ll s after s ix months o r the spray. Sta lT responde nt s inc luding HEWs, 

superviso rs and heads o f hea lth office added that there have been c hall enges a fter sprayi ng 011 

the side of clien ts (households). House ho lds used to decor their houses at the time of reli gions 

ho lidays, when wedding ceremony cOme and for any other reasons before the recoll1mendc(: 

'pe ri od to do so whi ch highly impeded the success of sptaying operation at the woredas. 

Communities' knowledge and behaviors about malaria prevention and control 

Ac ti ve community partic ipation in the malaria prevention and contro l campaign is mandato ry for 

e ffective implemen tation of the programme. Therefore, awareness rising through health 

education has been given due a ttention by gove rnment. As the data co ll ected reveals there have 

been positi ve trends among ho useholds at visiting HEWs or other health institutions earli er when 

they fe lt or observe symptoms of malaria. Also about 66.67 and 88 percent of respondents of 

Goro and Weli so woredas respecti vely reported that they well know the transmission routes of 

mal aria. But it is not uncommon to hear/ observe/ the mispe rceptions househo lds hold 

concerning the transm ission routes of malaria . For instance, unpleasant sme ll s at loca lity. 

unclean drinking water, eating roasted ma ize. etc are sources of ma laria di sease as repo rted by 

many client respondents. This misunderstanding of how one being caught by malaria is l1lore 

dominant at Goro woreda, Such misperceptions among households are likely to be obstacles in 

the nialaria preventi on and control efforts. Again , ill-behaviors of households such as covering 

the sprayed wall with mud before the sti pulated time, using ITNs for unintended purposes were 

ve ry rampant at the woredas. HEWs on their part added that unhealthy practi ces have be ing 

noticed among fami lies in us ing drugs, They said that for instance one of the famil y members 

may get sick and approac h HEWs for treii.anent and then they are given medicines /drugs/ to be 

taken. But the patient may drop tak ing medicines the movement he/she started feeling beller or 

they may gi ve the medici nes for other persons who become ill. 

4.2 . Fami ly planning services delivery 

Knowledge of modern family planning methods and its utilisation by households 

The consumption of modern contracepti ves is measured among other things in terms or the 

nllmber of households lls ing con tracepti\'es and their sllstainab le use. Hea lth wo rkers namely 
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HEWs of the two wo rcdas had st rong conli rmation that the number o f households using modern 

contracep ti ves has inc reased whil e th e number of family planning dcfaulters has kept on 

dec reas ing. Abo ut 75 and 25 percen t of staff respondents of Goro sa id they 's trongly agree ' and 

'ag ree ' respecti ve ly that fa mil y planning method uti li zation has risen up whi le ro ughl y 100 

pcrccnt of staff responden ts o f Weli so woreda uttered that they ' s trongly' agree' wit h the 

sta tement. Simil arl y, encouraging practi ces were noted among households . About 53 .33 and 

69.33 percent of Goro and Weli so woredas respondents respect ive ly assured that they have 

become use rs o f fami ly planning services for either limiting the nu mber of their children or 

spac ing between the ch ildren to be born. 

However, though it was very diffi cult to find recorded data across many years in the prov ision o f 

fam il y planning services in the woredas, the rev iew of the last two years recorded data revea led 

the poor perform ance of fam il y planning services del ivery in relat ion to the projec ted 

performance. As presen ted in the below chart, the actual perfo rmance is lowe r than planned 

performance in the two years. With the absence of strong recorded ev idence, it is found d ifficult 

to dare to say fami ly p lann ing method utili zation increased. 
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Source: own computation (secondary data 2009/ 10) 

Moreover, more than one third of households of Goro woreda have not ever used family 

planning services while nearly one fourth of respondents of Weliso district have not become 

users of family planning for various reasons. Lack of knowledge, religious matters, lack of 
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wi ll ing to use nrc the domi nant lilc to rs that kept households no t uSIng liull ily plan ning as 

repo rted by clicnt respondents. Some households also had misunderstanding that one has to 

consume food adequate ly whi le us ing famil y planning drugs o therwi sc compli cat ed hea lth 

problems wo uld happen to the user. Thi s is also another fea r crcating facto r to use as to ld by 

rcsponde nts. Abou t 77.34 percen t respondents ofGoro and 82.67 percent of We li so respondcn ts 

have strong be li eved that contraceptives have side effects on hea lth. Such be lie f bound to impact 

on contracepti ves utili zat ion. Among households who fi lled the questi onnai re, there we re 

households having up to 8 child ren. In such context, even among fa mily planning users, almost 

a ll has been using it just to space between the chi ldren to be born not for limiting or stoppi ng to 

bo rn child. Here, measures such as ed ucation should be given to moti vate households to shi Ii the 

use of famil y planning to limiting fam ily size. 

Sample households reported that they have knowledge on fam il y planning services. Most of 

client respondents do know the negative consequences of having unplanned fam ily size. Majority 

of households have recognised the avai lable family planning methods that women can use bu t 

th ey have li tt le or no knowledge about fa mily planning methods that men can utili se to li mit the 

number of their children. Male respondents replied that they have been given fa mily planning 

education on the contracepti ves to be used by females but no t on family planning methods 

employed by males . The households got ~urpri sed when they were as ked about male family 

plann ing methods. T hey added thaL the information leducation! they got from different media 

such as TV, Radio has enhanced the ir knowledge of famil y planning methods and where they 

can get them. Generall y, the cumulativr positi ve responses of respondent s overweigh the 

negative responses by a great margi n conc;!ming their knowledge on famil y planning methods. 

But the knowledge or awareness about family planning is not an end by itse lf rather it might be a 

requirement to bring pos itive behaviors am(,ng househo lds to use fam ily plann ing. 

In addition , households have compla ined ab;)ut the current famil y planning se rvices de li very to r 

a range of reasons. Households espec ially females to ld that the cu rrent fami ly planning se rvices 

de li very targeted onl y fema les. Th is can be explained in terms o f the currentl y availab le fam ily 

planning drugs whic h are only used by females, the educatio n has entirely tocused on women. In 

suc h contex t, the parti cipa tion o f males in famil y planning wo und likely to be ve ry weak as 
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t:xpiained by women respondents. Some respondents also addeli that they were li mited choices o i" 

1 ~II11 i l y planning services. In other words Elill ily planning methods have not been I'ull y 

decentra li sec.l to the grass root level to meet the diverse needs o f the hOl,seholds. 

On the other hand, HEWs told the researcher that there are problems to ensure susta inable 

uti li za tion of family planning services albeit there are some hope givi ng trends among 

households. Some females tended to drop using contracepti ves because they might say it has 

brought heal th complications to her, or he r partner warned her to stop us ing, or they forget tak ing 

it regularly as prescribed which lessens the effecti veness of fa mil y planning services. 

Part icipation of religious leaders in the mobilization and motivation of their respecti ve followers 

to use fa mily planni ng services contributes much to the success of the execution of the package, 

The total sample HEWs of Goro who answered the questionnaire have had negative impressions 

that there were no contributions at all from vari ous religious leaders in the implementat ion of the 

package. Out at the counter part of the district, health sec tor much better mobi lised religious 

leaders to promote the use of family planning. However, much need to be done to mobili se 

religious leaders particularly that of Muslim religion to inculcate the use of fam ily planning in 

their i"ollowers' mind to speed up their acceptance as told by HEWs. 

4,3, Participation of NGOs and private sector in the impl ementation of HEP 

The general health po licy of Ethiopia promotes the partic ipation of the private sector and 

nongO\wnment.11 organisations in health care (MoH, 1993). Successful e;:ecut ion of HEP needs 

the concerted " fforts of di fferent sectors such as NGOs. As a result, l,xal and international 

NGOs have eX 'ended supports to the effective implementation of HEP ;n a variety of forms, 

They have provided materials and finance support for the construct ion of health posts or health 

centre part icu)a:'ly at Weliso woreda, they have engaged in home to 'lome DDT spray by 

allocat ing the chemicals 'and spray men themselves, etc. Moreover, they have provided 

refreshing and sk ill deve lopment trainings on diffe rent topics of HEP for health extension 

worke rs. But much needs to be done to strengthen the cont inuous participation of NGOs. As 

HEWs have spoken, NGOs used to come to give them support infrequently and to prov ide them 

with trainings or other form s of supports fo r a few days and then after they went back. They 

added that to bring genuine changes, NGOs shou ld be encouraged to di rectly provide health 
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se rvices to the commun iti es and to extend sustainable supports in add ition to the trainings [/l<:Y 

have been offerin g or direct engagement in a campaign form . 

4.4. Hea lth education delivery performance 

Information, education and communication (I. E.C) of hea lth shall be given appropriat e 

prominence to enhance health awareness and to propagate the important concepts and practi ces 

of se lf respons ibility in hea lth (MoH, 1993). According ly, hea lth education has been 

im plemented as one component of HE? HEWs have been deli verin g health educati on across all 

components of HE? to promote and moti vate households so that they deve lop positi ve 

behav iora l changes. Maj ority of client respondents have acknowledged the efforts of HEWs in 

hea lth education de li very. To incu lcate the desired attitudinal and behavioral changes. HEWs 

have to segment the comnllll1 ities into di fferent groups based on some similarities such as needs, 

age, sex or any other re levant background and employ various education deli very approaches 

based on their availability and necessities. [n add ition, they need to identify and select 

appropriate and conduci ve places to deliver health education. But HEWs answered that th ey 

were constrai nts such as teaching materi als, lack of manpower and knowledge and skill to 

extensively offer health educati on. It seemed there was no segmentation of customers in the due 

course of health education de li very that would have probably improve the effecti veness of health 

educati on or communicat ion. Further, HEWs explained that they have not been given spec ia l 

consideration fo r health education during their training at college. This has its own bearings on 

the de li very of health education. A research conducted by Centre for Nationa l Health 

Deve lopment in Ethiopia has anal yzed trainir>.g time allocati on of the HE? curri cu lum . It shows 

that only 30hrs was a llocated for health edu,:ation out of total 1392 hours budgeted for HE? 

curriculum (hltP://cnhde.e i.co lumbia. edu/ ti les/assessed on 12 December 2009. 

On the top oftha!. HEWs have stated that they offer hea lth educati on mos t often by go ing house 

to house. In the condition where houses scatteredl sparsely populated households/, it has been 

very chall enging to reach every houses at the time needed. They also argued that hea lth 

education has not been g ivcn due a ttention it deserves as it is a cross culling e lement in the 

execution of HE? At the end, they mentioned that communities' participa ti on at heal th 
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edllcalivn was less. T il ey sa id Ihal Ihe comm un ilies d id nol allend Illeel ing ca ll ed by I II :Ws lor 

Il ea lill educalion very o lien. Generally, Ihere was poor perfo rillance in the area of health 

educatio n. Po r inslance, Goro woreda health office has planned to give Il ea lth cducalio n fo r 

5026 1 ind iv idua ls in 2000 E.e. but they reached on ly 15863 indi viduals (3 1.60%) (Goro Hea lth 

oilice. Annua l repo rt ,2 000 E.C). 

On the o lher hand. c li ents have ex plained the conce rns they have on the hea lth educati on 

del ive ry. Some respondents have in fo rm ed that 1·IEWs somet ime used 10 speak olher languages 

that they cou ld not understand, use words which are aga inst the culture and norm of the locality. 

O ne respondent to ld the researcher what he encountered duri ng hea lth education del ivery by one 

of HEWs worki ng in hi s ke be le. He exp lained that HEW slarled g iving education standing in 

fron t of the galhered fe male and male individua ls. [n the mid of her speaking, she used very 

offensive words. Surpri s ingly, almost all audiences remaining the slage and wenl hav ing felt 

great shame soon after she has spoken that word. By Ihe same token, head of Wel iso health 

office has shared the researcher similar ex periences he has faced at d iffe ren t kebe les. 

Furthe rm ore. he described that such problems have e manated due to abse nce of ex tens ive elhi ca l 

ed ucati on prov ision during their stay at co llege or after the ir grad uation as re freshi ng sk ill whil e 

on their work. 

4.5. Communitie·.' accepta nce of HEWs being fema le 

Majo rity of respondents repo rted that they have no problems for HEWs being fe ma les at Goro 

and Weliso woredas 04.67% and 80%) respecti ve ly. They mentioned Ihat i-fEWs create very 

close relations hip w ith w ives and girls in the household and wo men di scuss a ll thei r prob lems 

with HEWs openl y fo r they are being femal es. But some households claimed that they nre cerla in 

problems since all HEWs being female. These households sa id male clients could not create 

effec ti ve communicati on with HEWs as they fee l shame to ex pose their secrets to female HEWs. 

They also added other probl em to ri se for HEWs be ing fe ma le. One t'espO,'1denl staled that 

assu me you may face urgent problems in Ihe ni ght and you may need HEWs to come home to 

g ive treatmenl but she fears to come in the night. However, if Ihey were male, Ihey co ul d come 

at the time you need. [n the same vein, HEWs themse lves have d iscussed some of the prob lems 

related with fo r they are being female. They declared that there are backward th inking i. e. 
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communiti es undermine females perforl11ancc which would result in res istance all10ng 

indi viduals to acccpt what f lEWs said. f'urthc r, they told that they iCar whilc they go long 

di stance across rives. lo rcst to provide hea lth services at homc and they also go lo r hours alone 

to report and get suppli cs and other materials from \Voreda health on the ir foo t. Thereforc, if 

male HEWs were invo lved might so lve these and other problems as described by HEWs. 

4.6. Work relationships between health extension workers and other sectors 

Regardi ng work re lationship almost all respondents (100 %) of the two woredas approved the 

existence of cooperati ve relationships wi th schools, DAs and kebele leaders. School 

admini strators help HEWs in the operation of health services such as health education del ivery at 

school through establishing and organizing different clubs where HEWs deliver health education. 

They also support them in se lecting students from the school for the preparation and presentation 

of cntel1aining and informative dramas, poet, etc to be used in health educa ti on delivery. Kebele 

administrators on their behalf, they ca ll and organise pub lic meeti ngs for them. they mobil ise and 

mot ivate the communi ties to contribute physical , material and intellectual resources fo r efticient 

and effect ive health service deli very as presented by HEWs. They al so acknowledged the support 

fi'om Agri cu ltural ex tension workers particularly their help at liquid and solid wastes 

management measures. 

On the other hand, some HEWs criticised that kebele administrators have not extended heartfelt 

supports for the reason they are not paid for their contribution in the execution of HEP. They 

added that kebele adm inistrators are not cooperative enough. For instance they invite HEWs to 

discharge their duties at the end of public meeting when people start departing and at time of 

t:xhaustion. 

Regard ing voluntary community health workers, HEWs have recognised the supports extended 

to them in the fo rm of promoting and motivating people in order to make communities full y 

participate in the operati on of HEP. But HEWs have the doubt that these vo luntary cOlllmunity 

workers are nOl given suffic ient practical attenl ion by woreda health office. To capita li se on their 

contribut ion and to sustain their support, woreda health office has to arrange some sorts of 

benefits such as pocket Illoncy otherwise is bound to be fool to expect Illuch cOlllmitment and 

du rable contributi on from them as said by HEWs. 
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4.7. Hefen'a l sys tem p erformance 

I\mong the dut ies and respons ibilities of HEWs, givi ng referra l for patients beyond their 

knuwledge at health pos t is one. 1-IEWs are supposed to have good knowledge and skill s about 

what cases to refer what cases not to re fer. Abo ut 73.33 and 90.67 percen t household respondents 

or Goro and We li so woreda respecti ve ly have apprec iated that they have been given on time 

refer to hi gher health institution. But roughl y 22.6 and 9.33 percent respondents of Goro and 

Weli so woreda have denied that there was not sati sfacto ry referral system c urrentl y. And these 

individual s complained that HEWs re fer simple cases to hea lth centre or to other higher 

inst itutions which could poss ibly get so lutions at health post. Some households argued that 

HEWs prov ide very littl e curative health services. Thus, they prefer to go to higher hea lth centre 

in the nearby town by passing HEWs. By the same analogy, both Goro and Wel iso health office 

ad ministrators explained the challenges prevailing in the cu rrent referral system. They discussed 

that there are physical decentrali zat ion i.e. const ructi on of health posts and heal th cent res are 

underway in their respective districts but all these institutes are not providi ng health services in 

their full capaci ty lor a number of constraints such as lack of skilled manpower. As a resu lt. 

HEWs cou ld not perform much on curative aspect at health posts. They added that there are 

prob lems with HEWs in identifying justified and unjustifi ed referrals, failure tu refer cases 0 11 

time. On the top of thi s, there are rural kebe les whi ch are considered as "out of reach," in these 

k.:beles it has be-::n found very difficult to establi sh good referral system particularly in the rainy 

seasons. 

4.8. Working conditions of HEWs 

Availa bility of health posts and residences fOI' HEWs 

Availability or functional heal th posts i. e. health posts well furni shed to render services what 

Ihey are supposed to provide is one of defi ning cri teri on fo r e ffi cient and effecti ve operation of 

hea lth extension programme. Health posts are operati onal centres for HEWs in the kebele they 

are wo rking. As it was observed during the fi eld survey, there were no heal th posts in anyone o f 

kebeles at Goro woreda except some were under construction while there were some constructed 

but with no necessary equipments and suppli es at Weliso wo recla. The health posts are 
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constructed or being constructed with mud and wood willie their door and windows are made of 

steel. 

........ _._~._~.~ ... "' .... ~n.~~ 

Figure 4.4: Health post under construction 

Source: Photo from field visit 

Consequently, HEWs have offered 

health services by going home to 

home or at her residence home if she 

lives in the kebele. In some kebeles, 

HEWs were found rendering services 

at kebele administration office or 

agricultural extension workers office. 

HEWs reported with frustration that 

they have encountered a number of 

challenges willie delivering health services in the absence of health posts. HEWs explained that 

clients could not get them for there was no defined common place to offer services, in the case 

where they use other sectors' office, clients lose privacy to openly discuss with them since 

kebele administrators or agricultural workers serve their respective clients in the same office and 

probably at the same time. Availability of residences for HEWs in the kebele they are working 

contributes a lot to the successful execution of HEP. The presence of residence would prolong 

the stay of HEWs in the place they are working there by improving their easy accessibility to the 

communities. Roughly 77.33 and 48 percent respondents of Goro and Weliso have witnessed 

that HEWs do reside in at the nearby town and tills could illghiy affect HEWs accessibility to the 

communities. As client respondents said absence of housing facility for HEWs has influence on 

their continuous stay in the kebele. Despite HEWs live in the nearby town, 53.3 percent of Goro 

and 66.67 percent of Weliso respondents declared that they have got HEWs at the time they 

needed them. Not few households from both districts argued that they could not get HEWs when 

they need to meet them. One informant attempted to describe the situation by saying that, HEWs 

come every morning from the town they reside in and by the time they reach in the kebele, most 
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households go out to lields l o~ work . Again whcn houscholds comc back from licld. I !L Ws 

dcpart for to\Vn aro und 4:00 pm. And hc concluded tha t /-/EWs kill their timc comi ng from and 

go ing to town cvery day. He added that , ! /EWs frequently go woreda capita l lor meeting or other 

reason he does not know. Moreover, HEWs do not go t to wo rk on the weckend when majori ty 01' 

the people can be ava il ab le. Similarly, HEWs themselves have describcd why they do .not li ve in 

the kebele they are worki ng. Among 12 HEWs in the Goro woreda who were interviewed, ten of 

them have made their residence place in the nearby town. Most o f thcm told that they started 

li ving in the kebele earli er but they found difficu lt to li ve there because there were no clean 

drinkable water, comfortable and enjoyable li ving condi tions. 

Procurement of equipment, medicines, contraceptives supplies and references 

Health posts should be furnished with necessary equipments and other necessary materials to 

enable health ex tension wo rkers provide the essential health services. Generally the di stribution 

of req uired med icines or equipments seemed erratic in the two woredas. For instance in some 

kebeles HEWs have had blood pressure apparatus while in other kebeles HEWs do not have it at 

al l. Generally speaking, basic required materials for health posts have not yet procured. For 

example some HEWs reported that they provide malari a drugs based on the symptoms the 

pati ent show without any examination because of the absence of bloocl test machine. Most 

HEWs described the ir work ing conditions that they do not have examination table, chair, store 

shelves, etc. They used to store medicines or contraceptives in carton or plastic basket they 

bought. As a result , medicines or necess?ry documents were haphazard ly placed at a given 

corner of the house in which they were working. 
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Figure 4.5: HEW looking for medicine 

Source: Photo from field visit 

Regarding stationeries supply, HEWs 

claimed that there was problem with 

supply of stationeries such as recording 

books, writing paper and the like. 

About 100 percent of Goro and 33.33 

percent of Weliso' s respondents 

witnessed the same. 

HEWs have also described other problematic areas. They said that here were shortages of basic 

necessities such as anti- malaria drugs especially when malaria epidemic breaks out, megaphone 

is required to deliver health education at large people gatherings but it is missing. These are 

some signs of lack of commitment on the side of woreda councilor health office not able to fill 

health posts with necessary facilities. It is clear that immediate measures have to be taken to 

furnish health posts with the needed materials. 

Concerning the construction of health posts and supply of equipment materials, Weliso and Goro 

health officers stated that there has been budget constraint to hurry up the construction of health 

posts and fill them with the required equipments. As a result, they could not have completed the 

construction of health posts and fulfillment of basic materials that were planned to be 

accomplished in the year 2000 E.C. 

With respect to reference and reading materials, all HEWs interviewed have had reference 

materials prepared by Ministry of Health of which most were written in Man Oromo language 

and others reading materials which were given dtffing. their study at college. There are practically 

no other references for HEWs. They do not get news paper, news letter or any othef.-professional 
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journals to upgrade thei r knowledge or the profess ion. Refe rence matcrials arc important and 

eflorts need to be made to improve the avai lab il ity or reference materials in the form or news 

le tter. leaflets. magazi ne or j ou rna l. 

Trans portation facility 

No ne of HEWs have means of transport to go to hea lth cen tre or woreda hea lth office . HEWs 

used to travel on toot home to home for servi ng househo lds and to go to health ccntre or woreda 

hea lth offi ce. The distances from woreda hea lth o ffi ce bound to be great. There are kebeles so t~lI' 

from the woreda capita l that takes up to 5 hours on foot. Also the distances among households in 

which HEW are considerable in most ke beles partic ul arly in sparsely populated kebeles. As a 

result. it has been become a painfu l activi ty going around each household on foot to serve them . 

Moreover, in such circulll stances, it is di ffic ult to create effective report ing relationshi p and 

supervision systems. Thus, the need of transportati on means for HEWs is leg itimate . Consequent 

to thi s rea lity, government has to search out fo r feas ible so lutions to overcome the problem. 

110 lVcvc r, still some kebeles because of its geographical locations are only accessible on foot 

until some time to come. 

Job sa tis faction / m otiva tion , p r omotion, trans fer and continuin g educa tio n 

A mix of fee lings was noticed on the faces of HEWs regardillg their wor". They reported that 

they are glad about their efforts of improving the hea lth standards of communities, the 

commencement of HEP has prov ided them with job opportunities other\'/ise they wo uld have 

been unemploye,-J. Neverthe less, H EWs have demonstrated complaints on t:Je above basic issues. 

They ex plained ,.hat they were promised at the time of train ing and wh"n they joined hea lth 

sector as HEWs that there would be arrange ments fo r upgrad ing, promotion, trans fer after two 

years serv ices but none of the promises have been fi.dfi lled. HEWs who were rec rui ted at the 

incept ion of the programme st ill they are working on the same position, in [he same kebele with 

no salary increment. One HEW to ld w ith great embarrassment that she has worked fo r five years 

in the same kebe le and wi thi n these years she has got no promotion, trans fer and she is paid t h~ 

same aillount of sal ary that new employee is paid. She added that since there has bcen no 

pract ica l further educati on opportunity except prom ises, she started nurse educati on herse lf at 
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pri vate co ll ege but at the time woreda hea lth office heard that it s uspended her sa lary until she 

brought conlirmation le tt cr from the collegc showing that s he has quitted her cdueation and she 

d id the same. Anothe r HEW being awkward said that she bother much when she th inks lor how 

long she li ves in the ke bele she working now. She said that she worries muc h whe n she 

recognises that there are no promotion, transfcr and opportun ity to upgrad e her knowledge or 

ski ll. Again, transfer requests by HEWs are considerable bu t no single HEW got permission as 

reported by HEWs. 

Besides. HEWs mentioned that other deve lopment workers such as DAs have been given boats, 

rainy coats and umb rell as but no such facilities have been arranged including uniform i.e. fi e ld 

and health post uniforms for them. At the end, they reported that a ll these embarrass ing 

situations force them not to concentrate on their activities and look for other job opportunities in 

the market. In other words, these have bearings on the moti vation and performance of HEWs. 

For example, they are HEWs who quitted thi s work and stat·t thei r own pri vate work such as 

opening small grocery for selling ' Tela' and other local alcohol drinks. These si tuations reflect 

loopholes on the gove rnment and management aspect ofHEP. 

Supervision /monitoring/ and reporting relationship 

Supervision is an im portant management tool as it helps to detect constraints encountered in the 

execution of HEP. Effect ive supervision requires team of experts with appropriate mix of 

knowledge and sk ills of both technical and management aspects. Except one kebele, others have 

not have superviso rs at the time of visit at Goro w'lreda. Head of Goro hea lth o n'ice also told the 

same. He desc ribed that they have lack of supervisors (skilled manpower) to run supervision 

ac ti vity. During the li e ld work at the woreda, mere was on ly one supervi sor who is nurse 

graduate in diploma supervi s ing the works of HEWs in five kebe les. I-Ie ex plained the challenges 

ex isting whi le superv ising. He said . that he has never been given training on supervis ion; he 

works in fi ve rural kebeles going on foot across long di stances. Relati ve ly speaking, supervisors 

at Weliso woreda are almost degree graduates most of them in environmenta l hea lth but with no 

trainings on superv ision and management. They have spoken that zonal hea lth o ffi ce has sent 

th em to woreda hea lth offi ce and worecIa health office has ass igned them rando mly without 

g iving them without pre-job trainings into different kebeles. Supervi so rs told that they monitor 
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HEWs perionnance in linc with progress indicators (check li s t) prepared lor each component 01' 

HEWs givcn down by zona l or regional hca lth offi ce. Conccrning thei r wo rk rclationship with 

HEWs, supcrvisors said that they give HEWs advice, share them knowlcdge and so lve problems 

encountcred in th eir operation if there arc found under the jurisdiction of superviso rs otherwi se 

. they pass on them to the higher office. They also exp lained their observations in their work that 

most HEWs lacked high comm itment. and basic knowledge and ski ll s for delivering health 

services as planned. They speculated that HEWs were selected from low grade achi evers at grade 

ten and adequate education and trainings were not given at co ll ege level and these realit ies made 

HEWs less competent in the render of health services. They also mentioned that woreda health 

onice management has not provided them wit h means of transport, there are work overloads i.e. 

one supen 'isor oversees works done in five kebeles. These events highly hamper effective and 

effi cient supervision. It seemed a lot of atte ntion has not been given to supervision. Generally, 

supervision has not been carefu lly cons idered lacking a lot of technical competenc ies, limited 

learning process. supports from higher health offices. 

Regarding reporting relationship, there was no uniform reporting system across sample 

respondents. All HEWs have reporting format prepared by woreda heal th office or higher hea lth 

o ffi ce. They told that they eva luate their progress in the implementation of more often monthly 

and quarterly. However, their eva luation varies accord ing to the component of HEP conce rned. 

There are some variation concerning to whom HEWs report their performanc"". In some kebeles. 

they only reported to woreda hea lth oftlce, in the other time, HEWs make "eports to dift"erent 

bodies such as kebele counci l, health centre and supervisors simultaneously. But the curren t 

reporting suffered :rom lack o f appropriate record keeping / informat ion man'Jgement/ at health 

post. During the field surrey it was observed that there was no adequate documented data except 

some found haphai.ard ly placed in any place .. Reporting is an important mal;agement too l if it 

used effectively particularly for contro lli ng. Agai n, HEWs' complained that they have not eve r 

reliewd written teed back lo r thei r report or they were only told orally at meeting after s ix or 

more months of the report. HEWs added that they were not given positive feedback what every 

they performed we ll. They said that people who are working in hea lth centre or wo reda heal th 

onice have no posi ti ve att itudes towarcis them. They consider I-IEWs as they are \\'orking tor 

different goal, these people hi ghl y undermine the importance of HEWs in the operation of the 
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programme as rcpo rted by some HEWs. Thus. there was tlawed reporting relationshi p tha t cou ld 

possib ly cmanatc fi-om ill relationship between 1-IEWs and other health workers. 

With respec t to work schedu le, all HEWs rep li ed that they ha ve had wo rk schedule for a day. 

week and month. Woreda health often prepares ann ual work schedule in terms maj or objectives 

to be accomplished and activities to be undertaken. Then after HEWs in co llaboration with either 

kebele council or woreda hea lth office, they break down woreda's annua l plan into semiannual , 

quarter or month plans. However, some HEWs denied that the contribution from kebele council 

or leader was so meager that HEWs were forced to prepare work schedule alone. They also 

answered on the execution programmes in accordance with work schedule. They explai ned that 

sometimes they underperformed for various reasons such as they Illay be called fo r meetings at 

woreda cap ita l that could last for many days, the period of accompl ishment set by woreda health 

office for a particular component task did not commensurate with the rea liti es prevailing on the 

ground. For instance they were told to graduate model famili es in two months on all seventy 

components of HEP but practically it was eventuall y impossible given many constraints such as 

time, low understanding level of households, they also do political works as reported by HEWs. 

The situation got worsened due to scarce men power as all duti es of executing all components of 

I-IEP surfaced on the shoulder of only two HEWs in each kebel e. 

In line with this, no HEW has had job description in writ ing. HEWs reported that upon thei r 

graduation, they were called to sign a contract on their respective woreda health offi ce and then 

they were given only a letter announcing tha: they are employed on the position of hea lth 

extension. Consequent ly, no one of HEWs kwws the duti es and respo ns ibilities expected of 

them and the pri vileges and rights to claim. 

Conclusion 

In thi s sec tion of the thesis, data analysis on the achievements and chall enges of hea lth extension 

programme has presented. Though it is difficult to have a consensus on the performance of HEP 

among different stakeholders at least on the degree of performance, efforts have been made by 

the researcher to rate the performance of the programme having c lassified the data discussed into 

eight (8) sub topics suitable for making interpretation. Service de livery performance in malaria 
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prevention and cont ro l, family plan ning service de li very, participat ion or NGOs and pri vate 

orga ni sa ti ons, health educati on de live ry perfo rmance are among the major va riables \vhich have 

been dea lt wi th in depth. 
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C hapter Five 

5. Major Findings, Conclu s ion s and Reco mmendation s 

In chapter fo ur, allempts have been made to ana lyse and present da ta co llected through interview 

and qucst ionnaire as we ll as observat ion and review of avai lab le secondary data in relation to 

bas ic research questions set. 

In thi s chapter, key fi ndings would be identified based on data analys is made in the previous 

chapter. All poss ible data sources i.e. primary and secondary have been considered to arri ve at 

major fi ndings encountered in the study of the assessment of health service delivery (HEP) at 

Goro and We li so woreda fo llowed by conclusion and recommendations put fo rward by the 

resea rcher. 

5.1. Summary of Major Findings 

Assessment of hea lth se rvice deli very was made primari ly based on standards, indicators of 

progress. basic requirements need to be sat isfied to efficientl y and effecti ve ly implement health 

ex tension programme (HEP). As a resul t, key findings in line wi th the objecti ves and research 

questions set to guide the study have been identified and discussed as fo llows: 

.:. One of the guiding principles in the implementation of HEP is to ensure the participat ion 

of communities in the design and implementation of HEP. Equally important, HEWs' 

duty is to educate and promote people so ,hat communities would develop hea lthy 

behav ior to improve their li ving standards. H<'wever, the findings of the study indicated 

the behavior of households has not yet changed well in keeping their health , they are 

re luct3i!t to use family planning methods, l nd they are not much concerned and 

commi lled in the execution of HEP . 

• :. ICor efti cient and effec tive implementation of H EP to be undertaken. earl y constructi on of 

health posts is a bas ic requi re ment to host basic health services bene fi ting the mass 

populati on. The findings drawn, however, showed that this requirement i.e. fu nc ti onal 

hea lth posts almost miss ing out of which rendering quality health se rvices become hope 

rather than rea lity. 
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.:. It is s tated in implemen tation guide that sound supervision is an essential input in the 

execution of HEP. However, in the study areas due attention has no t been given to the 

supervI s ion aspec t o f HEP. It is di scerni ble that the re is hi gh defi cit of skill ed 

supervisors. For ins tance, there was on ly one superviso r al Goro wo reda at the time of 

visit otherwise they were not we ll equipped wit h multi-di sciplinary skill s that reliable 

supervis ion needs coupled with over loaded works . 

• :. The most front desk health service renders in the impleme ntati on of HEP are HEWs. 

These individuals have a very close contact than any other body with communiti es and 

they are primary age nts of HEP implementa ti on. One cou ld deduce from thi s fact that 

HEWs have to be competent enough to serve communiti es as well they have to advance 

ethical behaviors in service renderi ng process. The findings of slud y showed that the 

implementation of HEP addressing the needs of various segments of the cOlllmunities 

could no t adequately be undertaken by the current manpower. It is also apparent that onl y 

two female HEWs could not fully d ischarge the duty of HEP execution . 

• :. For hea lt h posts or HEWs to serve the communities in their full capacity, they have to be 

provided with necessary faciliti es such as equipments, medicine and any other vita l kits. 

Regarding this, the find ings of the study clearl y demonstrated the under supply of HEWs 

or health posts with required equipment materials to provide services. !',iost of sampl e 

HEWs reported that there were hi gh shortage of even bas ic kits such as gloves, blood test 

instruments, etc . Additionall y, logisti c problems have been viv kll y obse rved 

predominantly al furni shing kebeles considered as "out of ri ch." 

.:. Worki ng being HEW is an awkward profession that a person who does 110t have o ther 

alternative joins it as phrased by HEWs. To e laborate it the working cond itions of HEWs 

were no t pleasant. Ri ghts such- as transfer, promotion, continuing education that they are 

supposed to ga in have become inaccess ible to them. The finding in the study has 

highlighted the ramifications of the decisions on the performance of HEWs or their long 

stay in the pro fess ion. 
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.:. Provision of approp ri ate and timely feedback for the repo rts made heir HEWs to keep 

track of their progress and make correcti ve measures as fast as poss iblc. Unfortunately. 

lindings of the research refl ected the weak repo l1ing relationship in the execut ion of HEP. 

It was reported that either health centre or woreda health offi ce has not ever provided 

written feedback to HEWs . 

• :. At the end, the fi ndings of the study refl ected that there has been fi nancial constrai nt to 

construct health posts and to ensure on ti me supply of eq ui pments and materials that 

would enable the provision of quality health services. 

5.2. Conclusions 

Mul tip le data collection instruments were employed to gather data from different actors invo lved 

in the implementation of HEP. Appropriate analysis instruments were put in place to look into 

the patterns of data collec ted which have been summari zed in the paragraphs to follow. 

To start li'om the achievement recorded, fi ndings of the study ind icated that HEWs have been 

providi ng primary health services down at village level to improve the health standards of the 

rural communities. Among the achievements registered, the dist.r ibuti on of lTNs to households, 

encouraging starts in the utilization of fam ily planning s, ~ rvices at woredas, prov ision of hea lth 

education by HEWs at kebele level, re lati ve reductivn of deaths due to malari a, a few 

constructed and under construction of health posts and health centres, etc have been identified as 

major ha rvests of the execution of HEP. 

On the other hand, the findings of the study showed !nany poor performance areas in the 

execu ti on of the packages. [n the malaria prevention and I:on trol campaign, the tinding indicated 

the inadequacy of ITNs distributed to enable households protect themselves from malaria, 

undesired households behav iors in utilising ITNs i.e. houscholds have been utili zing ITNs for 

di fferent unintended purposes. It also highlighted that there have been cha llenges in clearing and 

drying wide marshy areas which are a suitable areas for mosqu itoes to breed. Moreover, the 

result 01' the study has proven that the hi gher proportion of households have covered sprayed 

house before advised period that lessen the effectiveness of an ti malar ia chemical spray. 
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Regard ing liulli ly plann ing serv ices prov ision. resistance of households to use liullil y planning 

methods mostl y in Mus li m cOlllmuniti es was high that they have perce ived li m iti ng famil y size is 

agai nst god work. Generally. ev idences have showed healt h office of the study areas have also 

under perfo rmed add ress households need for fam il y planni ng methods. 

Decentralizati on of health se rvice de li ve ry to lower level has been written 111 implementation 

guide of HEP. However, preventive and promoti ve hea lth services have been rendered with litt le 

emphas is given to the curative aspect. Phys ica l decentralization i.e. construction of heal th posts 

and hea lth centre have been undertaken or planned to be done at kebele level but lack of skill ed 

man power and o the r fac ili ti es hindered to prov ide wide range of heal th serv ices. But households 

have also needed the curative heal th ca re at health posts . 

Construction of health posts and furni shing them with the required equipments and medici nes are 

the defin ing criteria lor s uccessfu l execution of health services. Equa ll y, housing services should 

be in place that wou ld lengthen the stay of HEWs in the kebele they are assigned. Nonetheless, 

the fi ndings showed up that hea lth posts and basic health service kits have been lacking to r 

HEWs to serve comm un it ies as intended. 

The educational background of HEWs another factor that impacts on the success of the 

programme. As repo rted by ~ uperv isors and heads of heath office. hea lth extension " Iorkers 

lacked basic ski lls and knowledge in some aspects of HEP. As evidenced by the data cvllected, 

a ll HEWs were certi ficate holders (10+ I) and ethi cal education has not been adequately ~iven at 

college that have min im ized the ac hievements of HEP. And no strengthened re freshing edllcation 

has been arranged to upgrade PEWs knowledge and skills by the woreda hea lth office. 

Supervision is an important management too l to ensure effec ti ve and effi cient manageme nt of 
. 

HEP. In the study areas, the fi ndi ngs reflected that· generall y there has been weak supervisio n. 

Find ings showed that superv isors lack a mix of skill s sllch as tech nical com petency. l1la nag~men t 

ski ll s that are basic for sound supervision to ex ist. In add ition, the re was no transportation 

fac ility fo r superviso rs to smoothly coordinate and supervise the performance of HEWs in ti ve 

kebeles. 
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II EWs are expec ted to prov ide primary hea lth serviees and refe r paticnts with ehron ic illness 

th ose cannot be treated at health posts to hi gher health institu ti ons i.e. hea lth centre or hosp it a l. 

i3ut evidences have wit nessed that th ere have been prob lems in ide nti fy ing justili ed and 

unjustifi ed re ferra ls, delays for referral and lack of feedback from hea lth centres or hosp ital s to 

whi ch patient has been re ferred. 

GO"ernment has trained and deployed two female HEWs in each ke bele to deli ver basic hea lth 

sen 'ices for a ll segments of the communi ties. Nevertheless, the finding underscored that fe male 

HEWs were not in a position to meet the needs of male populat ion. Respondents repli ed that 

male cli ents have not di scussed wit h HEWs free ly about the prob lems they have encountered. 

Mo reover, in some places communiti es undermine HEWs for being fema le. Consequently, such 

situation has proved the resistance of households to participate in the design and implementation 

ofHEP. 

A cross - cutt ing issue in the implementation of HEP is hea lth educa tion and Communication. 

Hca th education and communicat ion has been given priority in HEr by government. Desp ite thi s 

fac t. the result of the study showed that suffi cient time has no t been allocated for hea lth 

education in health serv ice delivery. It was d iscern ible from the interview made with heads of 

hea lth office that hea lth education was not given due a ttent ion at the time of trainings and after 

the ir deployment. As a result, it was noticed that HEWs could not impart the basic information 

and knowledge to households to bring pos itive behav ioral changes among households to be se lf 

relian t in keeping their health . 

:.\s to the participation ofNGOs or private organ isation in , he execution of HEP, it seemed that 

government has recognised the irreplaceable rol e of such sectors for the success of the 

programme. Howew r, in the study area, the findings mirro:'ecL that the partic ipation of NGOs or 

private organi sations was not as such hi gh except some helped in giving trainings for HEWs and 

the constructi on of hea lth posts at Weli so woreda. 

Last ly, the worki ng conditions of HEWs such transfer, career deve lo pment, continuing education 

and salary are the primary factors influencing the mot ivati on of HEWs. As deducible li'OIll the 

resu lts of the study, HEWs have attached much va lue to these va riables in carrying out their 
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dut ies. Ncverthelcss, these conditions absolute ly have not bcen fu lfilled that could otherwise 

inspire thcm to bc ac ti ve and hopcfu l in di scharging their responsib il it ies. 

5.3. Recommendation s 

Based on the findings of the study, recommendat ions having opt ions fo r policy implications and 

pract ica l interventions to improve health service deli very performance (HEr) are forwa rded. The 

recommendations have mentioned as follows. 

·:. Facilities needed for the provision of quality health se rvices should be strengthened. It is 

important to complete the operational centre of HEWs on time. By the same token, health 

service del ivery kits, gloves, and supply of fa mily planning drugs and anti malaria drugs. 

ITNs, etc should be improved to guarantee sustainable provision of health services . 

• :. As presented in th is thesis, adequate posi ti ve changes in the knowledge, attitude and 

behavio r of individuals were almost absent. Thus, health educat ion and commu nica tion 

should be reinforced to inculcate receptive spirit among households so that their full 

invo lvement would be reali zed that could be a potential assurance for the success of the 

programme . 

• ••• The current supervIsIon should be immediately improved. It is viv id that the present 

supervision is very weah: that it induces changes in terms of improving the manageria l 

and technical skill s of supervisors. In the same vein, sound information management 

system should be in place so that sufficient data wo uld be ava ilabl e fo r keeping trac !( and 

making informed decisions about the programme . 

• :. Further study should bt conducted to solicit feasible and sustainable transport <l ti on 

fac ilities for HEWs. For ., upervisors transport fac ility such as motor cycle should be used 

to smooth supervision acti vity . 

• :. Integrated refreshing trainings have to be arranged to fill the gaps noticed in the practi cal 

skill s of HEWs so that HEWs could unde rtake their current job more effec ti vely and 

effi cientl y. 
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.:. Study shou ld be ini tiated to cons ider whethcr male hea lt h ex tens ion worke rs need to be 

inc luded to mee t mal e popul at ion needs and help fe male HEWs in the programme 

implementation . 

• :. Like any other sector staff, arrangements have to be made t9 address the increasing needs 

o f HEWs. Among the arrangements, the sa lary increments, avai lab ility of transfe r. 

continuing educati on are the majo r ones. Si milarly, housing fac ilities near hea lth posts 

should be arranged fo r HEWs . 

• :. Co mmun iti es have had high needs for the curat ive aspect o f hea lth services and wide 

ra nge of health services at hea lth posts. Consequently, further analys is has to be made to 

dec ide about to what extents health services be decentralized given the constrain ts 

prevai ling . 

• :. Improve the future selection and recruitment of candidates to be trained as HEW by ways 

of scaling up entrance grade, conducting entrance examinatio ns and so forth . 

• :. To share the burden of health serv ices de li very, fa vorable work ing envi ronment has to be 

created to attract NGOs or private organisat ions to the locali ty. NGOs or private 

organisati ons' experiences, knowledge or educntion should he tapped to improve the 

present health service de livery . 

• :. Woreda health offi ce should soli c it for alternat ive finance ri s ing instruments to back up 

operational budget allocated by the government. Cost - recovery mechanism such as fee­

for- servi ce or other community based financing should be di scovered that could be used 

to acce lerate the construction of health institut ions and supply of required fac ilities and 

thereby it improves sense of ownershi p among househoids over hea lth centres or heal th 

posts. 
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Appendix One: Questionnaire for Residents 

Addis Ababa University 

Business and Economic" Fac ulty 

Public Administration and Development Management 

Masters of Public Administration 

Gu idelines for interviewers! en umerators 

When you reach the se lected individua l/ho usehold , introduce yourse lf as you come from Addis Ababa 

Uni versity to collect data to co ndu ct sc ientific resea rch regard ing the performance o f healt h extens ion 

program. Then explain the purpose of the research. 

After ex planat ion, identify the presence o f preferably husband or wife ot herwise any ho useho ld member 

who aged 18 years and above. If you meet more than one person who are 18 years o ld and above in the 

identified ho usehold, g ive th em number and then se lect one indi vid ual by lottery meth od. 

If there is no indi vidua l in the identified ho useho ld age group, thank them and go to the next ho useho ld . 

Questionnaire to be filled 

Dea r informant, I came fro m Add is Ababa Univers ity, post graduate schoo l. I came to co ll ect 

information from you to undertake a research en titled ' assessment of the ac hievements and challenges 

of health extension program'. The information is co llected for academic purpose, to suggest remed ial 

a:' ti ons [Q improve the program and in 110 ways has poli tical implicat ions. Moreover. the information 

oilla in ed is kept co nfidential and never affects your personal life. '.,'o u are a lso not required to te ll me your 

name. There fore, you are cordially requested to give your genu;ne answers to the questi ons raised ill 

accordance wi th the instructio ns. I thank you in advance for all co operations extended to me. You are 

supposed to give your answer accordin g to the general and spe~ ifi c instruction. 

Part I: Demographic profile ofsCI"vice customer respondents (residents) 

Dear enum.erator put tick mark ('J) in the box correspondent to respondents' response and writes the ir 

response on the space pro vided for open ended questions. 

Age ___ Ethnic g ro up _ _ _ _ Yo ur re lig ion ___ Marita l s tatus _ _ _ _ 
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No of cli il drcn ____ Educationa l stat us ___ _ Sex __ _ 

Occupati on _____ Years of residence _____ _ 

l>.:u·t II : Q ues tio ns rega rdin g main ac hievements reco rded fo r serv ice custo mer ,-cspond cnts 

(res idents). 

I. j\ losqui toes breeding sites have been cleared. 

D Strongly agree Dgree Dsagree D ngly di sagree 

2. How oft en you have part icipated in health education program/ sess ions. 

D Very O ften Domet imes Dve not ever participated 

3. lliave properly used Insecticide Treated Mosqui to Nets (ITNs) (v is it way of use) 

D Strongly agree Dgree Dsagree D lgly disagree 

4. Has your house got sprayed within thi s yea r? 

D Yes ~o to question 5 

DNo 

5. Withi n how many months you cover your hOll se's wall w ith mud after spray ing? 

D :s 3 months 

D:s 6 months 

DAfter 6 month s 
6. I ge t ea rly exam ination or treatment for malari a. 

D Strongly agree D·gree D sagree 

7. Do YO ll know the transmiss ion routes of ma lari a? 

D Yes 

DNo 

--~-..gl!l0 to question no. 8 

D lgly disagree 

8. Ifyollr an swer to question no. 8 is yes, what are/ is the transmi ssion route of malari a? 

9. I know how to prevent from being caught by malaria. 

D Strongly agree Dgree Dsagrce D lgly disagree 
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10. I know fam ily planning methods that women or men use to avoid j)regnancy. 

D Strong ly agree Dgrce Dsagree D lgly disagree 

II. Hea lth ex tension workers give me sufficient in format ion about family planning method s. 

D Strongly agree Dgree Dsagree D ,gly disagree 

12. I know where I ca n get fami ly plan ning method/s I need. 

D Strongly agree Dgree Dsagree Dlgly disagree 

13. What are the advantages of fa mily plann ing? Pl ease mention at least th ree of suc h advantages. 

14. Contracepti ve methods have s ide effects on health. 

D Strongly agree Dgree Dsagree D lgly disagree 

15. What are the negative consequences of unplanned fa mily size? Pl ease mention three of 

them. 

16. Hav~ you ever used modern contraceptive? 

el Yes 

DNo 

---_+;. go to question 21 

---~~o 10 qu estion 22 

17. Are YOli current ly using contraceptive metl,lOds? 

CJYes 

ONo 
---~ogo to question 23 

18. Why you have not used modern contraceptives? (More than one choice is poss ible) 

CJ I do Ilot know abou t the use of con traceptive met hods 

CJ It has major s ide effec ts 0 11 my hea lth 

c=JMy religion does not allow me to use 

CJ It is not eas ily availab le 
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c:::::::J Th e methods 'Ire expensive 

Cl If other, spec ify 

19. For what purpose nre you using the contracepti ve method? 

c:::::::J For Spac ing 

Cl For limit ing 

20. Do yo u think services currently prov ided a re suffi c ient in the a reas of malaria prevention ancl 

control? 

c:::::::J Yes 

c:::::::J No . got to questio n 25 

2 1. What improve men ts need to be made to get bette r the services? 

Part [II: Questions regarding cha llenges of the packages for sel-vice customer res pondents 

(residents) . 

22. Do you think there are pro blems for health extens ion workers be ing fem ale? 

Cl Yes .go to question 28 

ClNo 

23 . What pro blems ex ist wit', health extens ion workers be ing female? Please explai n them 

24. Where do hea lth extens io n worker live? 

c:::::::J In the same kebele 

Cl In the town 

c:::::::J I do not know 

Do you get hea lth extension worker at the time you need he r? 

c:::::::JY es 

c:::::::J No ~o to questio n 32 

26. Why did you not get he r? 

c:::::::J She goes to town 

c:::::::J She does not go to office 

c:::::::J She goes for meeting 

c:::::::J I do not know 
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27. Family planning meth ods arc availab le.: at healt h post as one prefers. 

c=:J Strongly agree c=r.gree c=J>isagrec c=bngly disagree 

28. Do you get referral sys tem on tillle? 

c=JYes 

c=J No 
29. \Vhat measures do you suggest to be taken to improve fallli ly planning services? 
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A ppcndix Two: Qu cs ti onn a ire fo r Hea lth E xtens ion "Vorkers 

A ddis Ababa U ni ve r s ity 

B u s in ess a nd E c o n o mics F aculty 

P ubli c A dminis tration a nd Developme nt Ma n age m e nt 

Mas ters of P u b li c Adm i n ist r a ti o n 

Q uesti onn a ire to be till ed 

Dea r info rmant, I came from Add is A baba Uni vers ity, post graduate schoo l. I came to co ll ect 

inform ation from YO li to undertake a research en ti tled ' assessment of the achievem ents and cha llenges 

o f health ex tension prog ra m '. The in fo rmat ion is co llected for academic purpose, to suggest remed ia l 

act ions to improve th e program and in no ways has political implicat ions. Moreover, the informat ion 

obta ined is kept con fi dent ial and never affects your personal li fe. You are a lso not req uired to te ll me yo ur 

name. Therefo re, you are cord ia lly requested to give your genuine answers to the quest ions ra ised in 

accordance w ith the instructio ns. I than k you in advance for a ll co o perat ions extended to me. You are 

supposed to g ive your answer accord ing to the general and spec ific instructio n. 

Q ll estions regarding ma in ac hievements record ed fo r hea lth extensio n wo rker res pondent s. 

Pa rt I: Dem og ra phi c profil e of health extens ion wo rker res pond ents. 

Dear enumerator put tick mark ('J) in the box correspon dent to respondents' response and writes 

the ir respo nse on the space provided for open ended questions. 

Age ___ Ethn ic group ____ yo ur rt:l ig ion _ __ Ma ri ta l status __ _ 

No of chil dren ___ Educat ional statu s _. __ Sex ____ Service year ____ _ 

Pa rt If: Q uestions rega rdin g main achicveJ11 c ~ lt s .·eco nl ed for hea lth ex tens ion wo rke r respond ents. 

i . T he num ber o f maia ria cases has red ul,ed.(v isit recorded data) 

D Strong ly agree Ugree C!isagree D ngly d isagree 

2. The nu mber of deat hs due to ma laria has dec reased . (V is it recorded data) 

D Strong ly agree Dgree Dsagree Dlgly disagree 

3. Modern contraceptive methods util iza tion has inc reased . (V is it recorded data) 

D Strongly agree Ugree D isagree Dngly disagree 
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4. Religious leaders an; participating in CO JlIl11 ullity mob ili za tion for f:ll11 il y planning se rvices usc. 

DStn~ll gly agrt:e Dagrcc Dlgly disagree 

5. The number o f family defaulters in family planning servi ce lise has c]ccrcaseci. 

DStronglyagree D ree Dagree Dgly disagree 

Part IH: Q ues tions rega rdin g challenges of th e packages for healt h ex tens ion wor ker 

."es pondents. 

6. Is th ere cooperat ion between health extens ion workers and schoo ls, kebe le admi nistrator, 

agricultural extension workers? 

CJ Yes Igo to question 7 
CJNo 

7. On what issues do you work together? Please list at least three areas of co operat ions. 

8. The residents are cooperative enough with health extension workers in areas such as cleari ng 

of water bodies. drying swampy areas at loca lleve i. 

D Strong ly agree Dgree Dagree Dgly disagree 

9. Do pri vate organ izations or NGOs part icipate in the prov ision of family planning services in your 

loca lity" 
C]Yes 
t=JNo 

10. Do pri vate organ izations or NGOs participate in the prov is ion of mala ria prevention and contro l 

service in yo ur loca li ty? 
c:::::JYes 

CJlo 
II. Do· pri\·ate orga niza tions or NGOs palticipate in th e provision of healt:, educa tion or information 

serV ICE- III your locality? 

c:::::r es 
C::]Jo 

12. Is there community health workers in your village? 

C] Yes c::::=:N 0 

13. Is there hea lth post in yo ur kebe le" 

c=Jy<!s 
C]No • go to questi on 14 

I~ . Where do yo u provide health serv ices? 

15. Do you ha ve the needed log ist ic supp li es fo r the hea lth post? 

I. Disposable syringe and need le Cbs C] 

2. Con tracept i,·es (o ral and inject able), condom, penis model , etc 

C]Yes CJNo 

3. Anti malaria drugs, abate, ITNs, spraying equipment DDT 
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c=Jcs c=Jio 
4. Blood pressure "pparatus c::::::rs 0 
5. Examination tab le, t: hair. store shell: stretcher 
6. Malaria ,family planning ed ucati on material s 

Dry batteries and megaphone CJ es 7. 
B 

D 

16. Do you get stati onery on tim e (pen. penci l. registration 'books, fo lders, family planning cards, 
etc)? 
DYes c::::::}J 0 

17. Do yo u have a detail desc ription of duti es and responsib ili ties in writing? 
D Yes ~bserve for exi sten ce) 
DNo 

18. Do you have work schedule? 
D Yes . (observe for existence) ~o to quest ion 19 

CJNo 
19. Who prepare your work schedule? 

D I myself 
D Woreda hea lth office 
D Hea lth center 
D In coll aboration with kebe le leaders 
D Other, spec i fy------------------------------

20. Do you have means of tran sportation to go to woreda health office o r hea lth center? 
DYes 
DNo 

21. How long does it take from hea lth post to health center? 
---------- Hours 

22. How long does it take from hea lth post to worcda health office? 
---,------ Hours 

23. Do you have books, news letter o r lea net to refer? 
DYes 
Ii No 

24. AreiT,eir opportunities for promotion or furt her education? 
D Yes 
Ii No 

25~v often do you eva luate Y,) lIr activ ities? 
DMonthly 

El Quarterly . 
Semi annually 

o Annua lly 
26. Do you have reporting format? 

DYes ~observe for ex istence) 
D No 

27. To who do you report ') 
D to health cen ter head 
D to woreda hea lth office 
D to kebe le council 
D I f other, spec i fy ------------------

28. Do you get feedback for you r repol1 on time? 
DYes 
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c::::::::J No 
29. How do yo u expla in the performance of your supervisor while supervising your acti vities'! 

30. \Vhat measures have been underta ken to improve th e performance in ,malaria prevention 

and cont ro l? 

3 1. What measures have been undertaken to improve the fa mily planni ng services? 

32. Are you sa tisfied w ith your work? 
ClYes 
CI No !,!O to question 33 

33 . Wh at nre your sources o f d issat isfaction? 

34. Do you thi nk the ITN deli vered was suffici ent in re lation with household 's members size') 
ClYes 
ClNo 

35. Where do you provide health education or information? Prioriti ze 111 accordance with thei r 

frr queT use by you . 
At schoo l 

CI Goi ng home to home 
c::::::::J At public meeting 
ClAt pu blic holidays such as saint ho liday 
ClAt hea lth po~ t 

36. Whatlll ethods do you employ in health education deli ve ry? List th e lirst three lI1e thods you have 
used. 

37. \Vhnt (lfe your maj or emphas is areas in the implementation of health extension program ? List 
three of the packages in order of importance. 

38. How Illa ny days clo you wo rk per a wee k? 

39. \Vhat measures do YOll suggest to improve the performance of hea lth extension serv ices? 

xx ii 



IW. W hat mea sures do you suggest to improve malaria prevention and control se rvices? 

4 1. What measures should be t~ken to get better fam ily planning services? 

42. What act iv iti es have yo u unclertaken to in crease model fa milies? 
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A pp endix T hree : Interview Q uestions 

luterview questions for worella health office administrators and Superviso rs 

I. T ell me. what measures and ac tivities Clre being carried out w ith regard to family panning 
in the hea lth extension program? 
\-Vhat challenges have been encollntered in th e area of malaria prevention and control? 

3. How do YOLI gauge the progress crfami ly planning package? 
4. Do you thin k that necessary condi tions have been Fulfilled such provision of 

contraceptives. li ving condition of hea lth exten sion workers, etc .? 
5. \Vhat mechanisms do you use to evaluate health ex tension workers' performance? 
6. How do you exp lain other stakeholders' parti cipations in the provision of malari a 

prevention or fam ily planning services? 
7. What resou rce constraints have you experienced such as lack of fi nance (budgct), skill ed 

manpower, etc while implementing hea lth extension program? 
8. What kinds of arrangements have been made to upgrade the knowl edge or skill s of heal th 

extension workers? 
9. How do you exp lain referral system between health posts and other hi gher health serv ice 

prov iders? 
10. Te ll me, what activities and measures have been undertaken rega rd ing health education 

and communicati on? 
11 . To what extent heahh service with regard to malaria prevention and control and family 

planning have been decentra lized? 
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