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Abstract

The development and provision of equitable and @ed®e standard of health service to
all segments of population of Ethiopia has beenagponobjective of the 1993 national
health policy. The health sector strategy adopteidhplement the policy and focuses on
giving comprehensive and integrated public headtlvises by doing in cooperation with
the concerned bodies to minimize challenges hindettie service delivery and to give

equitable and whole addressing service.

Hence healthy society is the key for developmetigysng about service provision and
its challenges as a planner and indicating possit#ehanisms to balance the existing
resources and the service need is also benef®mglthis research study is done on the
objective of assessing the status of provision uflip health service, identifying the
main challenge and analysing its cause as welledsrmining the possible measures
being implemented to deliver fair health servicehwexisting challenges and available

resources is done by taking Masha Woreda as a atedy

This paper includes literatures reviewed from défé sources, which are related to the
studied topic and strategies being implementeddkeniair provision of health services.
It took 4 sample Kebeles which are selected puwebsion distance difference from the
capital of the Woreda. One hundred forty two samplere selected randomly from each
purposively sampled Kebeles as a primary data ssuand written document such as
annual reports and strategic plans from the Wohedédth department as a secondary data

sources.

Data are gathered from these sources by using tdpé&m ended and closed ended
guestionnaires semi structured interviews of hoolsish of the Kebeles. The data
gathered from the mentioned sources are analysedshng SPSS tools like cross

tabulations, tables showing percentages and freggegen
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CHAPTER ONE

3. INTRODUCTION
3.1. Background of the study

Health care service is a component part of basi@kservices and has direct relationship
with the growth and development of a given couasywell as the welfare of the society.
Effective planning and implementation of healthvess require an overall collaboration
of relevant and concerned national and internatiorganizations. One of the strategies
to ensure this collaboration is harmonization ofaltie policies, strategies and
implementation modalities in national and globatspectives to create synergy and to

enhance the efficiency and effectiveness of hestliice delivery.

Ethiopia has poor health status compared to otherihcome countries of the world,
even within sub Saharan Africa which can be larggtsibuted to preventable infectious
ailments and nutritional deficiencies. Collectiiealienges of widespread poverty along
with general low income levels of the populatianyleducation levels (especially among
women), inadequate access to clean water and amifacilities and poor access to
health services have contributed to high burderll diealth in the country. (FMOH,
2005)

Access to health care can be understood in terrasafomic access to the users in terms
of affordability and geographic access in termgraoiximity to providers. The poor most
of the time tend to have the least access to healtvices. (Gesler and Meadel988 as
cited in Lin, 2002)

The Ethiopian health care delivery system has hestly been unable to respond
qualitatively or quantitatively to the health reldtneeds of the society due to its’
centralization and fragmentation and reliance orticed programs and there was not
much collaboration between public and private gectbhe reasons for such problems
are the backward socio-economic development ofcthwntry resulting in one of the
lowest standard of living, poor environmental caiotis and low level of social services.

These prevailing situations have been aggravatedcent times, by the high population

13



growth, the long and nonstop civil war and the &thkritrean war which highly
contributed to underfunding of health sectors. Ttkeer cause of such poor health
situation in Ethiopia can be attributed to theasioln of large segment of society from the
modern health sector due to wide spread illiteracyong the population. This in turn
prevents the dissemination of information on modexalth practices. This is also caused
by shortage of trained personnel and insufficiemtding by the government on health
sector to avail the crucial health infrastructui@sthe effective and all reaching health
service provisions. The question of distributionhefalth institutions which are in use
currently in the country is also there. In a waystmaf the sounding health institutions are
concentrated in urban centres while 85% of the [adjon are rural dwellers.

(Tasew, 2003)

One of the main concerns of government is an efficallocation of scarce resources of a
country to increase health levels. In sub Saharfiita) health service challenges and
health status are related oppositely where thelestgds are higher than the status of
health of individuals. Even if it is improving, now day by extensive efforts of the

government, it is not an eye catching improvemgitvot, 2005)

Having in mind all the health problems and oppdties being given at national level,
this research is conducted to raise issues regpiti@ challenges and other related
themes of this crucial service sector, health serprovision, in a study area far from the

opportunities.
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3.2. Statement of the problem

In developing countries the public health probleans severe still, especially among
women and children in which more than 500,000 wowtienduring pregnancy or at the
time of child birth each year and more than 10,000, children die of preventable
diseases before their fifth birth days in the woHgten though health workers are the key
to functional health systems and provision of neagsservices, there are problems with
insufficient numbers of health professionals angppr handling of the existing workers
in addition to inadequate quality of services pded due to different challenges in many

developing countries. (JICA, 2006)

In 1993, Ethiopian health policy declared equitaldeceptable and accessible health
services to all who need them. In order to impleménre declaration directly, the
government is engaged in constructing more healgtitutions in order to improve
physical accessibility and other related healtlviserprovision challenges. But, from the
fact that there is no equitability between demamd availability of medical services and
health personnel in different parts of country,ahear basis on the decision of planning

and distribution of health care facilities over frears. (Asmerom, 1994)

It is important to address the very high unmet theehre needs in rural Ethiopia by the
rapid expansion of primary health care serviceskilizgg the challenges and minimizing
the effects of lacks of public health service psawis, such as expansion and improving
physical availability of essential health facilgiand its services will reduce the distance
between facilities and the users. (FMOH, 2005)

According to Guagliardo (2004) cited in Hibret (Z)@& number of barriers can impede
progression from potential to realized access taltheservices. These include
availability, accessibility, affordability and aguability. The first two dimensions are
spatial in nature while the third is economical dhnd fourth is attitudinal or normative
adoption to cultural settings. Availability refécsthe number of local service points from
which a client can choose. Accessibility is travepedance (distance or time) between

patient location and service points. Affordabiligfers to the purchasing power of the
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people while acceptability refers to the willingaed the population to use the service if

made available to them.

3.3. Objectives of the study

The objectives of this research can be categodasageneral and specific.

3.3.1.General objective

The general objective of the study is to understdradstatus of public health service

provisions and problems associated with their igfficies in Masha Woreda.

3.3.2.Specific objectives

>
>

>

To assess the distribution of health facilitieshe Woreda.

To identify the main challenges of public healthve®e provisions in Masha
Woreda.

To identify the causes of the challenges of pub&alth service provisions in the
Woreda.

To evaluate the measures being implemented forrmzmg the effects of the
challenges.

To suggest some practicable ways and means toawerthe challenges.

3.4. Research questions

1) How is the distribution of health facilities in Mz Woreda?

2) What are the challenges of public health servicevipions in Masha
Woreda?

3) What are the main causes of the challenges ofiguialth service
provisions in the Woreda?

4) Are the measures being undertaken to minimize fileets of these challenges

sufficient? If not, what other measures can be ssiggl?
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3.5. Significance of the study

This research work is significant for:

4+ It will provide fare understanding about the stawfs public health service

provisions in the Woreda.

It can draw due attention of the concerned bodieshallenges of public health
service provisions to create mechanisms to imprpublic health service

provisions so as to minimize the impacts of thdlehges.

It will go a long way to provide a clear picture tbfe problems to the Woreda
Health Department so as to identify the gap betweleat is being done and what
is required.

It can invite both governmental and nongovernmetaicerned bodies which are
involved in such issues to put integrated efforteng with the Woreda

administration to minimize the risk of such chagjes.

3.6. Limitations of the study

In this study the researcher faced the followingtations

Lack of enough money and computers to undertake résearch especially
addressing the questionnaires and analysing tlae dat

Hence much of the respondents are illiterate, dali@ction through questionnaire
method needs personal intelligence to assist ggorelent in responding.

Most respondents especially office personnel weskictant and careless in
volunteering to respond to the interviews.

The time when the researcher did this work was dsivg time. So it was very
difficult to undertake different mechanisms to gpfuirther data collection methods
like FGD in which selected individuals come togetirediscuss the topic.

Since most of the sampled Kebeles are far fromfbeada capital, Masha town the
researcher faced lack of transportation facilitesgo to the sampled Kebeles
because there are no motorable roads in the Kelmetgs so during rainy season.
Some people did not consider the uses of this veort were reluctant to give

information.
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3.7. Conceptual frame work

Actors Challenges for provisions
-Health workers —» | -Demand side challenges
-Health service seekers -Supply side challenges
-Health sector officials

| l

Mechanisms to provisiomn
Health services - House to house
-Preventive & - At the health
-Promotive > institutions
-Curative

|

Measures to tackle challeng

- Human Resource
development

- Health care facility
construction, expansion and
equipping access

- Health care financing

- Pharmaceutical services

- Information education and
communication

- Health management
information system

Community
(service seekers)
- Households

1%

Healthy community /

with full access to . .

health services Output (prowded services)
\ -Preventive

-Promotive

-Curative

Fig 1.1 Conceptual framework of health service wion (Source, Author)

Health services are one of the important partsoafa services. These health services

include preventive, promotive as well as curativemponents which are delivered
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through the efforts of health sector actors espigcieealth workers through house to
house or within health institution delivery. Accord to the above figure health service
provisions have different interrelated issues. &albi, there are three actors in health
service provisions in the area. These are healthceeextension workers, the community
and health sector officials. These actors play raportant role in creating efficient,

effective, accessible and sustainable health sygstem

Challenges are impedances which hinder a succgasfuision of health services to the
community. Such hindrances are generally demarel @i supply side challenges like
infrastructural deficiency, managerial failures,lipp problems, shortage of human
resources and the like. Having these challengesa¢tors implement different strategies
to overcome them. These include Human resourcel@®wvent, health care facility

construction, expansion and equipping access, hhealte financing, pharmaceutical
services, information education and communicatioealth management information
system and the like.

Finally if carefully provided, qualified and accése health service systems can create
healthy environment from which healthy communityeege.

3.8. Methodology

This thesis aimed at Appraisal of public healthviger provisionin Masha Woreda of
Sheka Zone in SNNPR. This Zone is selected as thdysarea because of the
researcher’s significant familiarity with the Zoaad awareness about the prevalence of
the problem in the area especially at Masha Woreda.

As data is the base for any research, the respafs#ss research are obtained by

administering structured questionnaires and keyrmént interviews (KII).
3.8.1.Data sources

Crucial data for this thesis work is gathered fromo sources. These are sources of
primary data and sources of secondary data. Primhats sources for this work are the
responses of sampled individuals from Masha Worelda were with the researcher to
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give crucial primary information on public healtrgice provisions at a community level
in the Woreda. These primary data sources inclugledhe three actors which are
believed to be the influential actors of healthuessin the area. These included sampled
health workers working in the sampled Kebeles, thesé¢ctor officials working at the

health department of Masha Woreda in addition éosimpled population.

Secondary data comprised all available health edlditerature like journals, bulletins
and books, which the researcher gathered fromrdiftenealth related institutions in the
Woreda and, concerned and voluntary individualsgtee further literature. The
secondary data sources also included annual plahsegports from the Woreda health
department about the performances of the Wored#hhewsstitutions and their main

challenges during the respective fiscal years.
3.8.2. Tools of data collection

Those data which are useful for this study werdectdd from sampled population by

applying three mechanisms for primary data. Thesew
3.8.2.1. Questionnaires

Both open ended and closed ended questionnaires pvepared by the researcher in
Amharic language. Then, the researcher assigne@assigtants to help the researcher in
collecting data by administering the questionnatteshe respondents. These assistants
were given a training on how they will undertake thata collection, like handling the

respondents, approaching the respondents andrgdgeluring the data collection.

The questionnaires were of three types, in accaarth the actors such as;
1. Questionnaires for health extension workers worlinhgealth institutions of the
sampled Kebeles.
2. Questionnaires for households dwelling in the Kebehnd using the health

service institutions of the Kebele.
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3. Questionnaires for health sector officials workidg) the Woreda health
department where decisions are made and the oweath related issues in the

Woreda are monitored.

Then the questionnaires were distributed amongraineomly sampled population of
each purposively sampled Kebeles. While distrilgutime questionnaires, the researcher
and the assistants were caring whether the responslditerate (can respond to the
guestionnaires by him or herself by reading anding) or not (need assistance of the
researcher or the enumerators). By doing so thetigumeaires of illiterates were filled
immediately by the researcher's administering dmat Of literates were collected by
giving certain time gap through appointment not enbian two weeks .

This process was accomplished by contacting theisiég persons as and where they
were available say homes, farms etc. The questimméor health workers and health

sector officials were filled by going to the instibns where they are working. In a

researcher administered data collection the astsstavere also translating the

guestionnaires to the respondents language whitteismother tongue, in this case the
Shekinono as well as elaborating the idea of thesgons to the respondents, writing the
respective answers and making clear the purpofieeafiata in specific and the research
in general to make the respondents respond opeithowt considering the negative

outcome of replying to the questionnaires. Thealljnthe questionnaires were collected
from the respondents before the appointed timeeggass

3.8.2.2. Interviews

First, checklists were prepared in Amharic languégethe implementation of semi
structured interview. This will help to fix the igss to be raised in the interview from
being extremely wide and go out of the objectividse interviewees included farmers at
farming, people at streets on journey and healigeusers at health posts. In the same
way to the questionnaires, here the assistants takieg care of the safety and security
of the interviewees like how to approach, be pdditel handle them friendly. At the

interview time the role of the interviewer was toedt the ideas in accordance with the
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checklists and coding the main issues raised aliatimg to the topic to be studied. In
such mechanisms the responses of the interviewees @oded by an interviewer for

further study.
3.8.3. Method of data analysis

The data collected from the field was analyzed bwyai different mechanisms of data
analysis. Quantitative data were analyzed by uSR§S methods of data analysis like
frequency, percentages and the results were pezbémttables. Qualitative data were
also analyzed by qualitative elaboration of thepoeses to indicate the detailed idea of

the respondents.
3.8.4. Sampling techniques

Sampling technique for this study consist two stdfisst the sample Kebeles from
among the 19 Kebeles of the Woreda were selectgmbpively based on their distances
from the town, Masha the capital of the Woreda #mal seat of the Woreda health
department where health related decisions are rmaddhe overall health activities are
monitored. Accordingly, two nearest and two farthésbeles were selected. From each
Kebeles a proportional numbers of individuals oudeholds were selected randomly.
The distance factor for purposive selection of Hebevas applied to assess the effect of

distance on service provisions and uses.
3.8.4.1. Sample size

This Woreda in which the researcher is going totlao study has 19 rural Kebeles at
different distances from the Woreda capital, Maslmch is a chartered town and the
seat of the Woreda health department.
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Table 3.1 Estimated numbers of households in saKgiheles

Name of sample Kebeles Estimated Number of houdshol
Yeshi Akako 516

Ateso 967

Wolo 1234

Yepo 182

From the four selected Kebeles, the researchridumied by taking 120 households, 3
health extension workers and 2 health sector afficifor questionnaires and 14
households, 2 health extension workers and 1 hesdttor official for interviews.

Proportional allocation method is applied to eaampgle Kebeles to get the required

sample households of the respective Kebeles. Téikad is described as follows.

nXx) = N(HHsX T(S)
THHs
Where:
n (X) = Number of samples to be takemfeach Kebele
N(HHs) = Number of households in the Kebele
T(S) = Total sample taken from wholempée Kebeles
THHs = Sum of households in all sanifdbeles

3.9. Organization of the study

This paper contains six chapters. Chapter one desluthe proposal part, chapter two;
three and four contains review of related literafunethodology and description of the
study area, chapter five presents the discussions fimdings and the last chapter

provides conclusion and recommendation aspects.

23



CHAPTER TWO

4. REVIEW OF RELATED LITERATURE
4.1. What is public health?

The term public health is generally understood as®r@ad concept. Most health
professionals understood public health as an iddali patient focus in contrast to the
agreed characteristic of public health as populditecused theme. Traditionally, the term
public health describes work done by health prodesds. Some other local authorities
and environmental professionals use the term “wWelhg’ often to describe the same
phenomenon. Public health can be conceptualizexhasction and as resources. Public
health actions refer to activities to improve hedly professionals and lay people, and by
individuals, groups and communities to improve hsalth status of a society through
effective and fully addressed proper health sesvittas within this idea of public health
actions that the rational for partnership and rdidtiplinary practice is established.
Public health resources refer to the sources ofimétion and expertise that contribute to
public health action. (Orme, Powell, Taylor and ¥%12007)

The definition of health is set out by the worldalle organization (WHO) as ‘...... a
state of complete physical, mental and social vegaiilp but not merely the absence of
disease or infirmity.” In public health service pigions, work is being undertaken in
major areas such as addressing inequality in het@altkling challenges of renewal and
sustainability in communities, and taking on bodrel impacts of globalization on health.
Improving the public’'s health and wellbeing is athiprofile feature of government
policies. Public health actions recognize thosé¢ofacin peoples’ social, economic and
physical environment that have a significant impactheir health and which can create
deep inequalities. Public health actions also wwa range of large amount of people
from many different disciplines and professions kimg in collaboration with the public
and across agencies as well as organizational laoesd In order to make the goals of
public health actions successful, there should lBvarse public work force with an
expanded range of expertise and skills. (WHO, 1948)
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4.2. Health system organization in Ethiopia

According to Feldstein (1988), there are three dadhoices that determine the
organization of health and medical services. Thieslede the determination of both the
amount to be spent on health and medical senéresthe composition of those services,
the selection of best methods for producing heatith medical services and the selection

of the method for distributing health services amtre population.

It was only towards the end of the imperial perindEthiopia, that a comprehensive
health service policy was adopted through the attes from the world health
organization after subsequent references to theldgment of health with the provisions
of basic health services through the network ofthezentres and health stations and the
need to give due attentions to prevention, alomgsidrative services. However, this
scheme was precluded with the down fall of themegwithout having a possibility to be

tested. (http://www.etharc.org

According to Habtamu (2007), Ethiopia had adoptath&y Health Care (PHC) as the
national strategy to achieve equitable access #ithheervices by all people of the

country as early as late 1970’s.

During the Ten Year Perspective Plan of 1984-94hidth system had six tier referral
systems introducing community health services imlthePosts (HP) at the Base of the
referral system. This component is staffed by gdiCommunity Health Agents (CHA)
and Trained Traditional Birth Attendants (TTBA) whweere to be supported by

communities.

This policy also emphasized PHC and indicated:
» Community participation

Inter-sectoral collaboration

Gradual integration of vertical programs and sale@d health facilities

Delivery of essential health care at affordable cos
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At that time, however, this approach didn't sustdire to inconsistent and insufficient
support from the health system including supporsupervisions, in-service training,
lack of remunerations and incentives and the siracof MOH which was limited to

central and regional levels.

The current reform has minimized most of these lprob, revitalized the community
health services and reorganized the managementis&Lof the health sector.
(Habtamu, 2007)

The government of Ethiopia has adopted a stratégytegrated health services centered
on primary health care. The six-tier system wasaga by four-tier system. The four-
tier system consists of primary health care unitéctvis health centre with five satellite
health posts, primary hospitals, general hospitate] specialized referral hospitals.
However, the private sector and voluntary orgaromnst also play a significant role in
general health care delivery. (AHWO, 2010)

Ethiopian Health policy is committed and directeowards decentralization and
democratization, focusing on preventive and promeotomponents of health care and,
development of equitable and acceptable standafdsealth services to reach all
segments of the population. (FMOH, 2005)

In order to decentralize the health care servicgtesy in Ethiopia, decision making
processes in the development and implementatiaheohealth care system are shared
between the Federal Ministry of Health (FMOH), fRegional Health Bureaus (RHBS)
and the Woreda Health Offices. As a result of reqeslicy measures taken by the
government, the FMOH and the RHBs are made to ifumehore on policy matters and
technical support, while the Woreda health offibese been made to play the pivotal
roles in managing and coordinating the operatidrth® primary health care services at
Woreda levels. With the devolution of powers toioegl governments, public health
service delivery, including health care, has targé extent, fallen under the jurisdiction
of the regions. The approach has been to promotentialization and meaningful
participation of the population in the local deymient activities. Due to the

governments’ commitment to further decentralizeisien making power, Woredas are
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currently the basic units of planning and politiadministration while for administration
of public health care, there is a Regional HealtlreBu (RHB) at Regional level.
(FMOH, 2006)

The Health Sector Development Program (HSDP) wasidtated in 1997/98, and the
healthcare and financing strategy in 1998 to imgleimthe published policy. This
programme under HSDP | extended for the first fix@ars (1997/98-2001/02) and
prioritized disease prevention as well as decamattabn of health services delivery.
After realizing that the targets set in HSDP-1 werat met, new strategy, HSDP-II
(2002/03—2004/05), was developed with an added aimncluding NGOs in the

implementation of basic health packages. Find#tlg,latest strategy HSDP Il (2005/06—
2009/10) was developed stressing the need to isereational health spending, the
strategic role of NGOs as partners in achieving/ensial primary healthcare coverage,
not only in planning but also in implementing hke#ire deliveries particularly at the
Woreda level and also emphasizing the need to gitren government-NGOs
collaborations. (WAMAI, 2009)

4.3. Health Service Provision

Health services, whether promotion, preventionattreent or rehabilitation, may be

delivered at home, the community centres, the wadgs, or at the health facilities and
are the most visible part of any health care systeth to users and the general public.
Effective health service delivery depends on hagoge key resources: motivated staff,
equipments, information and finances, and adeqgdiatgs. Improving access, coverage
and quality of health services also depends onwhgs services are organized and
managed, and on the incentives influencing progidead userf WHO, 2011)

According to World Bank’s publication (2003), theaee at least three key outcomes of

effective health service provisions. i.e.:

A) Equity: improving the health of the population aswaole and reducing

variations in health status by targeting resouvdesre needs are greatest.
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B) Efficiency: providing patients with treatments acates that are both effective
and of good value.

C) Responsiveness: meeting the needs and wishesiwoifdua patients and users.

Throughout the world, governments are reassesdmggy troles in health service
provisions. They are being forced to do so undewgrg pressures, including cost

escalation and increasing user dissatisfaction sétlices.

Confronted by any national health policy for mamscades, weak healthcare system
infrastructures and low government spending, Eihityas poor health outcomes even by
Sub-Saharan Africa’s standards. Crucially, Ethidmaa taken critical steps in policy and
programs to improving the country’s health statNevertheless, a World Bank study
simulating different scenarios to meet the Unitedtibhs Millennium Development
Goals (MDGs) on health in the country shows thgbracedented levels of aid flow
would be needed. (WAMAI, 2009)

4.4. Current health service provision challenges and padrities

Health care delivery has been highly affected kg shortage of primary health care
facilities due to the lack of trained personnel dmdhncial limitations. Widespread
illiteracy and the relative isolation of large semgrhof the population from the modern
sector also pose a significant challenge to thsedmnations of information on modern
health practices. Within the National Health Seda&velopment Programme (HSDP),
Human Resource Development has been placed as fothee &key components. The
human resource issue had been further reinforcethdyngoing health sector reform,
which emphasizes stronger and more efficient hure@ource management structure
(EHMI, 2006)

According to the study of Policy and Human DevelepmResource Development
(PHRD) Project the challenges to public health iservprovision can be broadly

categorized into demand side challenges and ssm#ychallenges.
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4.4.1.Demand side challenges

I. Household expenditure on health

Data on Household expenditure on health were delteby CSA in 1995/96 HICES and
WMS. In the HICE survey, total house hold spendnghealth accounts to 32,364 birr
per month or 0.7% of the total household expenditudf this total household
expenditure, 0.77% and 0.68% are spent on healtinban and rural areas respectively.
Poor people spend less than 1/3 of the amount $yyetite richest quartile on treatment
per iliness episode. As a proportion of total expeme on the treatment, the spending
pattern implies a slightly higher spending by treompon medicines while the richer
spend more on treatment and transport. Treatmdmisgtitals is more expensive than at
health centres. Hence hospitals will be visited riglatively more serious illnesses and
therefore require more expensive treatment. Traat@methe home by a health worker:
the nearest health centre or the pharmacies arehbaper sources. Finally average
expenditure on private or public facilities is magnificantly different, while treatment at
NGO facilities is generally more expensive. (PHRB96)

4.4.2.Supply side challenges

The supply side challenges of health service pronssare the following:

Iv. Managerial and institutional frame work

The managerial setup of Ethiopian health servi@sshistorically been centralized, with
most health issues at the lowest levels being leantdl the health ministry in Addis

Ababa. According to the findings of primary heaitire review undertaken in 1985, there
were a number of organizational and managementersbwhich aggravate the risk of
challenges of health service provision such as tdcknough health personnel, lack of
provision facilities and the like. (WAMAI, 2009)

According to SNNPR health bureau report of the wshkp (2002), one of the major
challenges we had in Ethiopia in general and tgenein particular, in delivering health
service is lack of competent supervisors in thet frlace and lack of standard inputs on

the other hand. Supportive supervision, as opptsélde administrative, traditional and
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inspection model, is an approach that emphasizeganieg, joint problem solving, and
two-way communicatiometween the supervisor and those being superviseabeed-
upon standards of performandée maximum potential performance of health workers
and their supporting staff, and the quality andmgjiiya of preventive and curative health
services are ensured by a vital linkage betweenltrheservices managers and
implementers. Its importance in strengthening thpacity and performance of District
Health Management Teams (DHMT), Zonal Health Manag® Teams and Health
Service Delivery Management Teams in cyclic appneacof planning, implementing,
and monitoring is highly crucial. There is not yah agreed upon, locally suited

supervision model that can maximize performancaiwithe given resource constraints.

A number of countries have constitutionally recagui the importance of community
participation in social policy development and dem making. Community participation

benefits the organization and delivery of healtivises. Innovative ideas may arise and,
new and positive initiative may be stimulated fraommunity through participation.

There can be better problem solving and crisis mpament and greater levels of project
management and goal attainment. Services can hadptbat lower costs, and added
resources can be brought into the system, in pasugh the availability of volunteers.

Equally important resources are most likely to beremeffectively utilized when the

community is given greater social control the plagnand implementation of health

services. (PHRD, 1996)

Just like the government, the nongovernmental coniyiin Ethiopia is also employing
community-based strategies to help improve healittammes where access to health
services and information is weak. Community pgsation and work at the local level
facilitates change in attitudes towards gender sdimt adversely affect health. Ethiopia

faces major health concerns. (Chaya, 2007)

According to Meresa Ataklty (2008), public policgalsions are made through a political
process because of the nature of the goods andtessrthat are provided efficiently,

effectively and justifiably in a sustainable manner
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The overall health care crisis in Africa are cdlieely categorized into 13 major health
system factors that still undermine efforts to @the disease burdens are:
A. Gaps in governance and leadership in health sector.
B. Insufficient sustainable financial resources ane itisufficient allocation, and
use of existing financial capacity.
Lack of social protection for the vulnerable anadatastrophic situations.
A shortage of appropriately trained and motivated|th workers.
Poor commaodity security and supply systems andiuinéale practices.
Weak health systems’ operation.

Marginalization of African traditional medicines ivational health systems.

I @ Mmoo

In adequate community involvement and empowerment.

Capacity of private sector, including NGOs is ndtyf mobilized.
J. Paucity and inadequate use of available evidenck iaformation to guide
actions including ICT use.

K. Coordination with other sectors and harmony wittirgas not yet attained.

r

Lack of inter-sectoral actions and coordination.

M. Disruptive global policies and actions.
v. Availability of facilities and services

Chaya (2007) stated that especially in rural aoéd@w income countries access to health
services is complicated by, a Weak infrastructume lamited distribution systems. There
are few Government health outlets and the existiegwidely dispersed. Private-sector
sources often favour wealthier urban areas, reguiti uneven service availability within

a country. The diversity of socio-economic envir@mts, climates, and terrains among
regions in Ethiopia greatly impacts health condisi@nd outcomes. Poor health coverage
is of particular concern in rural Ethiopia, wherecess to any type of modern health
institution is limited at best. Health systems arwhds are underdeveloped, and

transportation problems are severe, especiallynduhie rainy season.

At present, health services are provided by a healtastructure that comprises of health

posts, health stations, health centres, rural kalspand central referral hospitals. The
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health posts and health stations are the frontlmes and theoretically each higher unit
supports the one below it. There are problems enctbndition of these health facilities
like status of the buildings, leaking roofs, el@etl problems, plumbering and sanitary
problems on each of these items. (PHRD, 1996)

vi. Avalilability of health personnel and other staff

Human resource is a vital component in the delivarpealth services. In Ethiopia, the
health service delivery system is characterizedlhoyrtage, maldistribution, and lack of
necessary skills in its manpower. The maldistriutis in favour of urban centres and
the overall number, and quality of the availablaltiepersonnel is grossly in adequate. In
the area of health personnel production, stafitiattirbecomes a common problem and it
is more risky in rural hospitals. Low salary folled by lack of educational opportunities
and poor career are considered as the main caosedtrition. So, actions like salary
improvement, training such as refresher courseseilvice training, workshops etc

should be taken.

In general terms, there are two sources for praoluctf health personnel. These are
domestic sources involving outputs from formal anébrmal education structures,
upgrading through on job or other programmes, adtdreal sources involving national
trainees returning from abroad and immigrationoséign health personnel. So, the major
sources of supply are limited to the graduates fvanous types of local health teaching
institutions. Therefore, sound manpower study amefal appraisal of existing health

manpower training facilities is a prime importanf@-RD, 1996)

4.5. Health Service Extension Programme as an opportunjt

An innovative community based approach called #&edth service extension programme
(HSEP) is introduced in Ethiopia in 2004 with awit taking health services closer to
the population. To further ensure increase in theerage of essential services, the
government has launched a project for an accetttpansion of primary health care
facilities to be implemented over the coming fiveays with a huge infrastructure and

human resource development programme. (FMOH, 2005)
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The main objective of HSEP is to improve accessemqudty to provide essential health
interventions provided at Kebele and householdi$ewgh focus on sustained preventive

health actions and increased health awareness.

The implementation of the health extension progh&® components; namely provision
of community based health package, capacity buldifi potential families to be role
model households, and service delivery at the healst level. Health extension workers
spend more than 70% of their time by making homketme visits and communicating
health messages to their communities. Health Exien#/orkers provide family health
services mainly antenatal care, immunization, ghgtron of bed net and anti malaria
drugs at the health post levéAbebe Bekele, Mengistu Kefale, Mekonnen Tadesse,
2008)

HSEP includes 16 packages in four main areas.

1. Hygiene and environmental sanitation
This area shares seven of the sixpaekages. These are:
» Proper and safe excreta disposal system
» Proper and safe solid and liquid waste management
» Water supply safety measures
» Food hygiene and safety measures
» Healthy home environment
» Arthropods and rodent control
» Personal hygiene
2. Disease prevention and control
This area shares four of the sixteen paekaghese are:
« HIV/AIDS prevention and control
- TB prevention and control
- Malaria prevention and control
« Firstaid

33



3. Family health services
This area shares five of the sixteerkpges. These are:
* Maternal and child health
» Family planning
* Immunization
* Adolescent reproductive health
* Nutrition
4. Health Education and Communication. (FMOH, 2005)

4.6. Suggested strategies to overcome the challenges gbublic health

service provision

The health service systems have a potential faticirge dependency which has resulted in
exploitation of people by the health professiondtishas been used for both political
purposes and to promote commercial interests. &f istmost importance to identify,
isolate and neutralize the negative aspects ofh#adth service and reinforcing their
positive contributions to the health development tioé population. (SIDA, 1978)

Considering the overwhelming challenges the foltayare principally put strategies.

2.6.2 Develop and implement health human resource develapent
strategy

Health sector is one of the labour intensive sedioat heavily rely on the availability of
adequate and skilled human resources. (FMOH, 2005)

It is known that the most critical issue in orgaianal success is the determination of its
human resources. Funds committed can only be sfatesthe human resources are
evenly distributed. In most African countries, tiscounted salaries wages often lag
behind the inflationary trend over the same periRdcent findings showed that about
20% of African born physician and 10% of nursesknautside their country. Hence, this
lack of health care workers in developing countrpesticularly in Sub-Saharan Africa, is

an emergency that demands an urgent action. (Me2668)
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Expanding physical health infrastructure and depielp a cadre of Health Extension
Workers (HEWSs) who will provide basic curative gm@ventive health services in every
rural community are strategies that the HEP is yapgl to meet these challenges.
Prevention and control of communicable diseaseh siscproviding malaria bed nets,
health education, and contraceptives, with actw@raunity participation, are priorities
of the HEP. The HEP will assign two HEWSs to eachltiepost. In addition, thousands
of other health care service staff, mostly at tealtt centre level, will receive training as
part of the HEP. (Chaya, 2007)

According to HSDP Il of FMOH, this a strategy ainat increasing HEW to population

ration to 1:2,500 and midwives to women of reprdiecage group from 1:13,388 to

1:6759 in Ethiopia in its implementation years.olwler to implement this strategy, the
government is applying its full effort by increagithe number and building the capacity
of training institutions, using the existing heaitistitutions to train the health workers,
provision of adequate trainers and regular on dbetijaining and fulfilling the necessary
facilities for all the training institutions. (FMQR005)

4.6.1.Health care facility construction, expansion and egipping access

This strategy aims at increasing access and thitygoé health services through the
rehabilitation of existing health facilities andnstruction of new ones and provision of
the necessary inputs such as medical equipmentiiemtire. (FMOH, 2005)
According to Meresa (2008) basic physical healtie ¢acilities include:
* Adequate sized and well ventilated rooms for pa$ieadmitted according to
different aspects
1. Based on nature of disease classes required
v" Medical classes
v' Surgical classes
v' Maternal delivery and recovery classes
2. Based on age level
v Paediatricians and adult treatment rooms
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Laboratory and diagnostic equipments like micrgsscox-ray machine and
ultrasound

» Toilet rooms for staff and patients

* Adequate and reliable electric supply with itserges

» Refrigerators of different sizes

* Ambulances

» Staff residents at tertiary health care facilities

» Stores of drugs and other supplies

* Laundry machines

* ICT and computer centres

» Health waste disposal facilities

Integrated staff quarters

Kitchen rooms and related furniture are amongrsthe

To implement the strategy of Health care facilipnstruction, expansion and equipping
access, the FDRE government is following the im@etation strategies such as building
the capacity for construction and renovation oflthetacilities, providing transportation
facilities and providing maintenance services toergjthen referral and outreach
activities, enhancing the capacity of district tieabffices in the expansion of PHC
facilities and services and other implementatioatsgies.(FMOH,2005)

4.6.2.The health care financing strategy

In recent years there have been a number of impodavelopments in health care
financing in African countries. Now days, the Kesalth care financing patterns in Sub-
Saharan Africa are as follows:
* In the majority of countries (about 60%), the keasector share of total
government expenditure is below 10%.
* In about 35 % of African countries, donor fundirgg@unts for over a quarter of
total health care funding.
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* There is limited insurance coverage in African daes, especially in relation to
mandatory health insurance. However, community pasgnent schemes have
been on the increase in recent years.

* One of the single largest sources of financindhat bf out-of-pocket payments,
which exceed 25% of total health care expendimnmore than three-quarters of
sub-Saharan African countries. (EQUINET, 2005).

The health care financing strategy of Ethiopiat thas developed and implemented since
1998, has the aim of increasing resource flow &hbalth sector; improving efficiency
of resource utilization; and ensuring sustainabibf the finance system in order to

improve the coverage and quality of health services

The strategy was developed based on the realizafidow government spending on
health, low per capital health expenditure in tberdry, and the highly skewed health
resource allocation in favour of the urban centhesorder to alleviate these problems it
proposes alternative financing methods, mechanmesource mobilization, efficient

utilization and ensuring sustainability.

The health services in Ethiopia are financed froor imain sources:
+ Government (Federal and Regional)
+« Multilateral and bilateral donors (grants and lgans
+ Nongovernmental organizations (NGOs), both intéonal and local
«¢+ Private contributions (e.g. out-of-pocket spendiigHWO, 2010)

The health care financing strategy and the subgidjaidelines, that were produced to
realize the execution of the strategy, will be vaesly implemented in the period of
HSDP Ill. Furthermore, the government is committedintroducing an appropriate

health insurance system both for formal and infdrseator employees. (FMOH, 2005)
4.6.3.Pharmaceutical services

A well functioning pharmaceutical service is thermystone for any worthwhile health

service. Thus, this intervention aims at ensurggular and adequate supply of effective,
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safe and affordable essential drugs, medical seppind equipment in the public and the

private sector and ensuring their rational use.

A comprehensive logistic master plan was devel@etimplemented in Ethiopia during
HSDP lll. The plan is to increase availability fsential drugs from 75% to 100% in
public health facilities; to scale up the supplyimiported and locally produce drugs;
increase safety, efficiency and quality investigatirom the present 40% to 100%; and
to reduce the overall drug wastage from 8% to F@H, 2005)

4.6.4.Information, Education and Communication

This component aims at improving the knowledgeituak® and practice (KAP) on

personal and environmental hygiene and commonssl@ad their causes; and promotion
of political and community support for preventivedgpromotive health services through
educating and influencing planners, policy makergnagers, women groups and

potential end users.

Hence, the main targets are provision of appropiegalth communication materials to
100% of the HEWs and equipping 100% of the Kebaheglementing HSEP with
portable IEC equipment; increasing the KAP of tlopydation on HIV/AIDS, malaria
and TB by 50% of its 2005 status; and to increak¥escent awareness and knowledge
on HIV/AIDS and sexually transmitted infections mo77% to 95% and 80%
respectively. (ibid)

4.6.5.Health Management Information System and Monitoring and

Evaluation

The Health Management Information System / Monitgrand Evaluation (HMIS/M&E)
strategy fits within the objectives and prioritiest by the Health Sector Development
Program’s (HSDPIII) strategic plan. (FMOH, 2008)

The objectives of this component, is thus to ensffecient, effective, transparent,

accountable and ethical service delivery at akklewf the health system; to develop and
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implement a comprehensive and standardized natléihdE and M and E system. This
component aims at informed policy formulation, pleny, programme implementation,
monitoring and evaluation and at improving the klemlge and skills of health managers
in these areas. It also aims at enhancing commumrglvement in the management of
health facilities and public health interventio®HWO, 2010)

Ethiopia had a health information system in whicbriodity and mortality statistics
could be captured and used at national level. &spitevious system was tedious and
required so many variables to be collected, withriew reform of Business Process Re-
engineering (BPR) the health management informatiy@em has been reformed with a
big reduction in data collection tools and limiteatiables at regional and national levels.
(ibid)
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CHAPTER THREE

6. DESCRIPTION OF THE STUDY AREA
6.1. Sheka Zone

Sheka Zone is located in Southern Nation’s, Natibes and People’s Regional State
(SNNPRS). Astronomically, the Zone lies betwe@r2Z-7° 52'N latitude 38 13'-35°
35E longitudes. Altitudinally, it lies between 9@F50m. This Zone is bounded onto
north by Oromia Regional state, onto south by Bevialh Zone, onto east by Keffa Zone
and onto west by Gambella Regional State, and hatsldand area of 2175.25 knOut

of this land area, 47% is covered by forest inalgddamboo trees.

This Zone has both highland and low land typesaof|features. Highlands account
about 2/3 of the total area of the Zone and theisesovered by lowlandst is one of the
almost all year rainfall receiving area with heaayn lasting for about 8-10 months of
the year. The annual temperature range of the Zsneetween 1% -2%c. Agro
climatically 993.44 krh or 45.67% is covered by Woinadega, 522.06 km24% by
Dega and the rest 659.75 kar 30.33% by kola type of climate.

The Agricultural practice in the area depends ugpenAgro-ecological type of the Zone.
However, the predominant practice is mixed farmiogp production, livestock and
other economically important activities such asgKkeeping for honey production
(traditionally in the forest), spices collection dartoffee harvesting. Most of the
subsistence and income-generating activities ok&tte community is endowed largely

with the natural forests.

Sheka Zone has three Woredas (districts), namelshi&laAndiracha and Yeki. In total
the Zone has 56 rural Kebeles, 5 urban Kebeles anchartered towns or city

administrations, Teppi & Masha.

According to 1994 national census, the total pdpdaof Sheka Zone is 131,864.
Among these, 95% are rural dwellers and 5% arenudveellers. As far as population
distribution within the Zone is concerned, Masha @mdiracha Woredas are sparsely

settled dominantly by Shekacho ethnic group (mbas t85%) in each Woreda, whereas
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Yeki is known for accommodating people of differ@ationalities. The dominant ethnic
group in Sheka Zone is the Shekacho. Amharic ik&pas second language in addition
to Sheki nono. The overall-ethnic composition isel@tho 34.7%, Kafacho 20.5%,
Amhara 20.5%, Oromo 9.6%, Sheko 5%, Bench 4.8%aMal 2% and others 2.9%.

6.2. Masha woreda

6.2.1.Physical features

Masha, the administrational centre of Sheka Zortke the capital of Masha woreda is
located 676 kms southwest of Addis Ababa and 958 kom Hawassa , the capital of
Southern Nation’s, Nationalities and People’s RegicState (SNNPRS) in which the
Zone of Sheka is situated.

This Woreda is bordered onto east by Gesha Work#a&fta Zone, onto west by Sele-
Nonno Woreda of Oromia region, onto south by Diddde Woreda of Oromia region
and onto north by Andracha Woreda of Sheka Zone.Wbreda has a total land area of
about 90,802.82 hectares. Out of this land areaté2®9% is cultivated, 2.8% is grazing
land, 40.5% is covered by forest, 5.5% arable 1&1@% non arable land and 21.4% is
settled land area. This Woreda lies between 1600/24above sea level and receives
2000mm rain fall. Agro climatically, the area igdaly Woina dega type comprising
about 75% of the total area, 22% and 3% are in Dagh kola types. The Woreda
receives all the year round rainfall. There is éafgrest cover in the Woreda. The relief
feature of the Woreda is a rugged terrain compidiily areas which impose their
respective influence on agricultural and settlempatterns of the population. The
Woreda is drained by relatively bigger rivers ire tiWoreda like Meneshi, Wonani,
Tatamayi and Gahamayi.
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Map 3.2 Location of the Health Center and Health Post in Masha Woreda
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6.2.2.Economic features

Agriculture is of main economic values in Masha W#& as the majority of the
population of the area is engaged in it. This agical activity is mainly of a mixed type
which targets at cultivating staple food crops falmost all the population, ‘inset’ and

rearing of animals.

There is also an activity of bee keeping using modes well as local bee hives from
which an average farmer gets about 25-45 kg of wquex season. The area is also
known for its significant meat and milk productsrfr the domestic animals like goat,
sheep, cow and others. In addition to agricultatlvities, there are also transactions
among rural dwellers in small Kebele markets inclfpeople buy and sell products like
coffee and honey. The centre of this Woreda is Mdskwn; it serves as a large market
place, and seat of governmental institutions likeona administration and

nongovernmental organizations like micro entergrigeivate clinics, hotels and the like.

Even though the inhabitants of this Woreda are ecocally self sufficient, the
infrastructural development is very low. There @satectric supply except in the Woreda
capital, telephone stations, health centres, pumemw supply and other basic
infrastructures. There is no high school in all ifeKebeles except one high school at
Masha city administration serving all the studeoftsthe Woreda. There are 3 health
centres dispersed among the Woreda to serve alpdipalation of the Woreda. In

addition there ill equipped and worker deficienaltie posts in all Kebeles.
6.2.3.Demographic features

Masha Woreda has 19 Kebeles located around théacsfasha town and the Woreda
has a total population of 42,435: out of which 20,%re males and the rest are females.
There is no any study done so far but it is belietreat the majority of the inhabitants in
the Woreda are indigenous nationals of the area;the Shekacho people speaking
Shekinnono. According to Masha Woreda census bum@aingle household in Masha

Woreda has on average 5 children per family. Tidscates that more should be done to
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implement a service of family planning among howsdh to balance their economic

capacity to sustain the life of their respectivaifst and the number of families.

Name of| 1999 E.C 2000 E.C 2001 E.C 2002 E.C
the Sex Sex Sex Sex
Kebeles

Male | Femalel Total| Male| Female Total Male Female allgt Male | Female Total

Ouwa 578 579 1157 593 594 1187 609 610 1218 624 5 62 1249

Keja
J 1440 1376/ 2814 1477 1412 2889 1515 1448 2963  1554485[1 3039

Wolo* 1666 | 1764 3430 1709 1810 3519 1733  185p 3609798 | 1904 3702

w

Degele 1777 | 1868 3645 1828 1914 3739 1870 1966 83618 | 2017 3935

Karina 480 552 1032 492 566 1058 5095 581 1086 51896 5 | 1114

Yeshi 607 612 1219 | 623 628 1251 639 644 1283 655 661 1816
Akako*

Atle 948 954 1902 | 972 979 1951 998 1004 2002 10230301 | 2053

Gembeka, 839 952 1791 861 977 1838 883 1002 1885 906028 1934

Ateso* 991 1081 2072| 1017, 1109 212 1043 1138 2181070 | 1167 2237

[¢2)

Abelo 775 817 1592| 795 838 1638 816 860 166 837 2 88| 1719

Beto 401 411 812 411 422 833 422 433 855 433 444 7 8y

Yepo* 307 299 606 315 307 622 323 315 638 331 323 54 6

Chago 988 968 1956/ 1014 993 200 1040 1019 2059 7 106045 2112

Shibo 817 802 1619| 838 823 166 860 844 1704 882 6 86 1748

7
i

Gatimo 1015 | 1026 2041 1041 1053 2094 1068 1080 214896 | 1108 2204
6

Yina 1300 | 1367 2667| 1334 1402 273 1368 1439 2804031| 1476 2879

Kewo 547 586 1133 561 601 1162 576 617 113 590 6331223

Gada 767 758 1525 787 778 1565 807 798 1605 828 8181646

Kanga 466 530 996 478 544 102 49¢ 558 1048 503 5721075

Total 16709| 17302 34011 17141 17732 34?93 17584 128p 35796| 18036 18680 36716

(Source: CSA 1999 EC Projected by Sheka ZoFEB ciatection and dissemination process)
* Sample Kebeles
Table.4.1 Population of Masha Woreda by Kebele§412002)
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CHAPTER FOUR
7.FINDINGS AND DISCUSSIONS

Overview
This thesis is focused to assess the situationublip health service provisions at
community level in Masha Woreda by carefully indiicg the challenges, measures
being undertaken to minimize the challenges andyesstgd mechanisms for future

challenge minimizations.

In order to do this, the researcher identifieddab®ors in this service sector and collected
data from the actors of the area by questionnainésinterviews, and analysed them both

guantitatively and qualitatively to come up witle tiesults.

Fig. 4.1 Actors in health service provision in Madoreda

4 Health service?
Example:

-preventive

-promotive

-curative
\_ J

| |
f Health sector \ / Health Workers\ fHeaIth service us@

officials Example: the community
Example: - Health Example:
- Health Extension - Households
department Workers at
\_ heac / 1\ = eachKebeles/ 1\ J

(Source, Author)
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There are three actors that play major roles inptio@ision of health services in Masha
Woreda. These include

» Health sector officials working at the Woreda lew#lo are responsible for tasks
such as planning, allocating budgets, employindtinggersonnel, implementing
the plans, monitoring the overall works of the Wiardealth institutions.

» Health workers including health service extensioorkers (HEWSs) and their

supervisors who are shouldering a role of addrgsshe service to the
households.

«  Community (service users) for which the servickdasg addressed.

7.1. Socio economic characteristics of the respondents
7.1.1.Religion

Table 4.1Distribution of sample household heads by Religion

Frequency
Name of Religion
No Percent
Orthodox Christians 52 43.3
Protestant Christians 67 55.8
Muslims 1 0.8
Total 120 100.0

(Source, Field survey 2010)

According to the researcher’s survey data (tahlg, #rotestant Christian constitute the
major share (55.8%) followed by Orthodox (43.3%) &fuslims 0.8%. The participants
in the interview are all farmers which happenedaashance factor in their random
selection process.
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7.1.2.Sex of household heads

Table 4.2 Distribution of sample Household headSéy

Frequency
Sex No Percent
Male 102 85.0
Female 18 15.0
Total 120 100.0

(Source, Field survey 2010)

Table 4.2 shows that overwhelming majority of Hdwudd heads (85%) are males. These
male household heads include father or elder sbey have the roles of farming or

cultivation, harvesting, business life sustenarotiigy.

In some families female household heads have egapbnsibility with families headed
by male household heads to manage their familieso/lingly, this accounts relatively

the lowest share (only 15%) of the sampled poputati
7.1.3.Family size of sample household heads

Table 4.3 Distribution of sample Household headfabyily size

Frequency
Family size
No Percent
Below 3 22 18.3
Between 3-5 38 31.7
Above 5 60 50.0
Total 120 100.0

(Source, Field survey 2010)
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With regard to the family size of the concerned deholds, the largest share (50%) is
that of households having >5 members. It is followsy household containing 3-5

members (31.7%) per family and <3 members (18.&%pactively.

It is obvious that large family size may resulsufficiency of basic needs of family
members unless the households increase their inpooaeiction by having extra efforts
in their day to day works. As can be concluded frdm figure and interview of
households, the habit of family planning is poorthe area. So, people tended to have
large family numbers.

7.1.4.Age of sample household heads

Table 4.4 Distribution of household heads by ageigs

Age groups Frequency
No Percent
Between 15-64 years 77 64.2
Above 64 years 43 35.8
Total 120 100.0

(Source, Field survey 2010)

About 64.2% (77) of the sample household headsvdhén the age range of 15-64 years
which is known as ‘working age’ or ‘independentatahe rest 43 individuals or 35.8%
are above 64. So, this implies there are relativ@bher numbers of working age
household heads who can perform key activitiesfemaly, like farming and harvesting.

There are also factors which hinder the househeddif from performing such activities.
This includes lack of work ethics and the like. §kthical behaviour, in turn, influences
the economic level of the household.
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7.1.5.0ccupation of sample household heads

Table 4.5 Distribution of sample household headsdnyipation

Frequency
Occupation
No Percent
Agriculture 98 81.7
Business 15 12.5
Government worker 7 5.8
Total 120 100.0

(Source, Field survey 2010)
Agriculture is the back bone of Ethiopian econommy general and rural areas in
particular. According to the survey, 98 individuats81% out of sample household heads
of Masha Woreda are engaged in agricultural a@witThis figure is the highest of all

economic activities performed in rural areas of\tereda.

Another activity being performed in this area isimess activity in which about 12.5% of
the rural households are engaged which involvesae@ions of domestic farm products
like cereals and manufactured goods like textitmsisumable goods and agricultural

equipments generally in the small rural markets\aliage shops.

A small share here is accounted for by governmempl@yees like health extension
workers, agricultural professionals and teachers dWvell in the Woreda Kebeles and
have their own families depending on their salaries
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7.1.6.Education of sample household heads

Table 4.6 Distribution of sample household headsdycation levels

Frequency
Education level
No Percent

llliterate 43 35.8
Primary school complete 60 50.0
Secondary school complete 12 10.0
Higher Education graduate 5 4.2
Total 120 100.0

(Source, Field survey 2010)

Education is crucial for better living in the warkeconomically as well as systematically.
Even then, due to lack of awareness about its adgas, most of the rural dwellers are
not concerned about it. This can be reflected ey tteluctance to send their children to
the schools. Even if they send their children, tdey't give careful follow up to it and
don’t motivate them to continue their EducationisT$ituation led most of rural dwellers
to stay remain illiterate or only to complete the@rimary level education without

continuing up to college and university levels.

The survey results of this research also show arrpihitterns where there are 43 illiterate
household heads out of 120 respondents and 60 (5@¥® completed their primary
school Education. Only 10% and 4.2% have attairier t12 and higher education
graduations respectively. Higher education graduateluded government workers like
health professionals, teachers and agriculturalkersr who graduated from their

respective training institutions.

This situation indicates that more should be danenéke them aware of the needs of
education in human life and society. Educationéshiase for decision makings in uses of

different social services like health services, édion etc as well as adoption to modern
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inputs in farming techniques. The interest towarsisg existing social services is greater

among in families of with better Educational backgrds.
7.1.7.Family monthly income

Fig 4.2 Distribution of sample households by mgnthcome

13%

O Below 650 birr

B Between 650-1200 birf

O Above 1200 birr

54%
33%

(Source, Field surve@20)

The income of households depends on the econortiigtias they are engaged in and
thus, it varies from household to household. Itlectt the financial capacity of
households for fulfilling their basic needs, liketbing, food, shelter and higher wants of
services like education, health, electricity etaeTecisions on use of such paid services

depends on the income level of the.

As the main economic activity of the majority oétpopulation in rural areas of Ethiopia
is agriculture, their income source depends onlythos activity. Their income varies
according to their agricultural outputs, which igj@estion of farm size, use of modern

techniques and inputs etc. The availability of madgystems in rural areas is still very
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low. Hence, farmers of Masha Woreda increase girenluctions only by increasing their

farm which is vulnerable to natural hazards or mities.

Accordingly, as the figure 4.2 shows, the highestber of households (65) constituting
54.2% of total sample fall within the income raragfebelow 650 ETB per month for all

sources. Forty individuals (33.3%) have income ketw650 - 1200 ETB per month
followed by 15 households (12.5%) getting aboveO12UB per month.

7.2. Health services accessibility to households’ and rsee
provisions.

7.2.1. Cluster form of health service delivery system

As to the responses of interviewees, the mechandewveloped for health service

provisions at health centres are very weak. It dbesonsider the socio economic

situations of the households and physical featofethe area. The responses of the
interviewed health sector officials, pointed to thkister system of health service
provision in the Woreda, arranged, keeping in vidve geographical proximity of the

Kebeles to each other. In this pattern there actusters consisting of 1 health centre

each at their nucleuses serving about 5-9 Kebetesd the health centre.

Even though this clustering system is the bestalimcating existing health centres with
the Kebeles to give service for the whole communityis not carefully studied to
consider the environmental impediments beyond ggidgcal proximity like roads, relief
features and population of the respective Keb@&esit is unattainable in such a way that
it takes more time to go from Kebeles to their pusl health centre. This may lead to the

refusals of households to use the services.

The connecting roads are very long and not suitalliley are muddy and pass through
rugged terrains, and distant. As Masha town is dagital of the Woreda, there are
Kebeles clustered far away from their nucleus heedintres but near Masha town. For
example: Keji is at about 1 hour distance from Mastwn but is included in cluster of
Chago which is at about 3 hours distance from Keégire, there is a problem with the

availability of roads connecting the clusters wvittleir respective Kebeles. This indicates
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that this cluster system did not consider the sgi incapability to be addressed by the

services due to the above factors.

Table 4.7General features of health institution in KebeleMasha Woreda

Directly Distance from| Health institution of the
Name of the] Name of the| Included connecting its Kebele
cluster nucleus health Kebeles Roads with| nucleus health | Health post Health
centre the nucleug centre in hourg centre
health centre | on foot
Degele v v
Degele Degele health Atile Yes** 1:30hrs v
cluster centre Karina Yes 1hr v
Gembeka Yes** 2:00hrs v
Yeshi Akako No 2:00hrs v
Chago v v
Chago  health Yepo Yes 1:00hr v
Chago centre Kewo Yes 1:00hr v
cluster Shibo Yes 1:30hrs v
Uwa No** 2:30s v
Keji No** 3:00hrs 4
Wollo Yes 1:30hrs v
Beto Yes 1:30hrs v
Abelo Yes** 1:30hrs v
Yina Yes v v
Yina cluster | Yina health| Kanga Yes 1:30hrs v
centre Gada Yes 1:00hr v
Gatimo Yes 1:00hr v
Ateso Yes ** 2:00hrs v

** shows Kebeles which have long distances fronirthecleus health centre

(Source, Masha Woreda health department)
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7.2.2. Distance of health institutions

Table 4.8 Distribution of sample households by tialeen to travel to the nearest health

institution
Frequency
Time taken
No Percent
Below 1 hour 86 71.7
Between 1-3 hours 34 28.3
Total 120 100.0

(Source, Field survey 2010)

As health service is a very significant need of haorbeings, there should be an efficient
and fair service delivery system which can keepstrwice seekers in a close proximity
to the delivery points. Unless and otherwise, aviserseeker cannot be effectively
provided with the services and gaps will be credenveen the seekers and providers of

the services.

In most of the rural areas the relief features tn@settlement patterns are not regular.
The relief features in the area are mountainousd#fidult to be traversed by the sick to
reach the health centres. The settlements of theelks are also dispersed in which it
becomes very difficult to provide all the sociahsees needed by the individuals as per
norms. In Masha Woreda most of the Kebeles arergpbgally wide spread and the
population is settled in a fragmented pattern asxesmplified by about 28.3% or 34
sample households, who reside within a range ofhb&s distance from the nearest
health institution (health post in this case) witavelled on foot. The rest 71.7 % are

settled within 1 hour travel distance from the Lrepbsts of the respective Kebeles.
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7.2.3.Mode of Transport

Table 4.9 Distribution of sample household headsrimgle of transport used to reach

health institutions

Frequency
Mode of Transport
No Percent
On foot 73 60.8
Pack animals 47 39.2
Total 120 100.0

(Source, Field survey 2010)

As the travel distance to the service point incesathe seekers will either tend to ignore
using it or make suitable environments to use itgbing up to the service point like

using pack animals and forced to go on foot. Betl#vel of ignorance may depend on
the type of needed service whether it is most basimot. For example there is a
difference in households’ readiness to go to thentan need of health service and
electric or telecommunication service. People wilid more to go to town to use health

service than telecommunication service.

In this Woreda, according to the results of the®arsurvey, all the sampled households
use health services even if it is far away fromirtivédlages. The service seekers use
either pack animal (39.2%) or travel on foot (60)8%he Woreda lacks auto vehicular
transportation routes except the Gore-Teppi mainorable road passing through the

Masha town.

The probability to use pack animals depends orhtheseholds’ economic level to have
such pack animals like horse, mule and donkey. &hesonomically incapable to buy

such pack animals, are forced to go on foot.

55



7.2.4.Health human resources in the Woreda

Table 4.10 Health workers to population ratio ia fample Kebeles

Sampled Kebeles Population in 2002  Healthy extenskbEWSs to populatior]
workers ratio

Yeshi Akako 1316 2 1:658

Ateso 2237 1 1:2237

Wolo 3702 2 1:1851

Yepo 654 2 1:327

(Source, Masha Woredadith department)

As to the responses of interviewees, there arefénmale health extension workers in
their Kebeles who were trained for one year at e and Vocational Schools. They
were selected from their respective Kebeles acogriti their educational status.

Health worker to population ratio is the proportiointhe number of people being taken
care of by 1 health worker. It is obtained by dingithe total population with the number
of health workers. Accordingly this ratio in sampl&ebeles of Masha Woreda is
indicated in table 4.10; the ratio in Kebeles hgvanly one HEW is relatively higher

than that of others. This, in turn, adds work buarda the respective HEW to service the

total population alone.

The areas of the Kebeles are very large and thedholds are residing at different
distances from the health posts. So, the healtnsiin workers have to work more to
serve this large number of population in a largengj area. For example one service
delivery mechanism by health extension programoisvisit households’ houses and

families for health related consulting and edu@atssues, which is a time taking process.

On the other hand, when the health extension weréer visiting the houses for health
issues, the work at the health post is virtualypped. Then the service seekers at the

health post stay without service providers. Sotelshould be enough number of health
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extension workers to fill the gap. The interviewsaggested that the government should

increase the number of workers to 4 or 5.

Table 4.11 Number of total health personnel inWe@eda

Profession Number

w
ol

Health Service Extension Work

Midwives

Clinical Nurse

Suppctive Staffe

Pharmacis

Cleaner

Junior Clinical Nurse

Public health service work

Guard:

W W N NP W o W

Health Service Extension supervis

(o]
o

Total

(Source, Masha Woredadith department)

As to table 4.11, there are only three health esttensupervisors supervising 35 HEWs
in 19 Kebeles. This figure shows very limited swmmon in the Woreda where 1 health
extension work supervisor has to supervise at &sbeles in a Woreda which has high
and increasing population pressure, lack suitaialesportation facilities as well as has

large areal coverage with rugged terrain.

The pressure of work on the supervisors was alsdiroted by the responses of some
Health Extension workers, who claimed that thesdtheextension work supervisors are

very busy going here and there to supervise th& aall Kebeles.
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Table 4.12 Required health service manpower in basloreda according to BPR in

Educational levels.

Required manpowe| Educational levl Current Required at Wored
(Professions) Numbers level
Health Office Degres 0 9
Midwives Diplome 3 9
Clinical Nurse Degres 5 15
Laboratory Technicial Degres 3 9
Pharmacis Degres 1 6
Messenge! - 2 6
Junior Clinical Nurse Diplome 1 3
Public Nurse Diploma anc| 1 3
Degree

(Source, Masha Woredadith department)

The above table 4.12 relates to the required numbkealth workers in a given health
centre in accordance with standard put by MOH irRB&hd the current manpower
available. Accordingly, there is a big gap betwdlea required and the present. This

shows little works in health worker employing atnof the department

In order to minimize the problems of money in emypig HEWSs the health department
should do efforts like asking for additional budfreim government, participating some
NGOs which can give any help to the sector, englihie health institutions to strengthen

their financial capacities by creating their incosoairce and the like.
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7.2.5.Availability of health extension workers

Table 4.13 Opinions of sample household heads eseRce of health workers when

needed
Frequency
Opinions
No Percent
Yes always 43 35.8
Some times 65 54.2
Not at all 12 10.0
Total 120 100.0

(Source, Field surve@T0)

According to undertaken survey, from the sampletidfe dwellers, about 35.8% agreed
that the HEWs are always available at their in8tihs waiting for serving the service
seekers, while 54.2% confirmed their occasion presdut remaining 10% completely
denied their presence at the health institutiomslyT it may not mean their reluctance, to
provide services rather they might be for servimg ¢community by house to house visit
for health issues. To this extent, the responsé®ailth service extension workers on this
issue, refers to the pressure of work at the offiee in the field. Further, they argue that
to cover the wide extent of Kebeles is beyond thgabilities of only 2 and some only 1
HEW. This should also be looked by careful follopiHoy the supervisors on the day to

day performances of health extension workers.

Health extension workers at the health posts ardadt choices to the villagers to receive
health services from their respective health pdSts. there should be a close relation
between the HEWs and the societies in utilizatibrseyvices and other health related
issues. The health workers should also be awarhedf role in the society and the
responsibility given by the body that employed théihese include work ethicises like

punctuality, cordial behaviour and the like.

59



Table 4.14 Distribution of sample household headpglaces of health services

_ Frequency
Health service places
No Percent
From the health institution of the Kebele 58 48.3
From the health institution other than the Keb] 62 51.7
Total 120 100.0

(Source, Field survey 2010)

Even though there are health posts in each Kebsbese of the inhabitants prefer to use
health institutions of other Kebeles, especiallg tiealth centres at the capital of the

Woreda: Masha.

The figure in the table 4.14 shows that, 58 (48.38%)the households use health
institutions other than the health post at theind¢ebeles and the rest 62 (52.7%) use
their health posts. This indicates that the pres@fi@ny health institution in a given area
doesn’'t mean that the society is fully satisfiedthwthe service provisions at the
institutions. So, there should be assessmentsegbéhformances of the sector within the

given inputs.

With regard to the constraints of transportatidnsiobserved that people either go on
foot or use pack animals to reach the service pafiriheir Kebele. But there are more
significant challenges than the transportation tangs that make the society to prefer
the next farther but relatively the better seryoment: such as availability of medicines

and efficient treatments.
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Table 4.15 Distribution of sample households byupation and location of service

institutions
Health service institutions used
Health institution of thi| Health institutior Total
Family occupation Kebele other than the Kebelg
% of
No % of column No % of column| No | column
No 53 91.38% 45 | 72.58% 98 | 81.67¥
Agriculture | % of | - 54.08% - 45.9% - 100.00¥
rows
Busines No 3 5.17% 12 19.35¥% 15 | 12.50%
% of|- 20% - 80% - 100.00¥
rows
Governmen | No 2 3.45% 5 8.06% 7 5.83%
work % of|- 28.55Y% - 71.45% - 100.00¥
rows
Total No 58 10C.00% 62 100.00% 12C | 100.00Y
%of |- 48.33% - 51.67Y% - 100.00¥
rows

(Source, Field surve@T0)

Based on the distribution in table 4.15, it canriferred that service seekers have better
preference for health posts of their Kebeles astlmn whole 51.67% of sample
households attend the health post out of their Ksbén analysis based on occupations
reveals that farmers, probably due to financialst@ints, has to rely more on the health
posts of their own Kebeles as 54.08% of the saffiapieers are using it. Things are quite
different with households engaged in occupatiohemothan farming. For example 80%
of the sample households engaged in business hafergnce for health posts of other

Kebeles. A similar pattern is also presented byegawient workers as 71.45% are using
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the health posts other than that of their own Keb8lch attitudes might be attributed to

their financial ability to choose among the basgspective of transport or other costs.

Table 4.16 Distribution of sample households by ikarvionthly income and place
where family members get health service

Family Monthly | Place where family members get health ser Total
salary From the healtl| From the health institlon
institution of the Kebele other than the Kebele
%of
No % of column No % of column No | column
Below  650| No 32 55.1% 33 53.2: 65 | 54.1¢
birr % of| - 49.2¢ - 50.7% - 10C
row
Between 65- | No 19 32.7¢ 21 33.87 40 | 33.3¢
1200 birr % of| - 47.% - 52.t - 10C
row
Above 100 | No 7 12.0¢ 8 12.¢ 15 |12k
birr % of| - 46.7 - 53.5 - 10C
row
Total No 58 10C 62 10C 12C | 10C
% of|- 48.2 - 51.7 - 10C
row

(Source, Field survey 2010)

According to family monthly income and place wh&amily members get health service
Cross tabulation, there is another reflection & thoice for service points in terms of
income levels of households in which those poom&s who have less than 650 ETB
per month use the health posts of their Kebeles iBhdue to transportation constraints
and the cost of going to health posts out of tKeibele. Accordingly, the researcher also

interviewed whether low income level forces housdfhimot to use health institutions:

62



and realized that people borrow money from relatiaed get health services. But as the

income level decreased much, households tenduseaefsing health institutions.

Generally, as we move from low income family tothigcome family the preference to
use their Kebele health post will decrease. Thizeisause of the need to get service from
a next higher service point. The transportationfiadifty is minimized for such
households by their ability to buy pack animalshwtlie money they earn. Accordingly,
53.3% of sample households with income ranges <h#@(orefers health posts out of
their Kebele.

7.2.6.0ccupation vs. Monthly income

Table 4.17 Distribution of sample households inupation and monthly income

Occupatiol Monthly incom Total
Below 650 bir | Between  65- | Above  120C
1200 birr birr
No | % in| No | % in| No | % in| No | % in
column column column column
Agriculture No 58 | 89.2¢ 28 | 70.C 12 | 80 98 | 81.7
% in| - 59.2¢ - 28.¢ - 12.2 - 10C
row
Busines No 5 | 7.7 9 22.F 1 |6.7 15 | 12t
% in| - 33.3¢ - 60.( - 6.7 - 100
row
Governmen No 2 |31 3 7.t 2 | 13: 7 5.
worker
% in| - 28.€ - 42.¢ - 28.¢ - 10C
row
Total No 65 | 10C 40 | 10C 15 | 10C 12C | 10C
% in|- |54.z - 33.3¢ - 12.t - 10C
row

(Source, Field surve@10)
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Analysis of occupation by income reveals that, agnthre sampled farmers, 59.2% earn
<650 birr per month while 28.6% and 12.2% earn $300 birr and >1200 birr
respectively. Among the business people, thereomimiance of middle group (60%),
only 33.3% and 6.75 are earning <650 and >1200&spectively. As to the government
workers, 42.8% have income 650-1200 birr while 28&ach are sharing the other two
categories.

Table 4.18 Distribution of sample households by rb@sons why they use institutions
other than their Kebele

Reasons Frequency Percent
Inefficiency of medicines of the Kebd8 12.9
health post
Higher service cost 2 3.2
Skilfulness of workers 12 19.3
Non availability of needed medicines in §40 64.5
institution
Total 62 100.0

(Source, Field survey 2010)

There are different reasons raised by the useathefr health posts with regard to their
preferences to health post of other Kebeles. Tiukided the belief in curing capacity of
medicines being given, the expensiveness of thecgecosts, incapability of the workers
to fulfil their task professionally (professionalindwledge) and the deficiency of
medicines which are frequently needed by the serseekers. These factors account 8
(12.9%), 2 (3.2%), 12 (19.3%) and 46 (64.5%) reSpely from the sampled household
heads.
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Due to the absence of private or any other goventeh@harmacy in the area, majority
of households (51.7%) use private pharmacy or ofleaith institution of the nearest

Kebele for health services or purchase of medicines

Fig 4.3 Distribution of sample household heads byntly visit to their house by

health extension workers

60.00% O Never visit
at all
50.00% Bm1Time
O Between 2
40.00% 4 times
OAbove 4
30.00% - times
20.00% -
10.00% -
0.00% —1, . . ]

(Source, Field survey 2010)

One of the activities of HEWs which targeted atvprgive strategy is enabling the
household prevent disease transmission. This i€ dgncreating awareness through
health educations by health extension workers titohouse to house visit. This
awareness creation can be achieved by HEWs’ cafelfolw-up of the successes’ of
households and also households’ should appropriateplement what is taught by
HEWSs. Accordingly this data in bar graph (fig. 4iBjlicates that (67) or 55.8% of the
samples’ houses are visited by HEWs 1 time, (373M08% between 2-4 times, (2)1.7%
above 4 times and (14) 11.7% not visited at allrpenth. In the above line chart as we
move to higher frequency of visiting family houdbe percentage will decrease. This

shows gaps in follow-up the activities of housebaldhealth issues by HEWSs.
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Table 4.19 Provisions of health education to thelthss by health extension workers

Type of Answer Frequency
No Percent
Yes 82 68.3
No 38 31.7
Total 120 100.0

(Source, Field survey 2010)

Health education is a means by which health extensrkers give a clear knowledge of
health related issues. These issues include digg@sention, personal hygiene and
environmental protection. This education promotégathy environment for the healthy
life of the society. This health education can Omiistered by health extension workers

or other guests in a health institution or in tbe$eholds’ houses.

About 68.3% of the samples agreed on presence aithheducation at their Kebeles.
Health knowledge of a household determines oveagtivities that an individual make
towards every aspect of diseases beginning fromwvikgpthe nature and type of disease

to its controlling mechanisms.

Table 4.20 Personnel who give health educatiothi®households

[Resource person Frequency
No Percent
Health extension workers 74 61.7
Other guests 8 6.7
Total 82 68.3

(Source, Field survey 2010)
Concerning the resource person administering healtitation, according to the data in
table 4.22, 90.2% of the households who agreed télpresence of health education in
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the kebele, indicated that it is given by healtteagion workers for the remaining 9.8%
it was by guest personnel. This shows the absehskasing experiences among health
workers of Kebeles and reluctance to invite praotesss from Woreda health centres or
elsewhere as guests to educate the community ohlthhesated issues. Sharing

experiences help the communities to know the egpees of other health professionals
towards addressing issues and working for publinebts. Since, health extension
workers are one year graduates from Technical amchtobnal Schools; they may not
have in-depth knowledge of their professions. ey tshould invite experienced guests
both to get additional knowledge for themselves dmehlth education for the

communities.

Table 4.21 Distribution of sample households by dttgudes to use health institutions

when needed

Frequency
Type of Answer
No Percent
Yes 78 65.0
No 42 35.0
Total 120 100.0

(Source, Field survey 2010)

Concerning the opinion on whether to use healttitut®ns as and when needed, 65% of
the sample population were positive, believing loa importance of this service sector

and have an interest to use it. The rest 35% showedindifference.

Some of the challenges which result in such intbfiee to health services include
income level (paying capacity for the services)tld households; as the decrees in
income leads to the decrease in using social svence cannot pay for the use,
availability of service points at short distances €asy access, education level of the
service seekers and the like.
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7.3. The main challenges of public health service proviens at the

Kebeles

7.3.1.Lack of health infrastructures in health posts

The health sector officials indicated that the majmallenge to the smooth functioning of
the provision of health service in the Woreda latezl to supply side, caused by lack of
financial resources to purchase the required sepplThese required supplies include
medicines, needles, gloves, refrigerators andikee The financial allocations and the
donations from NGOs didn’t fully address the oviegaps. In order to overcome the
financial shortages, the Woreda department is wgrkowards searching for donating
agents and planning to implement a process by whedith posts should financially

build themselves by renting their free lands whibby have at their compounds for
farming.

Another challenging factor in this Woreda'’s hea#nvice provision is the lack of health
infrastructures, inefficient numbers of the exigtimaterials and the like. Due to this
challenge, only minor treatments are given at tlealth posts and more complex

problems are referred to the next higher healttitirtieon.

In this system, there is lack of enough medicalises at the health posts. There are no
private or government pharmacies nearby to geh#esled medicines. This problem is
very serious among farmers during emergencies, fliiddeng from the trees, cuts,

bleedings and other accidents. In the cluster hheadntres, also there are the same
problems in which the medical supplies and the iserusers are oppositely related

shortages of medicines are also visible.

Other problem related to the infrastructural sy the heath centres is the untimely
replacement of some finished materials. Even tldeirdtruments in the institutions are
reused. This is caused due to financial constramtke institutions. So, the government
and the officials at the respective levels showddssess these challenges and make

appropriate interventions, as suggested from tlusdtmlds of some selected Kebeles.
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These respondents also put a suggestion to sobge throblems. As rural areas have
combined problems of transportation and others dimpents the government should
have to formulate appropriate budget allocationrmida and maximize the budgetary
capacity to the sector. Generally, basing on tepaeses of the interviewees, the health
sector officials should put pressure on governmertonsider such backward areas in
service provision and they have to expose the eemtiioblem by raising them on the
annual conferences and meetings at National andofaglevels. There should be a
sector wise cooperation to tackle such deficien@esh cooperation can be by granting,

lending and borrowing money to and from each other.
7.3.2.Service coverage at the health posts

The service coverage at the health post level th peeventive and promotivpes.
Even though this strategy is crucial and very tymiel prevent diseases and to make
households knowledgeable in health issues, it shgule prior concern to curative
interventions. As we know, most of dwellers in tufabeles of Ethiopia are victims of
infectious diseases and epidemics. So, treatméthe &ealth post should extend beyond

treating minor diseases and health education éovi@ntion to complex aliments.
7.3.3.Poor relationship between health workers and the acomunity

According to the interviews, personal problemsteslato the health extension workers
are many. As health extension workers are key$aohealth service provisions of the
rural society, they should be cooperative to peagiem they are serving. In this regard,
most of the health extension workers lack propedioz ethics of politeness and

adjustability. Their way of handling the serviceslsers is very poor, harsh and even
revengeful at times due to their personal neighthood problems. Such revenges may go
even to the level of on some pretext or the otlikeslack of materials; working hours

etc. Another major aspect is their punctuality @anelsence at the centre. Invariably they

abstain from the institutions on weekends, salamscetc.
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7.3.4.Work dissatisfaction as the problem for careless sece provision

Similar to the responses of households, the hexddnsion workers also believe in the
shortage of skilled manpower per Kebele to sereddlge population. Another cause of
dissatisfaction, reported by them was the insudficy of their monthly salary, which is
less than 1000 birr per month by working every d&y, in order to sustain, they are also
engaged in some agricultural activities like cwtien of vegetables. Here, the two
activities clash, resulting in gaps like absenteeand non-punctuality. Even if they
know that it is improper, but they have to do it tbeir survival. Other cause for their
dissatisfaction is the lack of opportunity to uptgaheir educational qualifications. This
arouses among them the feeling that they have dougnas HEW only. Such ideas

impede their performances.

7.3.5.Social problems of Health Extension workers and ldc of

community collaboration in health service sector

Deficiency of basic needs like housing is anothebjem for health extension workers.
This indirectly affects the delivery of service pigions and can result in change the

Kebeles or change of their professions for bett@rd conditions.

Concerning this, the interviewees, suggested tlatiebele administration should take

care of fulfilling such basic needs of health esten workers.

Another challenge posed by health extension workers the carelessness of the Kebele
dwellers and administration in caring this sengegetor as their own property probably,
because of lack of sense of ownership among théletwef the Kebele. There is also
lack of coordination among households using theseices, health workers working at

the sector and health sector officials monitorimg sector.

7.3.6.Households’ reluctance

One of the challenges related to the householdbesteluctance of some households to

use the provided services and to implement the esigms of the health service
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extension workers on their health affairs. Thisfum, retards the rate of successes. It
results in moral unrest among the health extensiorkers who expect faster results of

their hard work.

As the interviewees said, more should be done dkldahe challenges of this service
sector in Kebeles with respect to the growing dedeaof the population to the service.
This includes: discussion with the Kebele admraigin to cooperate and play their own
role in minimizing the challenges of this servgesctor, reporting the challenges to the
highest body before they become very serious, lglogerking with the society to be

flexible in receiving and implementing what theybadearnt from the health extension

worker.
7.3.7.Challenges of ever-increasing demands

As the interviewees said that more should be doradkle the challenges of this service

sector in Kebeles with respect to the growing detsaf the population to the service.

7.3.8.Managerial gap to handle health workers and to mange the

sector
At Woreda level, the health sector is staffed bgfessional workforce with their
specific roles. These staffs include rural healttvalopment, transmitted disease
prevention and control board, multi-sectoral HIMDE control and prevention board,

health human resource management board and the like

Another challenge indicated by the intervieweeshis inappropriate handling of the
health extension workers by the management at tleredd health department.
Accordingly, there is no close professional relationong the workers and the officials.
They are working independently. Since any serviaipion needs a close interaction
between the serving and the management, the healtkers and the managerial body

should closely interact towards the efficient seeyprovision in this Woreda.
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According to the interviewees there are supersisssigned by the Woreda health
department to supervise the activities of each KebBut these supervisors are not

careful in supervising.

There are also problems related with lack of gisalithealth sector managers who are
accountable and transparent.

The interviewees also indicated that the problerrasfsportation is also very serious for
both supplying the needed materials and makingsassnts especially at summer
seasons. In order to confront the problem of trartaion vehicles the officials are using

bicycles and pack animals to go to rural villagastiie assessment purposes.

Another problem which health sector officials forded is the absence of problem
solving researches in the sector to study the oggsituations. They indicated that the

workers have no interest towards research worldifeerent issues of health services.

The health department has to motivate the rese@remel sponsor the works by pointing
out researchable topics which can be urgent anolgmrosolving in this service sector for

the research and finally rewarding them accordingly
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CHAPTER FIVE
8. CONCLUSIONS AND RECOMMENDATIONS

8.1. Conclusions
Health service is one of the crucial componentsulflic services that need collaborative
efforts of concerned bodies to its success. As ldipservice, health sector can face

many challenges in its provision for the community.

This thesis is done on the appraisal of the prowmisif health service in Masha Woreda of
Sheka Zone in SNNPR. After careful analysis ofexikd data, the researcher drawn the

following conclusions related to the study issuéhim area.

The study area is located on south western Ethiapid inhabited by majority of
Shekacho people. The economic activity in the asemixed farming which includes
cultivation of food crops and animal rearing. Thésed crops include maize, wheat,
barley, teff and the like. There is also productaincash crops like coffee and honey.
Animal products include sheep, goats, hens, covasathers for their milk and meat

products.

This Woreda has a total population of 38,131 wiughsists of 18,733 male and 19,398

female populations in 2003.

The health service provision of this Woreda is nured by health department at Masha
town. This health department is responsible foisiee making, planning and budgeting

of the activities of the sector in the Woreda.

Health service in this Woreda is provided by usilgealth centres and 19 health posts.
These 3 health centres are located at three diffétebeles in a way that all Kebeles can
be served by the existing health centres. Heal8tspat each Kebeles are operated by
their respective health extension workers. Thes&\VblEare one year graduate from

technical and vocational schools and all are female
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Specifically the health service delivery systemtled Woreda is called cluster system.
This is the system in which all Kebeles at clogexmity to one of the health centres are
assigned to use that health centre which is nesrébem. So, health issues which can’t
be solved by health post are treated by the neaesdth centre. In this system it is
needed for both health institutions to cooperatgetioer and work properly. The health
posts are responsible for serving the society wlith existing resources. In Masha
Woreda, health service extension programme is sigael by 3 supervisors assigned at
each three clusters. These supervisors have angbpity of assessing the activities of
health extension workers and reporting to the Waieshlth department if problems face.

However these supervisors are not fully devotirerttime for this supervision.

As a public sector there are problems which cadédrithe full and efficient provision of
health services at a community. This includes:

* Lack of skilled health man power especially at titeglosts of Kebeles and
managerial levels.

» Lack of medicinal supply at health posts and slyertaf financial capacity to
employ health workers at the Woreda level

» llliteracy of most of the community that creategogaf awareness about health
issues.

* Limitation of service provision at health postsmimor treatments while most of
the diseases at rural areas are infectious diseaskgpidemics those need very
urgent and careful control.

» Lack of enough transportation facilities among Kebethat hinder the free
movement of service providers and service seekers.

» Carelessness of health workers to service providiom to work dissatisfaction
that is caused by reasons like salary incrementaadof further education.

» Lack of free discussion among the workers and trengunity on problems that
challenge the effective delivery of this service.

» Lack of habit of free discussions of the concerhedies on every health related
problems in the Woreda.

» Lack of problem solving researches on the sector.
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8.2.

Absence of transparency among top level managerthalower workers.
Absence of accountability of workers and habit afrking together for their
goals.

Natural challenges that impede supportive assessmespecially in rainy
seasons. Example roads of rugged terrain, muddy do@&ing summer seasons
and the like.

Recommendations

In this thesis the activities of health workers dmslth sector administrators in Masha

Woreda were assessed. The challenges hinderifglitelivery were also raised. There

are also views of the respondents collected dutatg collection on ways how to bring

an efficient and effective delivery of health sees by minimizing the challenges and its

effects in MashaWoreda.

By taking into consideration the challenge minim@i mechanisms posed by the

respondents, the researcher given the followingmegendations.

Hence each and every service sector needs cateftihg of the workers to
provide effective and efficient services to the ocamity, careful staffing with
efforts of transparency and accountability of therkers at all levels of work
from managers to implementers in the Woreda haaittor is a crucial aspect.
Much of the financial capacities of health servéeetors in Africa is donations
from NGOs, so the Woreda health department has tmate to increase the role
of NGOs in health sector of the Woreda. This cash\aalue of financial resources
of the sector through monetary donation and prasasshelp.

Since research is a base for problem solving; tbegda health department has to
be responsible for motivation of researchers. Téa® be done by giving
researchable topics, careful advice to their rebem; financial sponsorship and
the like. So that, further studies will be done te availabilities of health

extension workers in the sector.
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Open and round table discussion of the concerragtied including selected
individuals from the service seeking community éeded on the problems of the
sector because if challenges brought to discussi@ndiscussant can give their
own views on it minimization and these views cantlee best solution to the
problem indicated.

Creating awareness on health service utilizatiooragrthe society is crucial. This
can be achieved by training of the health extengiorkers on how to fully utilize
the existing health services and health extensiorkevs to further educate the
society.

Identifying a model health post and model healthrkes and motivate it by
awarding like financial, material grants as wellethicational opportunities for
HEWSs. This can motivate other health posts andtiheabrkers to follow the
experiences of the bests.

Inviting the communities to play their role in pteim solving actions like
construction of summer roads within rural villagexynstruction of health
institutions both in labour and finance to minimittee distance barrier of the
sector is crucial in the Woreda.

Since the cluster system of health service promigiothe Woreda didn’'t achieve
its aim of providing services to Kebeles with clopeoximity, modification of
cluster system of health service provision of ther¥da is needed in a way that
additional health centres should be constructedKiseles which are far from
their current nucleus health centre.

The supervisors should devote their time to codperath HEWs in each and
every aspect of health service provision rathen sgtaying in Masha town during
working time.

Urgent report of the problems to the higher bodgeasded, on the side of health
workers, for urgent reply is needed and suitabfdyrenust be given from the

concerning bodies.
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Appendix |

1. Questionnaires prepared for households

This questionnaire is prepared to collect relevdath for assessing the challenges of
health service provisions at community level in N&@dVoreda. Information obtained is

to be used only for study purpose and it will netused for other missions in any case.
Therefore, you are kindly requested to provide gemuesponse to the questions

accordingly for the success of the research.

So please put the symioh the appropriate box of the answer, as any where

needed or elaborate whenever required.

1.1 Households’ socio economic profile

1.1.1 Household head’s religion

Orthodox Christial_] Protestant Christial_] Musli(]
Other ]
1.1.2 Sex of households’ head
Male[ ] Female ]

1.1.3 Household size of the respondent househa@d he
Below 3 members [
Between 3-5 memberd ]
Above 5 members ]
1.1.4 Age of household head
Belo 15 years[ ]
Between 15 -64 yea ]
Above 64 year[ ]
1.1.5 Type of occupation households are engaged.
Agriculture ] Trade[ ] Govewentwork []Other [ ]
1.1.6 Educational status of households’ head

No education or illiterate (cahnead and write)[ ]
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Primary school complete (1-8) [ ]
Secondary school complete (9-[_]
Higher education gradual__]
1.1.7 Monthly average income of households’
Below 650 birr [ ]
Between 650-1200 bi]
Above 1200 birr []

1.2 Health service accessibility to households’ and sace provision.
1.2.1 How much time it takes to travel from ybouse to the nearest health centre?
Less than 1ho(_ ] Between 1-3 h{__] More than 3 hour{_]
1.2.2 What is the Health institution of your Kedie
Health pos|__] ClinicC_] & centre [ ] Hospital[ ]
Other private institution[ ] Norl ]

1.2.3 What mode of transportation do you use ttogihe nearest health facility of your

area?
Onfoot [ ] By ambulancd__]
Pack animald ] Public bus [ ]
By taxi ]

1.2.4 How much health workers are there in thathenstitution of your Kebele?
Lessthan{_] Between2-[ ] Morethan4 [ ]
1.2.5 Are these health workers always availabtéeit institution to serve the society?
Yes alway{ ] Stimes [ Noatall [
1.2.6 From where do you get health service if yeacdit?
From the institution of myle. [ ]
From the institution othernhay Kebele. [ ]
1.2.7 If you don't use the health institution ouymwn Kebele what may be the reasons?
Inefficiency of medicines of tKebele health pos|]
Higher service cos[_]
Skillfulness of workerd ]
Non availiability of nde medicmethe institutions[_]

1.2.8 From where do you buy medicines for your thegalirpose if you need?
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From my health institutio] ]
From other private pharmaq“_—|
None [_]
1.2.9 If you don’t buy medicines from the healtititution at your Kebele what is your
reason?
Our health institution has no medicineatneed ]
The medicine at my health institutioastly [ ]
Our Kebele has no private pharmac[ ]

1.2.10 Are there health service extension workeymar Kebele?

Yes[ ]
No []

1.2.11 If your answer for Q16 is ‘yes’, how manyalie service extension workers do
you have in your Kebele?
Lessthan 1 ] Between 2[ | Morethan4 [ ]
1.2.12 How many times do the health service extensiorkers visit your house for
health related issues per month?
Never visit at all ]
1time[ ]
Between 2-4 time[ ]
More than 4 timeq__]
1.2.13 Is there provision of community health ediocain your Kebele?
Yes [ ] No ]
1.2.14 If your answer for Q19 is ‘yes’, who teaclea?
Healthserviceextensionwork
Health workers other than health service extensiorkers [ ]
Other guest{__]
1.2.15 If you are sick do you prefer to go to Heaistitution?
Yes [] N

1.2.16 If your answer for Q19 is ‘NO’, what is yawason? Elaborate the reasons.
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1.2.18 What do you think may be the causes for peorice provisions in your Kebele?
Elaborate it...... ..o
1.2.18. What is needed of the community to improe public health service
provisions at this Kebele? Mentionit. .............coooiiiiiiianenn.
1.2.19 Generally, what do you think can be dondntprove public health service

provisions at this Kebele? Elaborate it? ...............ccccoe i
2. Questionnaires for Health workers

This questionnaire is prepared to collect relevdatta for assessing the challenges of
health service provision at community level in Mashoreda. Information obtained is to

be used only for study purpose and it will not sedifor other missions in any case.
Therefore, you are kindly requested to provide gemuesponse to the questions

accordingly for the success of the research.

So please put the symiidh the appropriate box of the answer, as any where

needed or elaborate whenever required.

2.1 What is your marital status?
Married [
Not married []
Divorced [__]
Other —
2.2 Educational level
University graduate and abd__]
College diplomq:
Other [
2.3 Your profession as a health worker.
Doctor[ ] Nurse [ ] Health officC__] Health service extension
worker [ ] Other[_]
2.4 How many health workers do you have at youitirtgon?
Less than 2[ ] Between 3| Morethan 6 [ ]
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2.5 Do you have a manager at your institution?

Yes [ ] No [ ]

2.6 Is your institution fully equipped with skitlenan power at all levels?

Yes | No[]
2.7 Is your institution is spacious enough to hold & @b service users at a time?
Yes [] ]
2.8 Do you have sufficient drug supply in your tieahstitution?
Yes[ ]
No [ ]
2.9 If your answer for Q8 is “No “specify the prebis.
A
B

2.10 Do you have limits on the number of patieht should be served in your health
institution per day?
Yes |
No [ ]

2.11 If your answer for Q10 is “yes” how many patg® .....................

2.12 Who is responsible for setting this limit? .....c.........

2.13 Who determines the price of medicines and igervcharges to the
USErs?....ccccccvvnnnnnnnn.

2.14 What considerations have been taken in fixomges of drugs and service
charges?...............

2.15 Does the collected revenue at the institutiover the cost for operating cost of the

institutions including prices of drugs?

Yes[ ]
No[ ]
2.16 If the answer for Q15 iS ‘NO" WNY?.....uueeeeeiiiiiiiiiieiieieeiieiieiieiveveeeeereeenrerereee e
2.17 Do you use the collected revenue for furthgraasion of the services and quality

improvements?

Yes[ ]
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No[]
2.18 What important services are missing at yoathanstitution as per the national
] 1= 110 F= U0 £ TTUT U U TR
2.19 Do your institution fulfil all the needs ofars?
Yes[ ] To some exte ] Notatall []
2.20 If your answer for Q19 is other than ‘yes’, avhare the deficiencies?

2.21 Do you report such deficiencies, if any, t@ tigher responsible body?
Yes [ ] oN []
2.22 If your answer for Q21 is yes, what was thEyw2 ............cccoiiiiiieeee,
2.23 Do all Kebele dwellers voluntary to use heaittitution if they need?
Yes[ ] Nd_ ]
2.24 1f your answer for Q23 is NO, what may berson?............ccce oo
2.25 Generally what do you think is the solutionitgprove public health service

provision at this Kebele? ...,
3. Questionnaires for health sector officials

This questionnaire is prepared to collect relevdattr for assessing the challenges of
health service provision at community level in MasNoreda. Information obtained is to

be used only for study purpose and it will not sedifor other missions in any case.
Therefore, you are kindly requested to provide gemuesponse to the questions

accordingly for the success of the research.

So please put the symbah the appropriate box of the answer, ag where

needed or elaborate whenever required.

1. Do you think the distribution of health faci in the Woreda is fair?
Yes[ ] No [ ]

2. If your answer for Q1lis ‘No’ what do you thinkeathe reasons?

3. Mention what programmes are included in stragegnd plans of providing health

services in Woreda level and how it is implemerged community level?.......

84



4. What are the main challenges being reported frenKebeles to the health department
for the need of SOIULIONT ... e

5. How do you think these challenges can be miredf2z..................cooooeiiiie.

6. What issues are considered at Woreda level amnohg for fair health service

provision in Kebeles of the Woreda? ...,

2. Interviews

2.1. Checklists for household interviews

* Job of interviewee

» Family size

* Number of health workers

« Distance of health post from house

* Preference for health services

* Availability of health workers at health instituti®

« Social relations of health workers with the comntyni

» Opinion to government reaction to the existencewoéessible and
qualified health services

 Relation between health service need and incomecdgmf households

» Challenges for use of health services

» Opinions towards alleviating the challenges

* Degree of households’ implementation of the ingtoms of health
workers to health issues

» Community’s role in minimizing the challenges ofeetive service
provision

* Service satisfaction

2.2. Checklists for health worker interviews

* Educational status
* Health institution

* Marital status
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» Work burden (weekly load)

* Number of health workers working together

» Medical supply

* Main challenges of provisions

* Mechanisms being implemented

» Report of challenges to the highest level instituiconcerning
institution)

* Reply of the concerned bodies to the report

2.3. CheckKlists for health sector officials interviews
» Health service delivery system of the Woreda
* Challenges

» Measures being taken to control the challenges
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