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Executive Summary 
The Tigray Regional Health Bureau in collaboration with the Ethiopian Public Health Association, the Federal Ministry of Health, Public Health Association of Tigray (PHAT) and UNICEF have taken the initiative to evaluate the competencies of their first batch of Health Extension Workers (HEWs) graduated and assigned in Health Posts of Tigray Region.

The assessment design and the tools prepared by the investigation team were reviewed in a one day workshop with staff members of FMOH, Tigray Regional Health Bureau, WHO and UNICEF. Experts working in Maternal & Child Health of Tigray Region conducted the data collection.
Quantitative tools were used to assess the knowledge and skills of HEWs, the supply mechanism, the availability of supportive supervision and follow-up. 74 HEWs were interviewed; they were working in 59 Health Posts in 10 districts or Woredas (random sample of Woredas, all Health Posts in sampled Woredas were visited).
In addition, three focus group discussions were held with HEWs who graduated from Mekelle and Axum TVETs (8 respondents in Southern Zone/7 in Central/6 in Western) to capture more in detail some aspects of their training, their attitude and interaction with other health workers, community health workers and with the community they are serving. 

Curriculum, training methodology, schools.

The curriculum addresses most of the health problems of the rural communities with a special focus on mothers and children. The curriculum is theoretical, some topics go beyond the capacity of the HEWs trainees, it fails to focus on the skills that the HEWs will need in her daily tasks.

The HEWs training modules do not include some of the key interventions that are useful for child survival and maternal health.

The schools visited lack handouts, reference and demonstration materials. Regardless of their area of expertise, most of the instructors were involved in teaching all modules in a given classroom (sanitarians teaching all MCH modules and nurses teaching environmental health).

The time devoted to build practical skills is limited (apprenticeship 1-2 months, theoretical lecture 10-11 months). Though there was a predetermined number of practical activities, in the end there was no there was no formal and practical evaluation conducted. 

Finally, hygiene and sanitation were taught as a theoretical topic, the environment of the school was not found to be favorable for putting what had been learned into practice.
Recommendations
· Include all basic high impact child survival interventions e.g. such as the use of antibiotics for the treatment of pneumonia at Health Post level;

· More attention to be given to gender and reduction of Harmful Traditional Practices.

· Integrate related intervention areas and reduce the total number of modules (presently 16) 

· Instructors should be teaching their area of expertise for optimal teaching/learning.

· Handouts/text books and demonstration materials to be available in the schools.
· A hygiene & sanitation condition of the training school to be improved as it is a model for the students and the community.

· More emphasis and more time to be given for practical sessions, activities related to skill development and apprenticeship (especially in the following areas: clean and safe delivery, cold chain management, assessment of the nutritional status…which was found to be very weak). This could be improved by linking the school to health facilities.

· The assessment of students needs to be systematic to ensure that they have acquired both the theoretical knowledge and the practical skills.
Presence of HEWs at duty station (Kebelle)

77% of HEWs (only 74 out of the 95 expected) were present in their Kebelle/duty station during the enumerators’ visit. Few of the HEWs assessed (12%) had been assigned to their Kebelle or Woreda at birth. Over 80% had not been assigned to a Kebelle of their choice.

Recommendations

· The community & Kebelle administration should be involved in the recruitment and assignment of HEWs to secure community ownership and commitment of the HEWs

· The Woreda Health Offices and the Kebelle administration should follow up on the HEWs, in case of frequent absenteeism appropriate measures should be taken which could include assigning the HEW to another location.
Knowledge and skills of HEWs

The HEWs scored best in questions/tasks related to family planning (FP), prevention of transmission of HIV/AIDS and EPI.

Over 90% of HEWs (71/74) were able to correctly answer at least 50% of the FP questions and over 78% (58/74) responded adequately to at least 75% of the questions related to HIV/AIDS.

For EPI however, while over 90% of the respondents (68/74) answers correctly to ¾ of the questions related to antigens, less than 10% (7/74) could respond to half of the questions related to cold chain and adequate vaccine storage. HEWs were found to be less competent in areas related to antenatal care (ANC).

The overall knowledge of HEWs on ANC was not satisfactory as only 27% could answer 75% of the questions/tasks. 
Conducting a clean/safe delivery is another area identified with important knowledge and skills gap with only 18 out of 74 HEWs (24%) able to answer adequately to 75% of the questions. Only 14 of the 74 HEWs interviewed had assisted at least one delivery.
HEWs were found to also have a very limited knowledge in nutrition overall and assessment of the nutritional status of children. 16%, 50%, 30% and 5% of HEWs gave adequate answers to 75% of the questions related to neonatal care, assessment and management of diarrhoeal disease/dehydration, assessment and treatment of fever/malaria and assessment of severity of ARI respectively. 33 out of 74 HEWs answered adequate to 75% of the questions related to hygiene/sanitation/environmental health.

Recommendations

· Promote/facilitate linkages with nearby health care facilities during the initial training and later on to ensure adequate skills for both preventive and selective curative care interventions.

· Provision of regular in service refresher training for HEWs especially in ANC, Neonatal Care, Nutrition, basic curative care (diarrhoea, malaria, ARI). Initiate specific training for clean delivery.
· Support supervision and on the job training facilitated by health centre personnel

· All previous recommendations on training.
Linkages and communications within the health system

HEWs are generally having a good relationship with CHAs and TTBAs. But their relation with health workers (nurses etc…) is not as good. They are not always well accepted by the community. Community members often do think that HEWs do not respond to their demand (which is a curative care oriented demand). 

Recommendations

· Strengthen information at community level about the role and tasks of the HEWs while strengthening the HEWs’ capacity to deliver basic curative care (mararia, diarroea, ARI) and conduct clean delivery. The supply/equipment component of these various activities needs to be addressed concomitantly.

· All health professionals at all levels should be oriented on the health extension programme. 

Shortage of supplies and medical equipments and supervision

Most of the health posts surveyed had serious shortages of supplies and medical equipment. Health posts were supervised by both the health centre/nucleus health centre(nearest health station) and by heads of Kebelle administration. The technical supervision by the health personnel was found to be very irregular.

Recommendations

· The Regional Health Bureau in collaboration with partners and stakeholders need to ensure continuous supply of vaccines, drugs and other essential health commodities;
· The Woreda health office and the health centre should be strengthen for provision of on the job training and support supervision.

1.0 Introduction
Ethiopia is the second most populous country in Africa, with a population of 77 million. About half (49.7%) of Ethiopia's population are female, of which 47% are in the age range between 15-49 years old.  As in many developing countries, the population is very young, with nearly half (44.7%) of the population under the age of 15 years, of which around 40% are children under five years old, and 8% are infants under one year old.  This indicates that there is high potential for future rapid growth. Women in the reproductive age group and children under 15 years of age constitute 72% of the population (UNFPA 2005).
The size and structure of the population of any country is influenced by changes in fertility and mortality rates. Moreover, countries with younger populations and low contraception will have a high propensity to grow fast. In Ethiopia, as in many developing countries, mortality and fertility rates are at very high levels.  According to the report of the Ethiopian Demographic and Health Survey (EDHS) 2005, the Total Fertility Rate (TFR), calculated for the three years preceding the survey, is estimated at 5.4 children per woman (CSA Nov. 2005; UNFPA 2005).  Although 78% of married women reported that they either want to delay the birth of their child or to have no more children, the 2005 EDHS found that only 14% of married women were using modern contraceptives (CSA Nov. 2005).
Proper care during pregnancy and delivery are important for the health of the mother and the baby, and proper medical attention and hygienic conditions during delivery can reduce complications and infections that can cause the death or serious illness of the mother and/or the baby.  According to the 2005 EDHS results, 28% of women who give birth during the five years preceding the survey received antenatal care. Although this 28% of mothers received antenatal care during pregnancy, only 6% of mothers were assisted during the delivery by a health professional and only 5% of the deliveries were at a health facility (CSA Nov. 2005).
According to data from health facilities across the country, pregnancy-related problems account for 13.8% of inpatient mortality among women of child-bearing age (MOH 2004c).  The Maternal Mortality Ratio (MMR) in 2005 was estimated at 673 deaths per 100,000 live births (EDHS, 2005).   The most important medical causes in developing countries are haemorrhage, complications due to illicit induced abortions, pregnancy-induced hypertension, infection and obstructed labour. 
In 2005, the under-five mortality rate (U5MR) was estimated at 123 per 1,000, while infant mortality and neonatal mortality rates were estimated at 77 and 39 per 1,000 live births respectively ( EDHS, 2005).  The major causes of under-five mortality were recorded as pneumonia (28.9%), malaria (21.6%), and diarrhoea (6.7%).  All types of pneumonia and malaria were the major causes of death among infants, with each accounting for 39.7% and 21.1% of deaths respectively (MOH 2004a). 
High maternal fertility, especially early first pregnancy and short birth intervals, are also strongly associated with increased under-five mortality.  According to a Federal Ministry of Health document, malnutrition has been a major underlying cause of an estimated 57% of deaths, while HIV/AIDS underlies 11% of deaths, particularly those due to pneumonia (MOH 2004b).  Child stunting is the outcome of not receiving adequate nutrition over an extended period and is also affected by recurrent or chronic illness. Nearly half  (47%) of Ethiopia's under-five children are stunted, while 11% were reported as wasted in the 2005 EDHS (CSA Nov. 2005). 
The neonatal period is the most fragile period in a child’s first five years of life. A child’s risk of dying in the first month of life is 30 times greater than the average monthly risk over the next 59 months (Save the Children 2001). More than two-thirds of infant deaths (i.e. deaths in children aged 0–11 months) occur in the first month of life, or the neonatal period, and two-thirds of these deaths occur in the first week of life (Black 2003; UNFPA 2005).  Despite dramatic reductions in deaths of children between the ages of one month and five years in many countries, limited progress has been made in reducing deaths that occur during the first four weeks of life. To achieve the Millennium Development Goal of reducing child deaths by two-thirds, neonatal mortality must decline by a higher proportion. To reduce neonatal mortality in the country, the Federal Ministry of Health of Ethiopia has adopted Integrated Management of Newborn & Childhood Illnesses (IMNCI) as its key strategy towards reducing under-five mortality and morbidity and promoting healthy growth and development of children. This strategy is now implemented in all regions, by training health professionals in case management (MOH). 

The Government has also focused on key child survival interventions, proven to be effective in reducing childhood mortality. These interventions include: improved birth intervals; improved antenatal care coverage; Tetanus Toxoid vaccine-2 (TT2); improved coverage of skilled delivery assistance; prevention of mother-to-child transmission of HIV/AIDS; promotion of exclusive breast feeding in the first six months, complementary feeding after six months and continued breast feeding; increasing coverage of immunization, treatment of fever, acute respiratory infections (ARI) and diarrhoea; vitamin A supplementation; provision of safe drinking water and sanitation; and provision of insecticide-treated bed-nets.
The Health Extension Programme is provided as a package focusing on preventive health measures targeting households, particularly women/mothers at the Kebele level. New cadres of health workers (all females) were trained and deployed, with two in each Kebele. They will be accountable to the Woreda health offices. The pilot implementation was started in FY 2002/03 using the existing primary health workers. Quality of training, follow-up and supervision strategy and continuity of the supply chain need to be addressed to ensure the success of the Health Extension Programme in alleviating child and maternal morbidity and mortality.
The area under review, Tigray Regional State, is one of the states of the Federal Democratic Republic of Ethiopia and is found in the northern part of the country. The region has a population size of about 4.2 million, out of which 50.8% are female (based on projections from the 1994 national census).  Females in the age group between 15 and 49 years account for 23.4% of the total, and children below 15 years comprise 44% percent of the total population of the region (CSA 1994).   

Administratively, the Regional State is divided into four zones and one city zone (Mekele). It is further divided into 35 districts: 9 districts are found in North-Western Zone, 10 in the Central, 7 in the Eastern and 8 in the Southern Zone.  Mekele Special City Zone has one district (HMIS and TRHB 2005).  The Regional State has also been divided into 611 rural Kebeles’ and/or urban Kebeles, the smallest governmental organizations, which are situated at “grassroots” level, very near the community. 

2.0 Rationale for the Assessment
The Federal Government of Ethiopia is focusing on key child survival interventions, proven to be effective in reducing childhood and maternal mortality.  During the last decade, the Government formulated various development policies including: National Health Policy, Population Policy, National Policy on Women, and so on.  Within the National Health policy, the Government commits to various strategies, including: decentralization of the health service management and delivery systems; development of the prevention and promotion components of health care; equitable distribution of health services; and national self-reliance in health development and the accessibility of health care.

The training programme for Health Service Extension Workers in Ethiopia is a new and innovative primary health care programme that aims to improve access to promotive and preventive health care among rural communities. As mentioned above, the Health Extension Programme is provided as a package focusing on preventive health measures targeting households, particularly women/mothers at the Kebele level. 
The curriculum, teaching materials and training programmes of the Health Extension Programme are new and were developed and implemented at a much faster pace than usual.  The first batches of graduates of the training programme are already deployed to provide the planned services. It is imperative to perform timely follow-up and monitoring of the programme because it is quickly implemented and it is a new training programme in a system that is largely geared to curative health services. Understanding the gaps in HEWs’ skills (performance) and knowledge can provide important information to develop in-service training and to revise the curriculum of the institutions which provide basic training.
3.0 Objectives
3.1 General Objective

To assess the competence of Health Service Extension Workers in Tigray Regional State in promotive, preventive and selected high-impact curative interventions for child survival and maternal mortality reduction, and to describe any skill and knowledge gaps of the workers. 

3.2 Specific Objectives
1. To assess how well training materials address issues related to children’s and mothers’ health
2. To assess how training is conducted for Health Service Extension Workers
3. To assess the competence of Health Service Extension Workers in preventive, curative and promotive health services
4. To assess whether support and follow-up mechanisms are in place

5. To assess whether there is medical equipment and whether the equipment is adequate
6. To assess needs for supplementary/ follow-up training 
4.0 Methods
The expert group, comprising staff from the Department of Community Health in collaboration with experts from Tigray Regional Health Bureau and the Public Health Association of Tigray (PHAT), started their work by reviewing the proposal document and its tools.  Additionally, experts from Federal Ministry of Health (MOH), UNICEF and the World Health Organization (WHO) have given expert support by reviewing the tools and methods of evaluation.  
To assess the Health Extension Programme in Tigray Regional State, the following methods were used: reviewing records; qualitative methods using the focus group discussion approach; and a survey of the Health Service Extension Workers (HEWs) and their health posts.

4.1 Reviewing of Records
The first assessment was whether each major intervention for child survival was included in the curriculum and modules of the Health Extension Programme.  Experts from the MOH, UNICEF and WHO assisted the project by identifying various intervention programmes that are useful for child survival. The expert group panel reviewed the draft tool in a three-day workshop in Addis Ababa (Workshop Sept. 2005). Following the consensus achieved at the workshop, the instruments were revised and corrected accordingly.  

4.2 Survey
The survey was conducted by experts from the Department of Community Health and Tigray Regional Health Bureau. The survey assessed the knowledge, attitude and performance of Health Service Extension Workers.  The survey also reviewed whether there were supply mechanisms and whether they were adequate.  In the survey, using a checklist, each health post’s supply mechanism and water and waste management were assessed. The survey also assessed randomly selected households for possible immediate outputs of the programme in terms of maternal and child health care.
4.2.1 Survey Implementation
The survey to assess the knowledge, attitude and performance of HEWs was conducted in Tigray Regional State from November to December 2005. In terms of health facilities, the Regional State has one newly opened regional/referral hospital, four zonal hospitals and eight district hospitals.  There are also 32 health centres, 181 satellite health centres (a health centre is higher than a health post but below a health centre, and it is staffed by a senior nurse and other health personnel) and 164 health posts, which are mostly staffed by HEWs and located in rural parts of the districts (MOH 2004c).  
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Fig 1. Map of Tigray Regional State
The survey included all health posts to which HEWs had been assigned, in selected districts. Three districts were selected from each of the three Zones (Southern, Eastern and Central Zones) that had higher numbers of health posts. One district from the Western Zone was added.  Within a chosen district, only seven health posts were selected.  In nearly all cases the maximum number of health posts found in a district did not exceed seven, and so almost all health posts were included.  Once a health post was selected, all HEWs at that health post were included (Fig 2).
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4.2.2 Instruments and Data Collectors
A structured questionnaire was developed, based on learning objectives and skill output indicators for extension workers in Ethiopia.  The questionnaire was discussed and revised by an expert panel drawn from Tigray Regional Health Bureau, the Federal Ministry of Health, UNICEF and WHO during a consensus-building workshop held in Addis Ababa (Workshop Sept. 2005). 
Tigray Public Health Association and Mekele Zonal health office recruited ten health personnel (three health officers and seven senior nurses) as data collectors. The personnel are fluent in the local language, well-versed in maternal and child health services and have had previous data collection experience in health-related surveys. Additionally two health experts, one from Mekele Zonal Health office and one from private practice, were involved as supervisors. Intensive skills training was undertaken for five days on communication skills for interviews, using the questionnaire, direct and indirect observation of health workers’ skill levels, and reviewing documents. Lectures, demonstrations, role plays and actual observation and review of documents and medical equipment were all employed during the training. Experts from gynaecology, obstetrics and environmental health were involved in the training. Additionally, as a pre-test, each enumerator conducted one questionnaire survey among health personnel in Mekele health centre to observe their skills, and reviewed documents and the medical equipment in the centre. The supervisors were involved in the overall coordination of the field work and they supported the enumerators by editing and checking the questionnaires for completeness on a daily basis.
4.2.3 Data Collection
Prior to the survey, the approach to the selected districts was reviewed and scheduled, considering time and available roads.  For better access to health posts, district health offices of selected districts were contacted by telephone for time scheduling and for their voluntary assistance to the survey through whatever resources their offices could provide.  On arrival at the selected districts as scheduled, districts were divided into two or three sub-zones, according to available dry season roads.  An enumerator traveled to each health post and a supervisor was assigned in one of the sub-zones to assist the enumerators. Each enumerator was able to visit only one health post a day, and all Health Service Extension Workers (HEWs) found in the selected health posts were interviewed.  At the end of each day of data collection, debriefing meetings were held to review the data and to plan subsequent data collection. 

The questionnaire was intended to assess the knowledge, attitude and performance of the HEWs. It also assessed whether there were supply mechanisms and how adequate they were.  To assess the HEWs’ performance, if there was a patient present at the time of the survey, simple observation was made. If no patient was found, HEWs were asked to demonstrate examination skills using a child or a mother invited from the neighbourhood.  In measuring the HEWs’ skills, allowance was made for any lack of appropriate medical equipment. The enumerators assessed whether there was sufficient supply of stocks and how adequate this was by direct observation of the supplies in the health post. They also did some indirect assessment of the skills and attitudes of HEWs by interviewing a randomly selected household which had a child aged under 5 years and/or a pregnant mother.  
Intervention programmes on which the HEWs were assessed included: family planning, antenatal care, HIV/AIDS-related programmes, assisting a labour and maternal and neonatal health during and after labour. 
i. Family planning is a package included in the Health Extension Programme, and the skill, knowledge, and attitude of HEWs was measured using the following subtasks: 1) knowledge of the purpose and effect of and possible adverse reactions to common natural and modern contraceptives; 2) skill in counselling mothers coming for contraceptives; and 3) skill/ knowledge in administering some important components of family planning.  
ii. For antenatal care of mothers the skill, knowledge, and attitude of HEWs was measured using the following subtasks: 1) knowledge of what to ask about the past obstetric history of a pregnant mother; 2) knowledge of what to ask about danger signs during pregnancy; 3) knowledge and practical skills of what to do for a client that came for antenatal care and had a normal pregnancy; 4) skills in detecting danger signs during antenatal care examinations; 5) knowledge in advising or preparing a pregnant client for the delivery.
iii. The HEWs’ knowledge about and performance in assisting labour at the health post or at the patients’ homes were assessed using a survey and focus group discussions. In the survey they were measured using the following subtasks: 1) knowledge and skill in describing equipment needed for delivery at home and at the health post; 2) demonstrated skill in assessing a woman in labour; 3) knowledge of what to do while attending a labour, including knowledge of when to refer a women in labour to another centre; 4) knowledge of danger signs during labour; 5) whether HEWs had assisted any mothers’ labour since they were assigned to the area. 
iv. Regarding maternal and neonatal health during and after labour, the skill and knowledge of the HEWs was assessed for the project using the following subtasks: 1) skill in giving care to a neonate immediately after labour; 2) skill/ knowledge of special care for a neonate with lower birth weight or a preterm neonate; 3) skill of postnatal care for the mother.
v. To assess HEWs’ knowledge of child health and their skill and attitude with regard to immunization, the following activity subtasks were used: 1) knowledge of the schedule, purpose, route and dose of the vaccines and the position of vaccines in the refrigerator; 2) skill in storing Extended Programme on Immunization (EPI) materials, including maintaining the cold chain; 3) management of EPI, including searching for defaulters.
4.2.4 Analysis
Data from the survey was entered into a database using a system of double entry and validation on a daily basis. The data was entered using the structured template of EPI Info (version 6), and was analyzed using the statistical software, Statistical Package for Social Science (SPSS V-12).  When the data had been completely entered and then “cleaned” (checked for errors), descriptive analysis was done, followed by more detailed analysis. Marks were given by using a checklist compared to the questionnaire replies. If HEWs answered a question correctly it was marked as “5”, but if they didn’t answer correctly it was marked as “0”. If the question was not applicable then option “9” was marked, so that no question was left blank.  Data was sorted according to the intervention programmes, using specific maternal and child health service tasks.  The marks achieved on each intervention programme were summed, with weightings for specific tasks within the programmes, and this indicated the HEWs’ capability in the programmes. The summed score of each HEW was then classified using three cutoff points: 50% (one half), 66.7% (two-thirds) and 75% (three-quarters) of the total items of each subtask within an intervention programme. Additionally, the overall skill and knowledge for each intervention programme were computed by counting the number of HEWs who had the skill and knowledge for that intervention programme, using a cutoff point of 50% to determine if there was a major skill gap and to propose that further in-service training was required.

4.3 Focus Group Discussions with Health Extension Workers
Focus group discussions (FGDs) were held to assess how well training facilities were conducting the actual training (theory and practice), and how adequate the students thought the training was.  FGDs were also held to explore why mothers in labour were not getting assisted at modern health-care facilities. The FGDs further sought to investigate how adequate were the support and follow up which the supervising institutions provided.  Furthermore, they attempted to explore the perceived attitudes of other health personnel on their career and skill.

Three FGDs were held with eight discussants from the Southern Zone, seven discussants from the Central Zone and six discussants from the Western Zone.  The FGDs were modulated by a discussion guides, and the reporting was assisted by a tape recorder.  The FGD findings are summarized and presented along with the findings of the survey.

5.0 Results
5.1 Training Materials

The review of the curriculum and modules revealed that they contained most of the interventions found in child survival programmes designed for Ethiopia.  However, some interventions were not included in the HEWs’ training programme.  The missing interventions include: use of antibiotics for Acute Respiratory Infections (ARIs)/pneumonia among children, vaccinating children against haemophilus influenzae, adding zinc to Oral Rehydration Salts (ORS) for treatment of diarrhoea, gender issues, and prevention of harmful traditional practices with regard to women and children. In addition, the curriculum was full of theory that is beyond the skill level required for their future work, but had lesser emphasis on practical skills.  Due to this high discrepancy between theory and practice, the time allocated to master the theory was more than the actual time given for training in the Health Extension Programme, which meant there was little (less) time for practice.  The teaching materials, especially the 16 modules, were high in number. They touched every kind of intervention but no material could stand by itself to teach an individual intervention.
5.2 Training Institutions

5.2.1 Technical and Vocational Education Training Institutes
Axum Technical and Vocational Education Training Institute (TVETI) is a new building, located about 3 kilometres from the centre of the city. When the team visited, all Health Extension Programme (HEP) students and their instructors had left for apprenticeship training.  During the planned discussion with the Director of the school it appeared that the Director lacked full understanding of the programme and so emphasis was given to inspecting the training facilities. 
Just as at Axum TVETI, the HEP instructors from Mekele TVETI had left the school for the student Health Extension Workers (HEWs’) apprenticeship. It proved difficult to find the Director, despite three visits, and so it was not possible even to see the environmental condition of the school. In Mekele TVETI, there were around 200 students divided into four classrooms each with 50 students.  In each classroom, only one instructor was teaching students in all subjects, thus some classes had an instructor who was well-experienced in some subjects but weak in other subjects. This could result in different levels of knowledge and skill among students.  In the focus group discussions (FGDs), the HEWs tried to illustrate this difference between the instructors by giving as an example: “Students of two classes had instructors who were experts in knowledge and skills concerning environmental health, and students of those classes were better in environmental health than students whose instructors were nurses. On the other hand, students trained by nurses were stronger in other subjects, such as reproductive health.”  

The Director of Axum TVETI said that the school had a separate library for the HEP, but he explained that the library was closed as the HEWs were absent for the apprenticeship. In the TVETI, there was no water at all, the latrines were very dirty, and all the routes to the latrines were full of faeces. This did not set a good model for the students.  

Focus group discussions were held with HEWs at three places, in Raya Azebo district (Southern Zone) and in Kolla Temben district (Central Zone) with trainees from Mekele TVETI, and in Tahitay Koraro district (Western Zone) with trainees from Axum TVETI.  HEWs from Axum TVETI reported that there were no rooms at all, especially during the first semester. Their lectures were given in rooms in an elementary school without tables and chairs.  Sometimes they were learning under the shade of trees in the open air, with noise and visual disturbances.  This condition improved relatively when they moved to the high school during summertime, when the high schools were closed.  In the school, there was no library and they never saw any books or modules. Only at the end of the course, some instructors gave them duplicates of their handouts.
Similarly, HEWs from Mekele TVETI said that, although there was a library in the institution, there was no time to refer to books or modules. They were learning mostly about theory without any learning about practice, as at Axum.  The Health Service Extension Training Programme has three phases: the first phase focuses on common and supporting courses, the second on health and substantive subjects, and the third phase was apprenticeship in which field work was undertaken.  No time was given for practice using demonstration or actual patients during the period when they were taking the substantive subjects. The only teaching aids used were blackboard and chalk.  HEWs from Axum TVETI reported that once a video was shown during their training.
In regard to materials for demonstrations during training, Axum TVETI had borrowed a human skeleton model from Axum Nursing School, but since the model only stayed for short time, it did not help them much. No material was used for demonstrating delivery, utensils for Oral Rehydration Therapy (ORT), environmental health, nutritional assessment, or Information, Education and Communication (IEC) materials for demonstrations during health education, such as model latrines and local water sources with which the students could learn.  During the apprenticeship, three to five HEWs were assigned to Kebele, some of which did not have a health post.  Those who were assigned to Kebele which did not have a health post reported that they did not see any practical conditions related to the management of a clinical patient. Those HEWs who were assigned in Kebele which did have health posts did have exposure to practices on treating diarrhoea using ORS and child vaccination, and they also saw patient management for common illnesses.  During their training time, none of them attended a delivery. But all reported that the schools placed strong emphasis (during their apprenticeship practice) on making visits to households to provide health education about the cleanness of the house, use of latrines and washing practices.  The discussants also mentioned that they had to accomplish a predetermined number of tasks before graduation, for instance visiting 30 households, constructing five latrines and five pits for dry waste. However, they were not set a predetermined number of deliveries to achieve. At the end of graduation, although the schools had said they had to accomplish predetermined numbers of tasks, the HEWs were not checked as to whether they had accomplished the determined number.
5.2.2 Health Extension Workers Attitudes towards their Schools
All the Health Service Extension Workers (HEWs) had positive attitudes towards their instructors and their institutions. However, they perceived the time given for the training was too short to achieve the desired competence. They also believed they had insufficient skills in some areas, including assisting a delivery. The HEWs reported that they perform some activities in the villages through reference to their hand-written handouts. Even after their training, at their health post stations, they mentioned that they do not have any materials such as modules, books or guidelines to refer to, other than their hand-written handouts.  

5.3 Health Extension Workers
5.3.1 Response Rate

An assessment was made of Health Extension Workers (HEWs’) programme-specific knowledge and skills through a survey at the health posts of the selected districts.  Out of the total 64 health posts visited for interviewing HEWs, at 59 (92.2%) health posts or Kebele there was at least one HEW available for interview. Five health posts had no HEW that could assist the community, even though the Woreda health offices had assigned HEWs to them.

Out of the 95 HEWs that were assigned to the selected health posts, only 74 (77.9%) of HEWs were found during the survey visits.  The lack of response to the survey because the HEWs were not available was higher in districts in Southern Zone, with response rates of 75% and 60.6% for health posts and HEWs respectively, and Western Zone, with response rates of 83.3% and 50% for health posts and HEWs respectively (Table 3.0).
Table 5.3.1 Response Rate of Health Posts and HEWs by Zones
	Zones
	Expected Health Posts
	Available with HEWs
	Expected HEWs
	Available

HEWs

	
	
	No.
	(%)
	No.
	No.
	(%)

	Southern 
	20
	15
	(75.0)
	33
	20
	(60.6)

	Central
	20
	20
	(100)
	27
	26
	(96.3)

	Eastern
	19
	19
	(100)
	25
	23
	(92.0)

	Western
	6
	5
	(83.3)
	10
	5
	(50.0)

	Total
	64
	59
	(92.2)
	95
	74
	(77.9)


5.3.2 Some Characteristics of Health Extension Workers 
The Health Service Extension Workers (HEWs) were females with a mean age of 21.4 years and standard deviation of 3.8 years. Their ages ranged from 17 to 35 years. About two-thirds of the respondents had never been married, 27% were married, and more than three-quarters were graduates of Mekele TVETI.  Although nearly nine out of ten HEWs live within the assigned rural Kebele, the remaining one in ten HEWs still live in the nearest town.  

For only about 5.4% of the HEWs were the selected from rural Kebeles of the original residences of their close relatives. For nearly two out of three HEWs, the districts were new.  When HEWs were asked whether they were assigned on a voluntary basis, the majority (88%) responded that they were assigned unwillingly.  Most HEWs were happy at being assigned to a health post or outreach site and to individual households. (Table 3.0.2).  
Table 5.3.2. Some Socio-Demographic and Other Characteristics of HEWs 

	Characteristics


	Number
	%

	Age

Mean, + SD

Range


	21.4, + 3.8 years

17–35  years
	=  =  

 =

	Marital status

Single 

Married 

Divorced/widowed 
	50

20

4
	67.6

27.0

5.4



	Current Residence (n=73)

Within the Kebele
Within the Kebele
Within the nearest town


	40

25

8
	54.8

34.2

11.0

	Place of birth

Within the Kebele
Outside the Kebele
Outside the Woreda

	9

22

43
	12.2

29.7

58.1

	Residence of origin

Within the Kebele
Outside the Kebele
Outside the Woreda

	4

24

46
	5.4

32.4

62.2

	Training TVETI

Axum

Mekele

	19

55
	25.7

74.3

	Mode of assignment

Voluntarily

Assigned unwillingly

Other
	6

65

3
	8.1

87.8

4.1

	Presence of time schedule

Yes

No 
	35

36
	47.3

48.6

	How happy are you being assigned in health post

Very happy

Happy

Not happy
	22

42

10
	29.7

56.8

13.5


5.4 Competence of Health Extension Workers
5.4.1 Family Planning

Health Extension Workers (HEWs’) competence in family planning was measured to assess their skill, knowledge and attitudes, using three sub-tasks evaluated through a total of 20 questions. The mean score for the first sub-task, knowledge of contraceptives (ten questions), was 7.2, standard deviation (SD) + 1.7; the mean score for skill in counselling about family planning (six questions) was 4.9, SD + 1.1; and the mean score for some essential skills and  knowledge in family planning (four questions) was 3.3, SD + 0.8.  The overall mean score was calculated using a total of 20 items, and HEWs’ mean score was 12.9, with a SD of + 2.8. Using cutoff points at one-half, two-thirds and three-quarters, the proportion of HEWs who had good overall competence in family planning was about 96% at cutoff point of one-half, 77% at cutoff point of two-thirds, and 54% at cutoff point of three-quarters of the assessment items for family planning (tables I and II, and the detailed Annex).
In this survey, the HEWs’ competence in family planning was relatively good as more than half the HEWs obtained a mark above the highest (75%) cutoff point set.  Even for each sub-task used to measure the whole family planning intervention programme, the scores were nearly always more than 50% at the highest (75%) cutoff point. Additionally, the mean score for the HEWs’ overall knowledge and skill in family planning was higher than 50% of the total items’ scores, even when the standard deviation was subtracted.  Thus, the HEWs had relatively good competence in family planning. Similarly, IEC materials such as charts and pictures for demonstrations on family planning were available in 33 (60.0%) of the health institutions.  Contraceptives were available at most of the health posts, including oral pills at 83%, condoms at 73% and injectable contraceptives at 66% of the health posts.  There was also indirect assessment of the HEWs’ performance in family planning, independent of the HEWs, and this confirmed that 33 (68.8%) of the 48 assessed pregnant women had received counselling from the HEWs on their plans to use family planning in future.

Table 5.4.1. 
Mean Positive Response of Summed Item of each Category Group of Family


Planning (FP)
	Summated item grouped
	Mean
	SD

	Knowledge of HEWs on types of contraceptives (10 items)
	7.2
	1.7

	Skill in counselling (6 items)
	4.9
	1.1

	Knowledge/skill in some essential conditions for FP (4 items)
	3.3
	0.8

	Overall mean score items of competence of FP (20 items)
	12.9
	2.8


Table 5.4.2 
Number of HEWs Having Higher Score above Cutoff Points in Family Planning

Categories Grouped 

	Summated subtasks grouped
	Cutoff points 

	
	50%
	66.7%
	75%

	
	No.
	%
	No.
	%
	No.
	%

	Knowledge of contraceptives (10 items)
	63
	(85.1)
	44
	(59.9)
	36
	(48.6)

	Skill in counselling (6 items)
	67
	(90.5)
	49
	(66.2)
	49
	(66.2)

	Knowledge/skill in essential conditions (4) 
	61
	(82.4)
	61
	(82.4)
	39
	(52.7)

	Overall Competence in Family Planning
	71
	(95.9)
	57
	(77.0)
	40
	(54.1)


5.4.2 Antenatal Care

The HEWs’ competence in antenatal care of pregnant women was assessed using six sub-tasks:.

i. Their knowledge and skill in what to ask regarding past obstetric history was assessed using eight questions, gained a mean score of 6.6, SD + 1.5; 
ii. Their knowledge when asking about danger signs during antenatal care, consisting of eight questions, obtained a mean score of 2.8, SD + 1.8.  
iii. Skill in examining a pregnant woman, assessed using seven questions, gave a mean score of 5.5, SD + 1.6, 
iv. Skill in managing a woman with normal pregnancy, assessed using nine questions, had a mean score of 5.6, SD + 1.8,  
v. Skill in detecting danger signs during antenatal care, assessed using seven items, obtained mean score of 4.1, SD + 1.3, and
vi. Knowledge and skill in advising a pregnant woman to prepare for delivery was examined using six questions, and obtained a mean score of 4.3, SD + 1.2.   
The overall knowledge and skill in antenatal care, examined using 45 questions, obtained an overall mean score of 28.9, SD + 6.4.  Assessment, using the half, two-thirds and three-quarters cutoff points, of HEWs’ overall knowledge and skill in antenatal care showed that 59 (79.7%, more than three quarters) HEWs had the knowledge and skill to answer half or more questions, 30 (40.5%) answered two-thirds or more, and 20 (27.0%) were able to answer three-quarters or more of the 45 questions.  The mean score of 28.9 for overall knowledge and skills in tasks related to antenatal care, based on 45 questions, may be more than half, but the high Standard Deviation could lead the mean score to vary over a wide range. Moreover, HEWs have a lower score on sub-tasks related to knowledge about what to ask concerning danger signs during pregnancy, their knowledge and skills in managing a woman with normal pregnancy and their knowledge of how to detect danger signs during antenatal care, especially when the cutoff points were set at two-thirds or three-quarters.  Thus the competence of HEWs regarding intervention programmes on antenatal care was negligible. 
In addition, indirect assessment of the HEWs’ practice on antenatal care was made using independent evaluation by interviewing women found in the nearest household to the health post, who were pregnant at the time of the visit. Thirteen (54%) of the 24 women found to be pregnant had received antenatal care from the HEWs and had received TT vaccine, 5 (20.8%) had been provided with tablets such as iron and folate, 8 (33%) had slept the night preceding the interview day under a bed-net, and 7 (29.2%) had been advised on how to prepare for delivery.  All these results suggested to the team that antenatal care services at household level were much better than would have been suggested by the knowledge and skills of HEWs assessed at health post level. This led to some discrepancies in assessing the competence of HEWs in this regard.
Table 5.4.2.1 
Mean Positive Response of Summed Items for each Category Grouped - 
      

Antenatal Care 
	Summated item grouped
	Mean
	SD

	Knows what to ask on past obstetric history (8 items)
	6.6
	1.5

	Knows what to ask on danger signs during pregnancy (8 items)
	2.8
	1.8

	Skill of examination on antenatal care (7 items)
	5.5
	1.6

	Able to manage antenatal care of normal pregnancy (9 items)
	5.6
	1.8

	Knowledge of danger signs during antenatal care (7 items)
	4.1
	1.3

	Knowledge of advising how to prepare for delivery (6 items)
	4.3
	1.2

	Overall mean competence related to antenatal care (45 items)
	28.9
	6.4


Table 5.4.2.2 
Number of HEWs having Higher Scores than Half, Two-thirds and Three-


quarters of Sub-tasks for Antenatal Care 

	Summated subtasks grouped
	Cutoff points 

	
	50%
	66.7%
	75%

	
	No.
	%
	No.
	%
	No.
	%

	Knows what to ask about past obstetric history
	67
	(90.5)
	62
	(83.8)
	41
	(55.4)

	Knows danger signs during pregnancy
	14
	(18.9)
	5
	(  6.8)
	2
	(  2.7)

	Skill in examination during ANC
	65
	(87.8)
	57
	(77.0)
	48
	(64.9)

	Able to manage ANC for woman with normal pregnancy   
	53
	(71.6)
	24
	(32.4)
	12
	(16.2)

	Knowledge of danger signs during ANC
	48
	(64.9)
	28
	(37.8)
	7
	(  9.5)

	Knowledge of how to advise on preparing for delivery
	48
	(64.9)
	35
	(47.3)
	35
	(47.3)

	Overall  competence related to ANC
	59
	(79.7)
	30
	(40.5)
	20
	(27.0)


5.4.3 HIV/AIDS 
The competence of HEWs regarding HIV/AIDS, with relation to mother and child health, was assessed using five questions, and their overall competence was very good, relatively, if the cutoff point was varied between one-half and three-quarters. Similarly, the HEWs’ mean score for overall competence in preventing transmission of HIV/AIDS was higher than half of the total items, even when the scoring takes into account the effect of the standard deviation.  Since prevention of HIV/AIDS is taught through different methods, including the mass media, ths could contribute to the HEWs’ high competency. Thus, we could say confidently that HEWs had good competence on preventing transmission of HIV/AIDS.

Table 5.4.3.1 
Number of HEWS with a Positive Response to Individual Questions on 


Prevention of Transmission of HIV/AIDS 

	Activities of sub-tasks
	# of correct persons
	%

	Give education on prevention of HIV transmission
	73
	98.6

	Educate about voluntary counselling and testing (VCT) before and after marriage
	63
	85.1

	Advise and encourage people to go for VCT on HIV/AIDS
	59
	79.7

	Advise pregnant woman on PMTCT  
	55
	74.3

	Refer patients for PMTCT & other interventions
	61
	82.4


Table 5.4.3.2 
Mean Score and Standard Deviation of Sub-tasks Used for Measurement of 



HEWs’ Knowledge and Skills in Preventing Transmission of HIV/AIDS.

	
	Mean
	SD

	Overall mean score of competence on HIV/AIDS (5 items)
	4.2
	1.3


Table 5.4.3.3 
Number of HEWs with Higher Scores at Cutoffs of Half, Two-thirds and
Three-quarters regarding Overall Knowledge on Preventing Transmission of 
HIV/AIDS  

	Summated subtasks grouped
	Cutoff points

	
	50% 
	66.7%
	75%

	
	No.
	  (%)
	No.
	  (%)
	No.
	  (%)

	Overall competence on HIV/ AIDS
	64
	(86.5)
	58
	(78.4)
	58
	(78.4)


5.4.4 Assisting Labour
The competence of the HEWs to assist labour was assessed using four sub-tasks and one essential item: i) Their knowledge of the equipment that a pregnant woman should prepare for delivery was examined using seven questions and overall they obtained a mean score of 5.2, with an SD of + 1.7; ii) Their skill in examining a mother in labour was measured using seven questions and overall they obtained a mean score of 3.9, SD + 1.6; iii) The HEWs’ skill and knowledge in assisting labour was evaluated using five questions, and they scored a mean of 3.6, SD + 1.4, and iv) Their knowledge of danger signs during labour was assessed using eight questions giving a mean score of 3.9, SD + 1.5. The overall competence of assisting a mother in labour, using 29 items (questions), obtained a mean score of 13.5, with an SD of + 3.9.  When the 50% cutoff point was used, 57 (77.0%) HEWs were considered to be knowledgeable and skilled in assisting labour. Similarly, if cutoff points of 66.7% and 75% were used, only 24 (32.4%) and 18 (24.3%) respectively HEWs were considered to be knowledgeable and skilled in assisting labour.

HEWs’ skills in assisting labour were assessed using different tools in the survey, including whether they had ever assisted a labour. Only 14 of the 74 surveyed HEWs had previous experience of assisting labour. Their knowledge of detecting danger signs during labour is the most critical subtask where the HEWs were weak, as a lower proportion of HEWs had skills above the 50%, 67% and 75% cutoff points.  HEWs also showed lower skills in examining a pregnant mother in labour, if the two-thirds and three-quarters cutoff points were considered. Moreover, the mean score of HEWs on overall competence in assisting delivery were 13.5 correct replies to 29 question items, before manipulation. After considering the standard deviation, the competence level was still below 50% of the total items through which the task was measured.  Thus, it is difficult to state that HEWs were fully capable to assist labour. 

Indirect assessment for where mothers preferred to have their labour showed that almost 80% preferred to deliver their children at home. The major reasons mentioned include that “unless it is prolonged and shows presence of danger, giving birth at home is a cultural practice that comes down from our parents and their ancestors”. Others mentioned that “health personnel didn’t give them the respect needed for an individual”, although one individual described health personnel as “messengers sent by God when delivery becomes prolonged”.  Three women who described why they preferred home births said it was due to the cultural celebration at home which they made while burying the placenta and this would be impossible if the birth had been at health institutions.   There were mothers who mentioned that the new HEWs assigned at health posts did not seem able to assist labour. They added that they usually want to refer mothers in labour to larger health institutions, but usually the referred mothers were found to be assisted well by traditional birth attendants (TBAs) or by their mothers. 
Table 5.4.4.1   Mean Score and Standard Deviation of Sub-tasks used for Measurement of Skill


and Knowledge of HEWs on Assisting a Mother in Labour.
	
	Mean
	SD

	Knowledge of equipment prepared to assist delivery (7 items)
	5.2
	1.7

	Skill of examining a mother in labour (7 items)
	3.9
	1.6

	Knowledge/skill of assisting labour (5 items)
	3.6
	1.4

	Knowledge of danger signs during labour (8 items)
	3.9
	1.5

	Has the HEW ever assisted delivery before? (since she was assigned)
	= =
	= =

	Overall competence of HEWs on assisting labour (29 items)
	13.5
	3.9


Table 5.4.4.2  
Number of HEWs having Equal or Higher Score above 50%, 66.7% and 75% 



for Sub-tasks of Antenatal Care

	Summated subtasks grouped

	Cutoff points 

	
	50%
	66.7%
	75%

	
	No.   
	(%)
	No.   
	(%)
	No.   
	(%)

	Knowledge of equipment prepared for assisting labour 
	64
	(86.5)
	46
	(62.2)
	39
	(54.9)

	Skill in examining a mother in labour
	43
	(58.1)
	25
	(33.8)
	12
	(16.2)

	Knowledge/skill in assisting labour
	59
	(79.7)
	49
	(66.2)
	49
	(70.0)

	Knowledge of danger signs during labour
	26
	(35.1)
	5
	(  6.8)
	5
	(  6.8)

	Knowledge to refer a mother for high risk
	71
	(95.9)
	71
	(95.9)
	71
	(95.9)

	Has HEW ever assisted delivery? (since assigned)
	14
	(18.9)
	14
	(18.9)
	14
	(18.9)

	Overall competence in assisting labour
	57
	(77.0)
	24
	(32.4)
	18
	(24.3)


5.4.5 Neonatal Care

The competence of HEWs in neonatal care was assessed using four sub-tasks.  Knowledge/ skill for immediate actions to be taken after the birth of a newborn child was assessed using 4 questions, giving a mean score of 3.3 and SD of + 1.7. Knowledge of what to do for an underweight or preterm newborn was assessed with 3 questions and HEWs scored 2.2 with a SD of + 3.8. The overall knowledge/skill with regard to care for newborn babies, assessed using a total of 21 questions, obtained a mean score of 13.5, with an SD of + 2.8.  When the overall knowledge was assessed using 50%, 66.7% and 75% cutoff points, then 64 (86.5%) HEWs, 29 (39.2%) HEWs and 18 (24.3%) HEWs respectively could be rated as having overall higher levels of knowledge and skill. 

Competence of HEWs in neonatal care is anther intervention programme that exhibits deficiency.  HEWs lack knowledge of what to do if a neonate is born preterm or underweight.  A lower proportion of only 42% of the HEWs scored the minimum cutoff point of half of the items, under 4% of the HEWs scored well at cutoff points of two-thirds and three-quarters of the items raised as questions. In general, only a small proportion of the HEWs have skill/knowledge scores above the cutoff points of two-thirds and three-quarters, except when they were measured on the sub-task of the programme about what immediate action they should take immediately after the birth. Moreover, their mean score of overall knowledge and skill in neonatal care was 9.9. Although this was above half of the items (questions) used for measurement, if the standard deviation was manipulated, it could lower their scores below the 50% cutoff point. Thus, it can be concluded that HEWs of Tigray lack the skill and knowledge necessary for neonatal care.

Table 5.4.5.1 
Mean Score and Standard Deviation for Sub-tasks Used to Measure the Skill/ 



Knowledge of HEWs on Neonatal Care.

	
	Mean
	SD

	Immediate action after birth of a newborn child (4 items)
	3.3
	0.8

	Knows what to do for birth of preterm/underweight (3 items)
	1.2
	0.9

	Knowledge of advice to a mother  in labour (5 items)
	3.1
	1.0

	Skill of good attachment for breast feeding (4 items)
	2.3
	1.3

	Overall  competence on newborn/ neonate (16 items)
	9.9
	2.5


Table 5.4.5.2 
Number of HEWs having Equal or Higher Score above Half, Two-thirds and 


Three-quarters on the Sub-tasks for Antenatal Care

	Summated subtasks grouped

	Cutoff points

	
	50%
	66.7%
	75%

	
	No.
	(%)
	No.
	(%)
	No.
	(%)

	Immediate action after birth of a newborn child
	62
	(83.8)
	62
	(83.8)
	37
	(50.0)

	Knows what to do for birth of preterm/underweight
	31
	(41.9)
	3
	(  4.1)
	3
	(  4.1)

	Knowledge of advice to a  mother in labour 
	52 
	(70.3)
	22
	(29.7)
	22
	(29.7)

	Skill of good attachment for breast feeding
	30
	(40.5)
	30
	(40.5)
	18
	(24.3)

	Overall  competence on newborn/ neonate
	51
	(68.9)
	29
	(39.2)
	12
	(16.2)


5.4.6 Nutrition

The competence of HEWs regarding human nutrition was assessed using four sub-tasks, with a total of 22 questions: i) Their skill in assessing the nutritional status of a child got a mean score of 3.5, SD + 2.0, out of 7 questions; ii) Their skill in classification and management of malnourished children, which was measured using 7 questions, had a mean score of correct answers of 2.7, SD + 2.4, similarly iii) HEWs’ knowledge on doses and administration of micronutrients (assessed using 3 questions) and iv) Knowledge on breastfeeding (assessed using 5 questions) had mean scores of 2.5, SD + 4.0 and 3.8, SD + 0.7, respectively.  When the overall competence of HEWs on human nutrition was assessed using 22 question items, their mean score was 11.2, SD + 4.4.  Using cutoff point of 50% correct answers to the 22 questions, only 30 (40.5%) HEWs had sufficient correct knowledge on human nutrition, and when the cutoff point was raised to two-thirds the number dropped to 15 (20.3%) and to 5 (6.8%) when the cut-off point was raised to three-quarters correct answers.
Therefore it appears that HEWs have lower competence in classifying and managing a malnourished child and in assessing nutritional interventions.  Only very few of the HEWs were found to have good skills in assessing the nutritional status of a child – only 12% could achieve three-quarters correct replies and 22% at the two-thirds correct cutoff point.  But the knowledge of HEWs related to breast feeding was relatively good and encouraging.  

Table 5.4.6.1 
Mean Score and Standard Deviation of Sub-tasks Used for Measurement of Skill/    


Knowledge of HEWs on Nutritional Assessment.

	Summated items grouped
	Mean
	SD

	Assessment of nutritional status of child (7 items)
	3.5
	2.0

	Classification and management of child with malnutrition (7 items)
	2.7
	2.4

	Knowledge of doses and administration of micronutrients (3 items)
	2.5
	4.0

	Knowledge of breastfeeding (5 items)
	3.8
	0.7

	Overall mean score of nutritional assessment of (22 items)
	11.2
	4.4


Table 5.4.6.2 
Number of HEWs Having Equal or Higher Scores above Half, Two-thirds and
Three-quarters of Sub-tasks for Nutritional Assessment
	Summated items (subtasks)
	Cutoff points

	
	50%
	66.7%
	75%

	
	No.
	  (%)
	No.
	  (%)
	No.
	  (%)

	Assessment of nutritional status of child
	39
	(52.7)
	39
	(52.7)
	12
	(16.2)

	Classification/management of malnourished children
	24
	(32.4)
	19
	(25.7)
	13
	(17.6)

	Knowledge of doses/administration of micronutrients 
	32
	(43.2)
	5
	(  6.8)
	5
	(  6.8)

	Knowledge of breastfeeding 
	72
	(97.3)
	52
	(70.3)
	52
	(70.3)

	Overall competence in nutritional assessment 
	30
	(40.5)
	15
	(20.3)
	5
	(6.8)


5.4.7 Vaccination
The HEWs’ competence concerning the immunization of children and mothers and the cold chain system was assessed using three sub-tasks having a total of 13 questions. The overall mean score was 8.3, with a standard deviation of 2.7.  The proportions of HEWs with overall skills and knowledge regarding immunization were high at 68.9%, 62.2% and 44.6% for the cutoff points of one-half, two-thirds and three-quarters respectively of the 13 questions.
The HEWs’ competence in the route, dose and schedule of routine vaccines was very high, as a very high proportion (92%) scored equal or above at the highest cutoff point of three-quarters correct answers.  Similarly, knowledge and skill of management of items related to EPI coverage was very high, as more than half of the HEWs could answer more than three-quarters of the questions (i.e. at the highest cutoff point). However, the proportion of HEWs demonstrating skills in keeping vaccines appropriately in the cold chain was low, at only 9.5% at the lowest cutoff point of 50% correct, mainly due to lack of refrigerators at health posts.  Thus in general, competence of HEWs related to immunization of a child and mother was very good, but their skills in maintaining the cold chain needed to be upgraded before one could conclude that the HEWs are very competent in skills related to the Expanded Programme on Immunization.
Table 5.4.7.1 
Mean score and Standard Deviation of Sub-tasks Used for Measurement of Skill/    


Knowledge of HEWs on Immunization Programmes
	
	Mean
	SD

	Knowledge of immunization antigens (5 items)

Skill of keeping vaccine appropriately (+ cold chain) (4 items)

Management of EPI related to coverage (4 items)
	4.7

1.0

2.6
	1.0

1.1

1.7

	Overall mean score of competence on immunization (13 items)
	8.3
	2.7


Table 5.4.7.2 
Number of HEWs having Equal or Higher Scores above Half, Two-thirds and
Three-quarters of Sub-tasks for the Immunization Programme
	Summated sub-tasks grouped
	Cutoff points

	
	50%
	66.7%
	75%

	
	No.
	(%)
	No.
	(%)
	No.
	(%)

	Knowledge of immunization antigens
Skill in storing vaccines (+cold chain)

Management of EPI related to coverage
	71

  7

49
	(95.9)

(  9.5)

(66.2)
	68

7

49
	(91.9)

(  9.5)

(66.2)
	68

2

40
	(91.9)

(  2.7)

(54.1)

	Overall skill/knowledge on immunization
	51
	(68.9)
	46
	(62.2)
	33
	(44.6)


5.4.8 Diarrhoeal Diseases

The competence of the HEWs on diarrhoeal disease control was assessed using four sub-tasks and the overall mean score was 13.9, SD + 3.3, out of 19 questions.  The proportion of HEWs who demonstrated the knowledge and skill to answer correctly on diarrhoea assessment and management was 93.2%, 67.6% and 50% at the cutoff points one-half, two-thirds and three quarters, respectively, of the 19 questions.

The HEWs’ competence on control and management of diarrhoeal diseases was relatively very good. Looking in more depth at the HEWs’ knowledge and skill in sub-tasks showed that there were relatively lower proportions, only 39% of the HEWs, who had good skills for examining sick children and classifying them for their degree of dehydration and only 31% exhibited good knowledge of when to refer a child with diarrhoea, both at the highest cutoff point of three- quarters of correct replies. When the cutoff point of correct replies was lowered to one half, this proportion was higher, and at this level was above levels which should raise concern.  However, HEWs’ competence was good enough, even at the highest cutoff point, for sub-tasks on knowledge on what to ask about a child with diarrhoea and their skills and knowledge in preparing Oral Rehydration Salts (ORS) or advising the child’s caretaker.  
Table 5.4.8.1 
Mean Score and Standard Deviation on Sub-tasks Used for Measuring Skill/
Knowledge of HEWs on Prevention and Control of Diarrhoea.

	Summated items grouped
	Mean
	SD

	Knows what to ask about a child with diarrhoea (3 items)
	2.3
	0.8

	Able to examine and classify for degree of dehydration (6 items)
	3.9
	1.5

	Skill/ knowledge in preparing ORS or advising caretaker (6 items)
	4.9
	1.2

	Knowledge of HEWs on when to refer a child with diarrhoea (4 items)
	2.7
	1.1

	Overall mean score of knowledge/skill on diarrhoea assessment and management 
	13.9
	3.3


Table 5.4.8.2
Number of HEWs having Equal or Higher Scores above the Half, Two-thirds and
Three-quarters on Sub-tasks on Prevention and Control of Diarrhoea.

	Summated subtasks grouped
	Cutoff points 

	
	50%
	66.7%
	75%

	
	No.
	(%)
	No.
	(%)
	No.
	(%)

	Knows what to ask about a child with diarrhoea
	63
	(85.1)
	37
	(50.0)
	37
	(50.0)

	Able to examine/classify for degree of dehydration
	46
	(62.2)
	29
	(39.2)
	29
	(39.2)

	Skill/knowledge in preparing ORS or advising caretaker
	67
	(90.5)
	48
	(64.9)
	48
	(64.9)

	Knowledge of when to refer a child with diarrhoea
	43
	(58.1)
	43
	(58.1)
	23
	(31.1)

	Overall knowledge/ skill of diarrhoea assessment and management
	69
	(93.2)
	50
	(67.6)
	37
	(50.0)


5.4.9 Malaria
HEWs’ competence on malaria prevention and control was assessed using four sub-tasks with a combined total of 22 questions, and the overall mean score was 13.7, with a SD of + 4.3.  The proportion of HEWs who had sufficient knowledge and skill on malaria assessment and management was 73.2%, 46% and 30%, at cutoff points of one-half, two-thirds and three-quarters, respectively, correct answers to the 22 questions. The knowledge and skill of HEWs on malaria control and management was not good, especially if the cutoff point is raised to two-thirds or three-quarters. 

The competence of HEWs on the sub-tasks of malaria prevention and control showed that, at a cutoff point of two-thirds correct answers, only relatively lower proportions (31% and 39%) of the HEWs demonstrated good knowledge of how to describe the danger signs of malaria well and the skills to assess a person with fever, respectively. However, HEWs’ knowledge and skill were good enough, even at the highest cutoff point, for sub-tasks on knowledge about prevention of malaria and their skill and knowledge in managing a patient with malaria.

Table 5.4.9.1 
Mean Score and Standard Deviation of Sub-tasks Used for Measurement of Skill/   
Knowledge of HEWs on Prevention and Control of Malaria.

	Summated subtasks grouped
	Mean
	SD

	Knowledge of prevention of malaria (5 items)
	3.5
	1.3

	Skill in assessing a person with a fever (5 items)
	3.2
	1.3

	Knowledge of fever and complicated malaria (7 items)
	3.8
	1.4

	Management of malaria (5 items)
	3.1
	1.5

	Overall mean score on competence for assessing/managing malaria (22)
	13.7
	4.3


Table 5.4.9.2 
Number of HEWs Having Equal or Higher Scores above Half, Two-thirds and
Three-quarters on Sub-tasks of Prevention and Control of Malaria

	Summated sub-tasks grouped
	Cutoff points

	
	50%
	66.7%
	75%

	
	No.
	(%)
	No.
	(%)
	No.
	(%)

	Knowledge of prevention of malaria
	64
	(86.5)
	40
	(54.1)
	40
	(54.1)

	Skill of assessing a person with a fever
	55
	(74.3)
	29
	(39.2)
	29
	(39.2)

	Knowledge of fever & complicated malaria
	43
	(58.1)
	23
	(31.1)
	9
	(12.2)

	Management of malaria
	49
	(66.2)
	38
	(51.4)
	38
	(51.4)

	Overall competence of assessment/ management of malaria
	54
	(73.0)
	34
	(45.9)
	22
	(29.7)


5.4.10 Acute Respiratory Infection and Tuberculosis
The competence of the HEWs on assessing and preventing acute respiratory infection (ARI), and prevention and control of tuberculosis (TB) was assessed using two sub-tasks, having 8 and 4 questions, respectively. For assessment and management of acute respiratory infection, the overall mean score was 3.3, SD + 1.8, and for the intervention programme of prevention and control of tuberculosis it was 1.7, SD + 1.6. The proportions of HEWs who had correct knowledge and skills on acute respiratory infection assessment and management were 23%, 16% and 4%, at the one-half, two-thirds and three-quarters cutoff points, respectively, on the 8 questions. Similarly, the proportions of HEWs who had correct knowledge and skills for prevention and control of tuberculosis were 38%, 38% and 23%, at cutoff points one-half, two-thirds and three-quarters, respectively, correct answers to the 4 questions. The overall competence of HEWs on assessment and prevention of acute respiratory infection and tuberculosis was not good. 

Table 5.4.10.1
Mean Score and Standard Deviation of Sub-tasks used for Measurement of Skill/    


Knowledge of HEWs on Prevention and Control of ARI and Tuberculosis.

	Summated subtasks grouped
	Mean
	SD

	Assessment and management of cough/ breathing difficulty (8 items)
	3.3
	1.8

	Knowledge about DOTS and following a patient with TB (4 items)
	1.7
	1.6

	Over mean score of competence of  ARI and TB 
	
	


Table 5.4.10.2
Number of HEWs Having Equal or Higher Score above Half, Two-thirds and 


Three-quarters of Sub-tasks on Prevention and Control of ARI and Tuberculosis

	Summated subtasks grouped
	Cutoff points

	
	50%
	66.7%
	75%

	
	No.
	(%)
	No.
	(%)
	No.
	(%)

	Assessment/management of cough/breathing difficulty
	17
	(23.0)
	12
	(16.2)
	  4
	(  5.4)

	Knowledge about DOTS and following a patient with TB
	28
	(37.8)
	28
	(37.8)
	17
	(23.0)

	Overall competence on ARI and TB
	20
	(27.0)
	  8
	(10.8)
	  4
	(  5.4)


5.4.11 Skill in Routinely Provided Health Care
HEWs were assessed on their skill in certain routinely provided clinical practices, including their communication skills, using six sub-tasks and 19 questions. Their overall mean score was 11.5, with a Standard Deviation of + 3.9.  Similarly, the proportion of HEWs who had good skills in the routinely provided clinical practices was about 61%, 46% and 19% at the cutoff points of one-half, two-thirds and three-quarters, respectively, of correct answers.

Of the six sub-tasks used to measure their skills, the proportion of HEWs who showed sufficient skills in examining a person with malaria, skills in examining a child with breathing difficulty, and skills in measuring mid-upper arm circumference was below 50%, even if we assess using the lowest cutoff point at one half of the questions answered correctly.  However, HEWs had relatively good skills for injections (vaccines and contraceptive injections) and communication skills.

Table 5.4.11.1
Mean Score and Standard Deviation of Sub-tasks used for Measurement of Skill/    


Knowledge of HEWs on Skills in Routinely Used Clinical Practices
	Sub-tasks
	Mean
	SD

	Skill in examining a child with diarrhoea (3 items)
	2.1
	0.9

	Skill in examining a person with malaria (3 items)
	1.4
	0.9

	Skill in examining a child with breathing difficulty (3 items)
	1.1
	1.1

	Skill in injecting (2 items)
	1.8
	0.5

	Skill in measuring MUAC (3 items)
	1.4
	1.4

	Skill in communication (5 items)
	3.6
	1.2

	Overall mean score on skills in examination and communication (19 items)
	11.5
	3.9


Table 5.4.11.2
Number of HEWs having Equal or Higher Scores above Half, Two-thirds and
Three-quarters on Sub-tasks of Skills in Routinely Used Clinical Practices.
	Summated subtasks grouped
	Cutoff points

	
	50%
	66.7%
	75%

	
	No.
	(%)
	No.
	(%)
	No.
	(%)

	Skill in examining a child with diarrhoea
	57
	(77.0)
	32
	(43.2)
	32
	(43.2)

	Skill in examining a person with malaria
	31
	(41.9)
	11
	(14.9)
	11
	(14.9)

	Skill in examining a child with breathing difficulty
	27
	(36.5)
	12
	(16.2)
	12
	(16.2)

	Skill in injecting
	65
	(87.8)
	65
	(87.8)
	65
	(87.8)

	Skill in measuring MUAC
	36
	(48.6)
	31
	(41.9)
	31
	(41.9)

	Skill in communication
	58
	(78.4)
	42
	(56.8)
	42
	(56.8)

	Overall skills in examination and communication
	45
	(60.8)
	34
	(45.9)
	14
	(18.9)


5.4.12 Environmental Health
5.4.12.1. Direct Assessment of Environmental Health
HEWs were assessed for their competence in environmental health and personal hygiene through direct assessment of environmental sanitation at a health post, including for its cleanness and their practice in personal hygiene. For two sub-tasks and a total of 13 questions, the overall mean score was 8.3, with SD of + 2.9.  Similarly, the proportions of HEWs who had relatively clean health posts and good knowledge and skills in personal hygiene were about 70%, 57% and 45% at cutoff points of one-half, two-thirds and three-quarters, respectively.
Relatively, it is difficult to state that HEWs have good skills in environmental health considering the overall environmental conditions of health posts, because only a small proportion of HEWs showed good practices for water and the sanitation of their compounds at their health posts, especially if we consider the higher cutoff points, two-thirds or three-quarters of correct items. 

Table 5.4.12.1
Mean Score and Standard Deviation on Sub-tasks used for Measurement of Skill/ 


Knowledge of HEWs on Environmental Health in Health Post.

	Summated subtasks grouped
	Mean 
	SD

	Water and sanitation of compound of health post (9 items)
	4.6
	2.7

	Personal hygiene (4 items)
	3.7
	0.7

	Overall mean score of competence in environmental health conditions
	8.3
	2.9


Table 5.4.12.2 Number of HEWs having Equal or Higher Score above Half, Two-thirds and 


Three-quarters on Sub-tasks of Skills in Environmental Health at Health Posts.
	Summated subtasks grouped
	Cutoff points

	
	50%
	66.7%
	75%

	
	No.
	(%)
	No.
	(%)
	No.
	(%)

	Water and sanitation of compound of health post
	43
	(58.1)
	26
	(35.1)
	26
	(35.1)

	Personal hygiene 
	70
	(94.6)
	70
	(94.6)
	59
	(79.7)

	Overall environmental health conditions
	52
	(70.3)
	42
	(56.8)
	33
	(44.6)


5.4.12.2. Indirect Assessment of Environmental Health
 The team also assessed HEWs’ competence in environmental health and personal hygiene through indirect assessment of the status of environmental sanitation of the nearest household to the health post.  The nearest household to the health post was assessed using 10 question items, and most of the households have relatively better environmental health conditions than the health posts.  Problem areas at the households were found to be not using water and soap for hand washing after using the latrine, and lack of controlled cleaning of children who used open field defecation.
Table 5.4.12.2.1 
Number of Households Performing the Following Actions after Acquiring 




Knowledge/ Skill on Environmental health (n = 57)

	Characteristics
	Number
	%

	Overall cleanness of compound
	39
	66.1

	Dry waste disposal (absent)
	31
	52.5

	Overall indoor cleanness 
	37
	62.7

	Absence of cattle and/or hens from living rooms 
	39
	66.1

	Clean utensils used for handling food 
	31
	52.5

	Cleanness of children
	33
	55.9

	Presence of latrine
	28
	47.5

	Water/soap for hand-washing after latrine use
	8
	13.6

	Controlled cleaning of children
	22
	37.3

	Protected source of water
	40
	67.8


5.5 
Health Extension Workers Working Environment and Relationship with Others
The HEWs usually have scheduled activities three days in a week to visit houses for promotional and preventive health.  The remaining two days are for clinical work at the health post, including immunization and antenatal care. At household level, they usually educate people about environmental health and construction of latrines and pits for personal hygiene and dry waste. They also teach about the Expanded Programme on Immunization (EPI), HIV/AIDS, childhood illnesses, malaria, etc. Since they have limited equipment and drugs for clinical interventions, they use the health post more for planning, as a place for communication with their supervisors, and as an area to trial first aid or some selected available treatment of patients who are active in coming into the health post.
5.5.1 Relationship with Community Health Agents / Trained Traditional Birth Attendants
The HEWs’ relationships with Trained Traditional Birth Attendants (TTBAs) and Community Health Agents (CHAs) were confirmed to be relatively good. TTBAs were assisting them when they were doing their routine work on house-to-house activities.  TTBAs also supported them by assisting a mother in labour at home, which assistance they accepted due to their deficiency in skills for assisting a labour.  There was one HEW who disclosed she had a bad relationship that resulted in a quarrel due to a direct report by TTBAs to the supervising health institutions. But after thorough discussion, she was convinced in general that the TTBAs’ support weighs more than any negative effect.  
5.5.2 Relationship with Health Workers
HEWs revealed that their relationship with other health workers was not good, because the health workers underestimated their activities. They also perceived that health workers usually preferred to bypass them and take reports regarding the health conditions of a particular village from the CHAs and TTBAs of that village.  Even if they came to supervise the health post, they did not come well prepared and organized to assist the HEWs or the health post.  Moreover, if HEWs requested some support they did not receive positive feedback.  A HEW from Kolla Tembien described the problem with anger: “Health personnel (nurses, health assistants) appear to make other people to hate us ….” The problem was further described by HEWs from Raya and Azebo, and was supported by HEWs from Tahitay Koraro districts.  The District Health Officer usually comes to health posts, but it is not on a regular pattern, and they do not have a direct reporting relationship to rely on. Health posts are usually supervised by health workers from heads of the satellite health station.
5.5.3 Relationship with Communities (Women)
HEWs also disclosed that their communities’ attitudes towards them were not good.  The HEWs knew it was due to their lack of clinical practice and that their skills were not good enough to answer the communities’ demands, which were geared to curative health. They gave an example of not being able to assist labour in their assigned communities.  They also revealed that people had given them nicknames related to their tasks that degraded the HEWs, calling them “nay guhaf eyen” or “nay Shikak eyen”, whose literal meaning is “they are people of waste” and “people of latrine”. They also disgrace the HEWs by asking them: “You are lucky, the Government pays you without you doing anything. Why don’t you try to assist us by treating our children and ourselves, while you sit in the health post built by the Government?” This was due to the fact that the HEWs were giving more emphasis to environmental, promotive and preventive health.
5.5.4 Safe Delivery at Health Post/ Outreach
All discussants believed that they are not able to assist a mother in labour.  If a mother requested for the service, they called for TTBAs to assist them.  HEWs have two reasons for not assisting a labour: i) they believed that they did not have the capability to assist the mother, and ii) they also lacked materials and equipment for assisting a delivery.  They also said that mothers did not want to go outside their homes for delivery, unless the labour was prolonged. HEWs gave two reasons why mothers preferred to give birth at home rather than in modern health institutions: First it was due to cultural beliefs that came from their ancestors and, secondly, women preferred to follow their culture and bury their placenta near their home in a culturally-celebrated way, which they would miss if they gave birth in a hospital or another modern health institution.
5.6 Medical Equipment and Supply Mechanism
The assessment team measured the availability of medical equipment at the health posts by simply counting them and checking whether they were available and functioning.  Most of the health posts did not have the necessary equipment for making examinations.  The medical equipment in more than half of the health posts consisted of a delivery bed (in 52.5% of the health posts surveyed), a stethoscope (in 58%), gowns (in 52%) and surgical gloves (in 70%).  This indicated that there was no medical supply in most health posts. 

Due to the lack of some medical equipment, the team assessed the HEWs’ competency for some skills using assumptions, simulations and some easily carried equipment that was useful for measurement.   
5.6.1 Medical Equipment 

Most of the health posts surveyed were deficient in medical equipment for patient examination. Examination beds, including delivery beds, were available only in about half of the health posts visited.  Weighing scales, measuring boards and tape measures for performing anthropometric measurements were scarce in many of the health posts.  There was a very low number of health posts with at least a single working fetoscope, through which they could assess fetal heartbeat, a stethoscope and a sphygmomanometer for measuring the blood pressure of pregnant women during antenatal care.  Similarly, supplies useful for examination of malaria (the Rapid Diagnostic Test “RDT”) and insecticide-treated nets useful for demonstrating how to prevent malaria were not found at many health posts  (Table 5.6.1).  

Equipment useful for the Expanded Programme on Immunization (EPI) such as refrigerators, ice bags or boxes and vaccine carriers appeared not to exist in nearly all the health posts of the region. Similarly, drugs that are useful for preventive medicine, including Vitamin A, Iron, Folate and Albendazole were found only in a few health posts.  Although drugs such as ORS, oral pills and injectables existed in a higher proportion of health posts, there were health posts which had never had such essential preventive medicines (Table 5.6.2).

The availability of guidelines for systematically diagnosing health issues for treatment at different referral levels was assessed. Only a few health posts had some of the guidelines.  Guidelines that existed in a relatively higher proportion of health posts were guidelines for malaria diagnosis and treatment (these were in about 37% of the health posts) and guidelines on HIV/AIDS (in about 44% of the health posts).  Similarly, although one of the HEWs’ major duties is promotive health, most of the health posts were deficient in IEC material for health education of the people in their vicinity.  Health posts were not only deficient in medical equipment, they are also even more deficient in supplies which could be used as office furniture and could motivate HEWs to do innovative work (Table 5.6.3).

 Table 5.6.1  
Availability of Medical Equipments, Useful for Patient Examination at Health
Post Level (n= 59)

	Supplies


	Available
	%

	Medical equipment used for examination
	
	

	Examination Bed
	 25
	42.4

	Delivery Bed 
	31
	52.5

	Fetoscope
	34
	57.6

	Stethoscope
	31
	52.5

	Sphygmomanometer
	28
	47.5

	Weighing scale (adult)
	24
	40.7

	Weighing scale (child)
	16
	27.1

	Weighing scale (infant)
	20
	33.9

	Thermometer
	29
	49.2

	Measuring Board
	11
	18.6

	Measuring tape
	15
	25.4

	Gloves
	42
	71.2

	Gowns
	31
	52.5

	Supplies for dressings, injections and malaria
	
	

	Cotton
	 40
	67.8

	Dressing towel
	22
	37.3

	Savlon
	36
	61.0

	Alcohol (concentrated/diluted)
	20
	33.9

	Ethanol (concentrated/diluted)
	8
	13.6

	Disposable syringe & needle
	34
	57.6

	Rapid Diagnostic Test (RDT)
	7
	11.9

	Insecticide-Treated Nets (ITNs)
	8
	13.6


Table 5.6.2.  
Availability of Equipments for Expanded Programme on Immunization and


Common Drugs at Surveyed Health Posts (n= 59)

	Supplies


	Available
	%

	Equipment for EPI /other essential service
	
	

	Refrigerator (Electric/ Kerosene)
	 3
	5.1

	Temperature recording monitor
	3
	5.1

	Ice Bag/ Box     
	5
	8.5

	Vaccine carrier
	5
	8.5

	Lamp or Electric power
	16
	27.1

	Delivery Kit/ Set
	28
	47.5

	First Aid Kit
	22
	37.3

	Availability of common drugs
	
	

	Vitamin A
	 17
	28.8

	Iron
	16
	27.1

	Folate
	5
	8.5

	Albendazole
	10
	16.9

	Anti-malaria drugs (Cortem & Chloroquine)
	27
	45.8

	ORS
	38
	64.4

	Oral Pills
	49
	83.1

	Condoms
	43
	72.9

	Injectable contraceptives
	39
	66.1


Table 5.6.3.  
Availability of Guidelines for some Intervention Programmes at Surveyed Health 


Posts (n= 59)

	Supplies
	Available
	%

	Available guidelines
	
	

	IMCI Guideline
	10
	16.9

	Malaria Diagnostic & Treatment Guideline
	22
	37.3

	Malaria ITN Strategic Plan Guideline
	2
	3.4

	EPI Guideline
	16
	27.1

	HIV/AIDS Guideline
	26
	44.1

	Modules (16 HEP English)
	0
	0.0

	Modules (16 HEP local language)
	0
	0.0

	Posters/ IEC-materials for health education:
	
	

	Nutritional Assessment Chart
	13
	22.0

	Charts for family planning 
	33
	55.9

	Immunization posters
	21
	35.6

	Environmental health/ personal hygiene
	29
	49.2

	WASH materials
	18
	30.5

	Endemic Diseases (malaria, HIV, diarrhoea, etc.)
	33
	55.9

	Insecticide-treated bed-net
	10
	16.9

	Availability of office furniture:
	
	

	Tables
	40
	67.8

	Chairs
	41
	69.5

	Benches
	31
	52.5

	Cupboards
	25
	42.4

	Shelves for drugs & record keeping
	36
	61.0


5.6.2 Adequacy of Supplies
The team’s assessment of the adequacy of supplies and the mechanisms through which supplies were distributed was discussed with Health Service Extension Workers during focus group discussions, and they mentioned that some health posts had too much of some drugs such as ORS and pills.  Some also mentioned that some drugs had been distributed in larger amounts to their health posts, although they did not know how to use them.  However, most HEWs mentioned that medical equipments that they usually requested for the health post did not reach them.  A HEW from Laelay Koraro described that, although she had requested several (two or three) times for simple equipment, a thermometer, a tape measure, a first aid kit and a delivery kit, nothing had come and when she tried to follow up, the person to whom she had submitted the requests did not want to answer.  In the same focus group discussion, another HEW said that after the HEWs completed their education, the health posts did not have equipment which they could use to help the community and, because of this, their morale to do things in the health post was deteriorating. She also added that, because of the lack of medical equipments, some HEWs wanted to leave the health post and go to towns or to their families. She said that she was afraid of losing her job and so she preferred to go house-to-house and help mothers, even if it meant being insulted by the villagers.  Similar discussions were also undertaken in Raya Azebo and, in Abiyi-adi; some discussants mentioned that some health workers were kind enough to help them.  Some health personnel brought some requested items, even items that had been used somewhere before, and some supervisors were bringing requested items, even if it was very late. Some items that may be distributed from region or zone offices were arriving in bulk without any request.
5.7 Support and Follow-up Mechanisms
The presence of support and follow-up mechanisms featured in the focus group discussions. Health posts were supervised both by the nearest health station (“Nucleus Health Centre”) and by the heads of administration (“Bayto”).  It was the Bayto that usually monitored the health post on a day-to-day basis, rather than the satellite clinic.  The health station people usually visited occasionally, for instance when they came at the time to pay salaries or if they were in need of a monthly report.  The way the health personnel supervisor supports the Health Service Extension Worker depended on the personalities and individual characters involved. If a supervising health officer had a good personality she or he would answer and assist with the HEW’s requests, but some health officers were reported to start insulting the HEWs immediately they arrived and HEWs said they were afraid to ask any questions.   Health personnel sometimes visited health posts during times of vaccination.  HEWs said that they did not want the HEWs to inject vaccines but instead they wanted the HEWs to keep children in queues. 
Regarding visitors from the Bayto, HEWs said they usually made them busy, by assigning both health-related tasks and tasks that were little to do with health. A HEW from Laelay Koraro said that she not only worked on issues related to health but she also performed tasks related to literacy campaigns, in agriculture, and in other areas.  She said that she had taught mothers to read the Tigrigna alphabet, and that she was proud of what she did. Similar observations were also raised at other focus group discussions, but the HEWs perceived it negatively and described the Baytos’ interventions and task assignments as a controlling mechanism.  A HEW from Raya Azebo said: “If they wanted to help the community, they should encourage us to use our skill in health; instead of putting us do some other activities” 
6. Discussion/ Recommendations
A key strength of the study is that it used different data collection methods to assess the competence of Health Service Extension Workers in preventive, promotive and curative health at health posts and in their outreach and household-level work; to assess the relationship of the HEWs with CHAs, TTBAs, communities and other health personnel; to investigate the status of training institutions where the HEWs were trained; to review the availability and adequacy of medical equipment within health posts; and to investigate whether HEWs were supported and followed up.  Use of both quantitative as well as qualitative research methods made the study fill gaps that may not be covered by other methods.  The use of different experts on child survival and mothers’ health made the instrument more valid. Other strengths of the study were recruitment of enumerators from among experts (with high experience) in the area of mother and child health, exhaustive training of the enumerators in the instrument, and solving problems during interviews at health posts, outreach or at household level.
This kind of study, as a cross-sectional design, will have its own limitation since its findings may not reflect what is done in reality.  If an extra new expert observed HEWs’ skills, this could bring a desirability bias, where HEWs could do their best to show their competency because they would know they were being assessed. Lack of medical equipment in some of the health posts was another problem that was encountered, but the study group tried to solve the problem using assumptions, by using some simple instruments such as a stethoscope, a tape measure and sometimes a sphygmomanometer. Similarly, in most of the study health posts, there were no clients to examine or from whom the team could find out about how the HEWs managed them, but since the enumerators were oriented on what to do if there were no clients, they used a child or a mother from the nearby community or participated themselves as a client to be examined and observe the activities.     
6.1 Pre-training Conditions
6.1.1 Training Materials

In comparison to most successful interventions encountered in child survival programmes for developing countries, some interventions were not included in the HEWs’ training. These missing interventions include use of common antibiotics to treat Acute Respiratory Infection and pneumonia, a disease that is a leading cause of death in children.  Similarly Haemophilus Influenza, the causative agent of ARI in children, could be prevented using a vaccine for the disease.  Not including the vaccine for Haemophilus Influenza in the routine EPI may be another problem that may not be specific to the training of HEWs but if it was included in the routine EPI this could minimize the occurrence of the disease. Many intervention programmes encourage inclusion of zinc within ORS for treatment of diarrhoea, and have shown that it increases survival by improving cognitive development, shortening the span of the diarrhoea and improving overall immune functions (WHO/UNICEF January 2004).  
The curriculum was full of theory that was beyond the skills which the HEWs would need to implement in their future work, but there was less training in practical skills.  Due to this high discrepancy between theory and practice, the time given to accomplish the theory was more than the actual time given for training in the Health Extension Programme, thus giving little or less time for practice.
Another area that was not included in the intervention included preventing harmful traditional practices on children and women, including empowering women. Most harmful traditional practices included invasion of tissues (for instance cutting) that could result in acute infections such as HIV/AIDS and/or to problems related to sexuality and mental illness.  Similarly, gender issues that could involve whether a mother can take the decision to control her family numbers so that she can provide childcare are some of the major health-related problems in developing countries. The HEWs were women who went down to the “grassroots” and their interventions could reach the target. For these reasons, including in the programme the prevention of harmful traditional practices on children and empowering women to make decisions concerning themselves and their children would have their own influences towards increasing child survival. 
The teaching materials, especially the 16 modules, were high in number. They touched every part of the interventions but none could stand by itself to teach an intervention and this may have increased the difficulty to use them for learning.  Thus, the study group feels that the modules are a problem in the teaching-learning process.

Recommendations
· Including vaccines for Haemophilus Influenza in the routine EPI and zinc in the ORS has a role in improving child survival, and it may be a national issue. However the HEWs assessing group suggests that the module to include treatment of mild to moderate pneumonia should advocate using antibiotics which would increase child survival. 
· The group also recommends that the modules for HEWs should include tasks related to women’s empowerment and other gender issues which may be a good entry point to this ground. As Ethiopia is a developing country the team suggests that the modules and the curricula should include preventive methods related to harmful traditions involving children and mothers.  
· Instead of 16 modules that touch every intervention, but each module cannot stand by itself, it would be better if the training is reduced to 4-5 modules where one module could stand by itself and could integrate interventions.  
· The recommendation is that, instead of having much theory, some of which may not be implemented, it would be better to give more emphasis only to some skills, based on the management principle of solving existing problems.

6.2 During Training
6.2.1 Training Institutions

In the Technical and Vocational Education Training Institutions (TVETIs) some problems that were identified include:

i. A lack of full understanding of the Health Extension Programme by heads of the school, especially in Axum TVETI. This could indicate that health is a social commodity which the Government usually subsidizes and it may be difficult for individuals to understand if their expertise is in an area far from the public health profession and/or for individuals who are not concerned.  
ii. Lack of rooms to be used as classrooms during the training processes was experienced by the assessed HEWs, especially at Axum TVETI.  
iii. Regardless of his or her area of expertise, one instructor was involved in the teaching-learning processes of all modules in a single classroom (as in 1-4th grade of school, per the national educational policy). This was seen at Mekele TVETI. 
iv. Cleanliness of toilets in training schools is essential and mandatory, especially for people who are involved in health education on environmental health.  In Axum TVETI, there was no water at all, although there was a toilet, the outlet of the toilet and the route to the toilet were full of faeces and there was no thought of water and soap after toilet use. 
v. The teaching-learning process consisted almost entirely only of theory for the whole continuous 11 to 12 months, with no practical activities (even demonstrations) except the time (one month) allocated to apprenticeship. This is contrary to other health professional training schedules which hold practical and theory concurrently.  
vi. There were no handouts or notebooks. Even the modules and materials used for demonstrations were not distributed individually or to groups during education or when they had completed their training.  
vii. Although there was a predetermined number of practical activities which the students were meant to accomplish, it was not practical to assess how many of the predetermined number of practical activities were accomplished.  Though there was apprenticeship for one month and later another month was added, no HEW interviewed had assisted a delivery during the training.  If someone never saw or assisted at a delivery during training this could result in lack of confidence to perform the intervention later. 
All the problems described above made the schools not to be good models of the teaching-learning process required to produce good HEWs.

Recommendations

· Shifting training schools to health institutions that serve the community could be a conducive move in making good use of the inadequate resources which only the health facilities have. It could also improve problems related to:-

· Lack of health personnel involved in the teaching-learning process.

· Students would have access to practice and would fulfil the predetermined number of practical activities. Since all forms of practical activities including assisting labour are available in health institutions (passive flow), the trainee HEWs could easily practice and fulfil the predetermined practical activities.

· HEWs’ interaction with other health personnel could be strengthened, etc. and this could increase their collaboration.

· As knowledge increases, individuals cannot become experts in every field. Therefore the team recommends that instructors should train HEWs only in their individual areas of expertise, rather than seeking to get involved in teaching every subject. 

· The HEWs are expected to be catalysts of behavioural changes at community level. Therefore the areas where they learn should be clean and should provide good role models for the HEWs to implement in their future working environment.  The toilet/latrine condition, dry waste disposal and water supply of the compound should be given due attention.  Toilets should have water and soap at all times. The schools should be models so that HEWs could improve the environmental health conditions in individual households and among the public.

· Teaching-learning processes should not separate theory and practice for long periods.  As in other health personnel training, both theory and practice should be undertaken at the same time (if in the morning they learn theory, in the afternoon they should have practical learning).

· The team recommends also that students should learn only what they will be able to do in practice.  There is no need to learn health services and interventions which they are not meant to perform. 

· The team recommends that higher emphasis be given on providing the necessary handouts, modules, textbooks and materials that are useful for the practical demonstrations.

· Instructors should assess the HEWs on whether they have accomplished a predetermined number of practical activities.  HEWs should not graduate unless they complete a given number of activities.

6.3 Post-training Conditions

6.3.1 Presence of Health Extension Workers at duty stations
About 23% of the HEWs were not available at the Kebele during the time of the survey, especially those from Southern Zone and Western Zone. The commonest reason given for this absence was they went to their families. This may be due to having reluctant supervisors, or it may be due to the fact that HEWs were assigned in areas far from their places of birth.  Lack of interest and motivation could also result if the health posts in which the HEWs did their routine activities were deficient of resources (for instance medical equipments), with the result that they would leave the health posts now and then.  Lack of competence and skills in some routine activities, such as assisting labour, could make HEWs leave their health posts very often.

The mean age of the HEWs was 21.5 years which is sufficient, but the problem comes if the age range from the minimum 17 years up to 35 years is considered.  This indicates that the difference in the ages of the HEWs could lead to differences in their knowledge and skill in attaining what is learnt in a class, and these could be reasons why instructors finish the curricula very late. Another problem that was noticed was that most HEWs were not assigned to their places of residence.  Of the assessed HEWs, only 9 (12.2%) were assigned to a place (Kebele) where they were born, and 43 (58.1%) were assigned to a place outside their own district, while about 88% of the HEWs said they were assigned unwillingly.  This could indicate that HEWs were not recruited from the places where they grew up (places of residence). Therefore a reason for the high absence encountered could be that HEWs were leaving their Kebele to inquire about their families, which were far from their working places.

Recommendations

· Recruitment of HEWs should start from the Kebele in need of the service, as it is also stated in the Guidelines for recruiting HEWs.

· The age of potential HEWs should be considered when they are recruited.

· Both technical and political supervisors should assist HEWs to solve their problems, and they should discourage HEWs from going absent from the administration that they were assigned to serve.

· The state health bureau and/or the Woreda health offices should assist already-assigned HEWs to transfer to Kebele in the places from which they had come.
6.3.2 Health Extension Workers Competence

The Health Extension Workers competence in family planning was relatively good, and was close to or more than 50% for each of the sub-tasks used to measure the whole family planning intervention programme at the highest cutoff point of three-quarters of correct replies. Their competence on HIV/AIDS issues related to mother and child health was assessed using 5 items, and their overall competence in prevention of transmission of HIV/AIDS was relatively very good.  This could be because prevention of HIV/AIDS is taught through different methods, including the mass media. The team could conclude confidently that HEWs have a good knowledge and skills in prevention of transmission of HIV/AIDS.  The competence of the HEWs in issues concerning immunization of children and mothers and maintenance of the cold chain was assessed using three sub-tasks, having a total of 13 questions. In general, the competence of HEWs related to immunization of a child and mother was very good, but their skills concerning maintenance of the cold chain needs to be improved before the assessors could be proud that HEWs would be very competent in general skills and knowledge of the Expanded Programme on Immunization.

The competence of HEWs in antenatal care of women was assessed using six sub-tasks and by direct assessment through independent evaluation of pregnant women found in the nearest households to the health posts. The overall competence of HEWs for intervention programmes linked to the antenatal care was negligible or very low. The most critical sub-task where the HEWs were deficient in knowing what to ask pregnant women about danger signs.  The HEWs’ competence in assisting labour was assessed using four sub-tasks and one essential skill item, and their overall competence to assist a mother in labour using 29 items. Only a few HEWs were considered to be knowledgeable and skilled in assisting labour.  Knowledge of detecting danger signs during labour was the critical sub-task on which the HEWs were found deficient. To reinforce this, most HEWs had never assisted labour during and after completing their training.  Thus the overall competence of HEWs to assist labour was very, very low.

The competence of HEWs in neonatal care was assessed using four sub-tasks, and this is another intervention programme where the HEWs are deficient in knowledge and skills.  With regard to the most critical sub-task related to antenatal care, the HEWs lacked knowledge or skill of what to do if a neonate is born preterm or underweight.  Thus, the HEWs of Tigray lacked the skills and knowledge necessary for neonatal care.  
The HEWs’ competence regarding human nutrition was assessed using four sub-tasks, with a total of 22 questions. HEWs displayed low competence in classifying and managing a child with malnutrition. They also had lower competence for assessing nutritional interventions.  However, the HEWs’ knowledge related to breastfeeding was relatively good and encouraging.  

Competence of HEWs on diarrhoeal disease control was assessed using four sub-tasks and a total of 19 questions. The HEWs were knowledgeable on the theory but did not have good skill in assessing a child with diarrhoea for the child’s degree of dehydration. The HEWs’ competence in malaria prevention and control was assessed using four sub-tasks (22 questions), and the overall assessment of their competence in malaria prevention seemed to be poor, and their skills in assessing danger signs of malaria and assessing a person with fever were not good.  However their skills for management of a patient with malaria were relatively good.  The HEWs’ competence in assessment and prevention of acute respiratory infection and prevention and control of tuberculosis was assessed using four sub-tasks, having 8 and 4 questions respectively. The overall competence of HEWs on assessment and prevention of acute respiratory infection and tuberculosis was not good.  
The HEWs were assessed for their competence in environmental health and personal hygiene through direct assessment of the environmental sanitation at their health posts, for the cleanness of the posts and for the HEWs’ practice in personal hygiene using two sub-tasks and 13 question items and, similarly, the nearest household to the health post was assessed using 10 questions.   In this assessment the households were cleaner than the health posts.  The health posts had lower access to clean water, at household level the main problem area was not using soap and water after toilet use.

Recommendations
· HEWs’ competence appeared to be relatively good for interventions related to family planning, prevention of transmission of HIV/AIDS and the Expanded Programme on Immunization. However they had lower competence in interventions related to antenatal care, assisting labour, neonatal care, human nutrition assessment, diarrhoeal disease control, malaria control, acute respiratory infection and tuberculosis control, and environmental health.
· The group recommends in-service training of HEWs for a few days, which would include giving more emphasis to the practical activities of interventions such as family planning, prevention of transmission of HIV/AIDS and on interventions related to the Expanded Programme of Immunization. The group also recommends in-service training by attaching HEWs to a nearby health institution for a few weeks with the aim of giving more emphasis to practical activities of interventions related to antenatal care, assisting a labour, neonatal care, human nutrition assessment, and control of diarrhoeal disease, malaria, acute respiratory infection and tuberculosis.
6.3.3 Health Extension Workers Working Environments and Relationship with Others

HEWs do not have bad relationships with CHAs and TTBAs. The problems occur in their relationships with other health workers.  They do not have good relationships with health workers working in higher-level health institutions. Moreover, the HEWs claimed that the other health personnel were the reason for HEWs’ poor relationships with communities and their leaders. One cause could be if the health personnel were not aware of what the HEWs had learnt. 

Communities’ attitudes towards the HEWs are also not good, which may be because communities are more geared to seeking curative health. On the other hand, the HEWs mention that the reason could be due to their failure to assist in some curative and some preventive health interventions either because they lacked skills or because they lacked medical equipment. The most common example given was that most HEWs were not able to assist labour, but instead they referred a mother in labour to TTBAs.  Women’s preference of labour at home was discussed and two reasons were given, first due to cultural reasons that come from their ancestors, and second because women want to receive their placenta and to bury it as part of their cultural celebrations.
Recommendations
· Policy makers at district and zone levels should encourage the positive relationships which exist between HEWs and Community Health Agents and Trained Traditional Birth Attendants. The HEWs also need to work hard to show their competence and skill in at least the routine activities by work attachments with TTBAs or higher-level health institutions. Woreda health offices and the regional health bureaus should exert maximum efforts to improve the competency of HEWs by making this come about.  
· Due attention should be given to ensuring that HEWs have the necessary equipment useful for their day-to-day activities.  Women would have less strong preferences for giving birth at home only when they start to notice the beneficial effects of giving birth at health institutions compared to giving birth at home. Thus, women will change their preference and have their labour at health institutions only when the quality of health institutions improves. 
· All health personnel and policy makers at all levels should be involved in attaining quality health care.
6.3.4. Medical Equipment and Support Mechanisms
Most of the health posts surveyed were lacking in medical equipment for patient examination, equipment useful for the Expanded Programme on Immunization (EPI) such as refrigerators, ice bags/ boxes and vaccine carriers, drugs that are useful for preventive medicine including Vitamin A, Iron, Folate and Albendazole, and essential medicines such as ORS, oral pills and injectables. Moreover, the guidelines useful for systematically diagnosing and treating patients at different referral levels were not found in most of the health posts assessed.  Similarly, most of the health posts lacked IEC material for health education and this further decreased the already low motivation of HEWs.   

Regarding adequacy of supplies, the focus group discussions raised the issue and the team was shown during their visits that in some health posts some drugs (both those known and those unknown to HEWs) were available in excess of the communities’ needs. However, most of the health posts did not have key items of medical equipment, although these had been requested several times. The lack of supplies appears to lower the HEWs’ morale for doing things in their health posts. It also was evident to the assessors that lack of medical equipments and supplies was making HEWs leave health posts and go to towns or to their families.

Health posts were supervised both by the nearest health station “Nucleus Health Centre” and by heads of administration (“Bayto”). It was the Bayto that usually monitored the health posts on a day-to-day basis, rather than the satellite clinics, but the health station people did make occasional visit. Other health personnel’s attitude towards HEWs appeared not to be good, and supervision was done not regularly and was not intended to help HEWs fulfill their duties.  The Bayto, which supervises regularly and has high contact with the HEWs, appeared to offer good quality support.
Recommendations
· If a health worker with good skills is assigned to a health institution that lacks medical equipment, her/his competency will go down to zero, unless the deficiency is corrected in time.  This condition will be worsened if the health worker is assigned on her/his own.  The HEWs, after they have received the necessary knowledge, attitudes and skills for preventive, promotive and curative health, are assigned to new health institutions with little medical equipment. Unless immediate measures are taken, their skills and competencies inevitably go down.  Thus, the assessment group recommends that the regional health bureaus and donors assess the health posts and provide the necessary equipment which the HEWs need.

· Regional health bureaus and Woreda health offices have to work hard to minimize the gap formed between HEWs and other health workers.  Management training in supervision which aims to help subordinates do their duties properly should be given to any health personnel that would be involved in supervision.   Regarding the Bayto’s interventions, if Woreda health offices became stronger and gave the Bayto good information on the HEWs’ duties and how to supervise them well, the Bayto could do its duty in a better way. 

7.  Annex 
Table 7.1.  Number of HEWs that Responded Positively to each Family Planning Measurement
 Item
	Item
	Number 
	%

	Knowledge of contraceptive
	
	

	Knows use of calendar method
	66
	89.2

	Knows exclusive breastfeeding
	54
	73.0

	Knows rhythm method
	33
	44.6

	Knows abstinence
	29
	39.2

	Knows combined oral contraceptive
	69
	93.2

	Knows progesterone-only pills
	49
	66.2

	Knows Depo-Provera
	73
	98.6

	Knows Norplant implant
	67
	90.5

	Knows IUCD
	56
	75.7

	Knows Vasectomy/ Tubal legation
	38
	51.4

	Skill in counselling
	
	

	Greeting the client
	60
	81.1

	Asking client about her reproductive goal (postpone, etc)
	56
	75.7

	Telling client (methods, advantage/disadvantage, efficacy)
	56
	75.7

	Helping client to reach an informed choice
	61
	82.4

	Explaining how to use the chosen methods
	68
	91.9

	Giving appointment for return visit
	68
	91.9

	Some needed skill/knowledge for family planning
	
	

	Knows when to start OCP
	65
	87.8

	Knows not rubbing after administration of Depo-Provera
	65
	87.8

	Knows OCP is not protective against  HIV/ STDs
	69
	93.2

	Knows  taking of mini-pill at a specific time of a given day
	46
	62.2


Table 7.2.  Number of HEWs that Responded Positively to each Antenatal Care Measurement
 Item
	Activities of sub-tasks
	Number
	%

	Knows what to ask on past obstetric history 

Ask for some socio-demography, including age 

Knows asking gravidity

Knows asking parity  

Knows asking mode of delivery

Knows asking outcome

Asks about status of live born children 

Last menstrual period 

Calculates accurately the expected date of delivery
	71

66

66

56

48

59

63

58
	95.9

89.2

89.2

75.7

64.9

79.7

85.1

78.4

	Knows what to ask on danger signs during pregnancy
Severe persistent headache 

Blurring of vision 

Epigastric pain



Bleeding  

Fever 


Leakage of amniotic fluid 

Loss of fetal movement 


Any other vaginal discharge/ ulcer
	20

22

12

60

13

15

41

22
	27.4

30.1

16.9

82.2

17.8

20.5

56.2

30.6

	Skill in examination on ANC

Able to measure B/P and interpret it

Able to measure height and interpret it

Able to measure weight and interpret it

Correctly recognizes pallor of the palm

Correctly recognizes edema of face 

Able to measure fundal height 

Able to make final assessment (diagnosis)
	58

55

61

57

54

58

65
	78.4

75.3

82.4

77.0

73.0

78.4

89.0


	Activities of sub-tasks
	Number
	%

	Ability to manage ANC of normal pregnancy      

Provide TT vaccine, 

Provide Iron and Folate

Advice about malaria protection using ITN

Nutritional counselling 

Counselling about HIV and VCT services
Give appointment for follow-up visit

Knows the schedule of focus ANC 

Able to advise on danger signs/reasons for return

Able to advise about birth plan/ preparedness
	48

30

23

71

19

71

56

47

53
	64.9

40.5

32.4

95.9

26.4

95.9

75.7

63.5

71.6

	Knowledge of danger signs during ANC

Short status of mother

Malformed pelvic 

Previous caesarean section

Unusual big abdomen

Bleeding during pregnancy

Lose of fetal movement

Any vaginal discharge
	71

20

46

35

64

39

25
	95.9

27.0

62.2

47.9

86.5

52.7

33.8

	Knowledge of advice of preparation for delivery 

Clean/new blade

Clean thread

Clean dress, towel etc

Soap

Sufficient clean water

Light (lamp/electric/torch)
	72

73

74

30

39

33
	97.3

98.6

100

40.5

52.7

44.6


Table 7.3. Assisting a labour
	Activities of sub-tasks
	# of correct persons
	%

	Knowledge of equipments prepared to assist delivery

Delivery kit (known)

Clean/new blade

Clean thread

Clean dress, towel etc

Soap

Sufficient clean water

Light (lamp/electric/torch)
	66

70

71

61

40

41

35
	90.4

94.6

95.9

82.4

54.1

55.4

47.3

	Skill of examining a mother in labour
Asking for duration of labour
Observe/ask for leakage of amniotic fluid  

Ask for fetal movement

Count for fetal heartbeat

Measure blood pressure 

Examine for height of funds

Observe regularity of uterine contraction
	67

38

37

30

51

38

25
	90.5

52.1

50

41.1

68.9

51.4

33.8

	Knowledge of danger signs during labour

Bleeding 

Lose of fetal movement 

Higher diastolic B/P

Prolonged labour (> 24 hours) 

Loss of consciousness 

Mal-presentation

Severe malaria during pregnancy

Retained placenta
	67

36

35

32

16

59

11

36
	90.5

48.6

47.3

43.2

21.6

79.7

14.9

48.6

	Knowledge of referring a mother with high risk

Ever assisted delivery (since assigned)
	71

14
	95.9

18.9

	Knowledge/ skill in assisting labour
Prepare the mother in good light 

Prepare clean materials to be used for delivery 

Put glove/support perineum during delivery

Assist labour during and after delivery of head

Wait and assist for third stage delivery
	38

64

60

48

60
	52.1

86.5

81.1

64.9

81.1


Table 7.4. Neonate/newborn child

	Activities of sub-tasks
	Number
	%

	Immediate action after birth of a newborn child

Drying and wrapping the neonate

Cord and eye care

Immediate initiation of breastfeeding 

Advice for BCG & OPV-0 vaccine
	68

63

54

60
	91.9

85.1

73.0

81.1

	Knows what to do for birth of preterm/underweight

Advice for frequent feeding

Demonstrate how to keep warm (kangaroo method)

Assess the baby twice a day for first week
	52

31

7
	70.3

41.9

9.5

	Knowledge on Breastfeeding

Initiate breastfeeding immediately

Advise exclusive breastfeeding for 6 months
Advice to start complementary feeding after 6 months
Continuation of breastfeeding until 24 months

Advice to seek health care for breast problems (n=73)
	66

72

71

60

10
	89.2

97.3

95.9

81.1

13.7

	Skill of good attachment for breastfeeding

Widely opened mouth

Chin touching the breast

More areola visible on the upper than lower

The lower lip turned outwards
	60

42

45

24
	81.1

56.8

60.8

32.4

	Knowledge of advice to a mother in labour
Advice on course of flow of vaginal discharge

Danger signs on course of vaginal discharge

Counselling on nutrition

Advice on exclusive breastfeeding

Educate about possible family planning
	19

21

69

63

56
	25.7

28.4

93.2

86.3

75.7


Table 7.5 Nutritional assessment

	Activities of sub-tasks
	Number
	%

	Assessment of nutritional status of child

Asked well for the child’s age

Able to measure weight 

Able to measure height

Able to measure mid-upper arm circumference 

Able to compute weight/age   

Able to compute weight/height

Able to compute mid-upper arm circumference
	59

61

27

26

43

14

26
	79.7

82.4

36.5

35.1

58.1

18.9

35.1

	Classification and management of child with malnutrition

Able to classify underweight                       

Able to classify stunting                                

Able to classify wasting                    

Able to manage underweight children                             

Able to refer children with severe wasting

Able to refer children with edema of both feet

Able to refer children with severe wasting & edema of both feet                                
	43

16

19

42

35

24

21
	58.1

21.6

25.7

56.8

47.3

32.4

28.4

	Knowledge of dose and administration of micronutrients

Knows dose of Vitamin A for children by age

Knows schedule of Iron & Folate tabs for pregnant women 

Knows Iodine fortification with salt for general population
	49

28

14
	66.2

37.8

18.9


Table 7.6.  Vaccines
	Activities of sub-tasks
	Number
	%

	Knowledge of Vaccines

Knows schedule, purpose, route and dose of BCG

Knows schedule, purpose, route and dose of OPV

Knows schedule, purpose, route and dose of DPT

Knows schedule, purpose, route and dose of Measles 

Knows schedule, purpose, route and dose of TT
	68

71

68

68

70
	91.8

95.9

91.9

91.9

94.8

	Skill of keeping vaccine appropriately (+ cold chain)

Keeping vaccine in a refrigerator between 00-80C (n=56)

Last week’s temperature monitor well recorded 

Knowledge/skill of use of safety box 

Availability of safety measure to avoid used needles
	11

 4

36

25
	15.1

5.5

48.6

33.8

	Management of EPI related to coverage

Able to record vaccine provided

Filling of EPI cards 

Give appointment for next  vaccine 

Skill of tracing defaulters
	47

48

48

51
	63.5

64.9

64.9

68.9


Table 7.7.  Diarrhoea

	Activities of sub-tasks
	Number
	%

	Knows what to ask about a child with a diarrhoea
Able to ask for frequency of stool within a day

Able to ask for duration of the diarrhoea 

Able to ask for presence of blood in the stool
	64

50

59
	86.5

67.6

79.7

	Skill/ knowledge in preparing ORS/advising caretaker

Skill in preparing ORS, including dose

Knows locally-available container to measure solution 

Able to advise that a child needs more fluid than usual 

Advise that a child should be breastfed more often than usual

Advises a mother to wash her hands before feeding

Advises mother when to return immediately 
	70

67

71

59

50

43
	94.6

90.5

95.9

79.7

67.6

58.1

	Knowledge on when to refer a child with diarrhoea

Know to refer if severely dehydrated

Know to refer if  bloody diarrhoea

Know to refer for diarrhoea of more than 14 days

Know to refer if diarrhoea continued despite therapy
	53

55

37

57
	71.6

74.3

50.0

77.0

	Able to examine and classify for magnitude of dehydration

Able to look for sunken eyeball

Able to pinch skin & observe for duration of return

Able to check a child for thirst by offering fluid 

Assesses mental status by observing for lethargy/unconsciousness
Assesses mental status by observing for irritability/ restlessness

Able to classify dehydration, dysentery and persistent diarrhoea
	53

58

42

51

39

50
	71.6

78.4

56.8

68.9

52.7

67.6


Table 7.8 Malaria
	Activities of sub-tasks
	Number
	%

	Knowledge of prevention of malaria

Work to promote acceptance and use of ITN

Advertise to prioritize ITN for pregnant women  

Advertise to prioritize ITN for children under five

Implement Indoor Residual Spraying (IRS)

Proper use of malaria epidemic monitoring chart 
	68

60

61

49

24
	91.9

81.1

82.4

66.2

32.4

	Knowledge of danger signs of malaria

Presence of lethargy /unconsciousness of a patient
Observe or Hx of presence of  convulsion

Presence of persistent vomiting

Presence of jaundice 

If malaria occurs during pregnancy

Severe palmar pallor
	59

41

56

24

17

19
	79.7

55.4

75.7

32.4

23.0

25.7

	Management of malaria

Knows dose/route of ACT (Coartem) for RDT (Pos.)

Knows dose/route of Chloroquine for RDT (Neg.) 

Knows referral of severe/complicated malaria

Knows referral if no improvement
	40

55

24

53
	54.1

74.3

32.4

71.6

	Skill of assessing a person with a fever

Becoming aware whether the place is malaria endemic

Knows signs and symptoms of malaria

Has skills to measure temperature & interpret

Ability to do Rapid Diagnostic Test (RDT)

Aware that RDT only tests for P. falciparum malaria 
	55

67

52

31

33
	74.3

90.5

70.3

41.9

44.6


Table 7.9. Acute Respiratory Infections and Tuberculosis
	Activities of sub-tasks
	Number
	%

	Assessment and management of cough/breathing difficulty

Asking for duration of illness

Skill in counting breaths/minute

Knowledge of cutoff of breathing rate for each age group

Skill of observing chest in-drawing 

Observe listening for stridor 

Able to classify severity of illness 

Provide home treatment for cold 

 Refer children with pneumonia & severe illness
	63

28

10

26

30

12

21

55
	85.1

37.8

13.5

35.1

40.5

16.2

28.4

74.3

	Knowledge about DOTS and monitoring a patient with TB

Provides DOTS at household/health post level

Refers patient with no improvement 

Able to trace defaulters earlier
	37

25

32

31
	50.0

33.9

43.2

41.9


Table 7.10.  Skills in routinely used clinical practices

	Activities of sub-tasks
	Number
	%

	Skill in examining a child with diarrhoea
Examine for dehydration by pinching the skin 

Observe for sunken eyeball and/or fontanel 

Observe for thirst of child, by offering fluid 
	61

53

44
	82.4

71.6

59.5

	Skill in examining a person with malaria

Measure for temperature 

Able to assess using palmar pallor for degree of anaemia
Examining jaundice
	50

26

29
	67.6

35.1

39.2

	Skill in examining a child with cough or difficulty breathing 

Skill in counting breaths within a minute

Skill in observing chest in-drawing 

Skill in listening for stridor 
	27

25

27
	36.5

33.8

36.5

	Skill in giving injections (FP, immunization)
Observe for different vaccine routes and technique 

Skill of not rubbing after injecting Depo-Provera 
	69

66
	93.2

89.2

	Skill of measuring MUAC

Knows how to localize mid-upper arm

Knows how to position the arm 

Knows how to stretch  the measuring tape
	37

38

35
	50.0

51.4

47.3

	Skill of communication

Knows how to ask a client

Gives adequate time to listen a client

Praises for whatever good a client has done

Provides proper advice 

Checks for client’s understanding 
	68

65

35

58

44
	91.9

87.8

47.3

78.4

59.5


Table 7.11.  Environmental Health

	Activities of sub-tasks
	Number
	%

	Water and sanitation of compound of health post

Overall cleanness of the compound 

Cleanness of utensils and cardboards, drug stores/ injection/ 

       dressing area

Cleanness of ORT corner, OPD, etc.
Presence and use of a pit for dry/liquid waste disposal

Cleanness of latrine and its use (unlocked/in use)

Source of water is clean and protected


Water storage is clean and protected


Presence of water and soap for hand-washing after toilet use

Presence of enough water (within 100 metres)
	53

46

44

40

53

41

18

18

16
	71.6

62.2

59.5

54.1

71.6

55.4

24.3

24.3

21.6

	Personal hygiene 

Advises to wash after using the toilet

Advises to wash before preparing food

Advises to wash before each meal 

Have clean hands/fingers/nails
	70

71

70

63
	94.6

95.9

94.6

85.1

	Water construction and its appropriateness 

Construction of protected well (communal)
Construction of protected well (household)
Site selection for constructed wells

Appropriateness of the constructed wells

Trained WASH Committee within the PA
	10

  6

  9

10

19
	13.5

  8.1

12.2

13.5

25.7

	Construction of latrine/pit for dry waste and its appropriateness 

Construction of simple pit or VIP latrine (community)
Construction of simple pit or VIP latrine (household)
Presence of water and soap for hand washing

Selection of site for construction of toilets 

Number of completed latrines constructed (mean + SD)

Construction of a pit for the waste

Appropriateness of the dry waste disposal
	23

54

14

51

26.9, + 25.5

48

52
	31.1

73.0

18.9

68.9

64.9

70.3
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