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Evaluation of Health Extension Program in Ethiopia: Implementation process and effect on health outcomes
I. Executive Summary

Background

In 2004, Ethiopia launched Health Extension Program (HEP), to expand the national health program to include community based health interventions as a primary component of the HSDP. HEP is “a package of basic and essential promotive, preventive and curative health services targeting households in a community, based on the principle of Primary Health Care (PHC) to improve the families’ health status with their full participation”. HEP became a core component of the broader health system, and it is one of the strategies adopted with a view to achieving universal coverage of primary health care to the rural population by 2009, in a context of limited resources. The overall goal of HEP is to create a healthy society and reduce maternal and child morbidity and mortality rates. To ensure effective function of the HEP program, expansion of primary health care units, strengthening the health system and procurement of drugs and supplies have been emphasized in the design and implementation of HEP. 

Given the limited resources in the country, information on the effectiveness of the program is needed to guide resource allocation decisions. The implementation of nation-wide HEP, which is considered the most important institutional framework for achieving the Millennium Development Goals (MDGs), should be accompanied by monitoring and evaluation studies to demonstrate that the goals and objectives are achieved and to document factors that affect the success of the program. The Center for National Health Development in Ethiopia, The Earth Institute at Columbia University designed evaluation study to assess the implementation process and effect of HEP on health outcomes across the country. 
HEP Evaluation 
The study population for the HEP evaluation comprises all people residing in rural areas of the country including pastoralist communities, which are the target population for the implementation of HEP. The regions include Tigray, Afar, Amhara, Oromia, SNNR, Harare, Dire Dawa, Somalia, Gambella and Benshangul. The overall objectives of the HEP evaluation study are: 1) to assess the implementation process, and 2) to determine the effect of HEP on health outcome measures. The evaluation aims to compare the implementation process and effect of HEP on health outcome measures between the different regional states and population types (rural vs. pastoral communities).  

The assessment of HEP implementation processes will include the assessment of the health post performance, the HEWs performance, the support and management system of HEP, and the demand and perception of the communities. The assessment of HEP implementation will enable us to compare the implementation process between the different regions as well as between the rural and pastoralist communities. The assessment of the effect of HEP on health outcomes will be undertaken using pre- and post-intervention design to determine the change in outcome measures after the introduction of the interventions. During the pre- and post-intervention studies, cross-sectional household surveys will be used to determine the health outcome measures before and after the intervention.
To determine the influence of HEP implementation environment on the effect of HEP, the two components of the study are linked to each other by design. A multi-stage cluster sampling method with village as the cluster unit was used to select sample households. The country level sample size was estimated to be 7128 households.
Prior to the introduction of HEP, a cross-sectional household survey was undertaken in 2005 in randomly selected sample households from seven regions of the country. The regions include Tigray, Afar, Amhara, Oromia, SNNR, Harare, and Dire Dawa. HEP has been rolled out to all rural villages. Although the duration of implementation of HEP may vary from village to village due to the phased implementation of HEP, given the speed of implementation of the program during the past four years, we expect that all villages will have been covered by HEP by 2009. Thus, another cross-sectional survey at the end of 2009 will capture the post-intervention situation in terms of health outcome measures as well as assessment of the implementation process.
The purpose of the follow-up survey is to assess the process and status of HEP implementation in all target communities including the pastoralist communities. It also aims to determine the effect of HEP implementation on health outcome measures over the last four years in Tigray, Afar, Amhara, Oromia, SNNR, Harare, and Dire Dawa, and to establish baseline health outcome levels for the developing regional states (DRSs) including Gambela, Somali and Benshangul-Gumz. A total of 7128 households across the country will be included in the survey. Moreover, since the HEP implementation process assessment is linked with the outcome assessment study, the number of health posts that will be included in the study corresponds with the number of sampled villages. 312 health posts, a maximum of 624 HEWs and all HEWs supervisors found in each of the sampled districts will be included in the study. 
Data collection will be undertaken through personal interviews using structured questionnaires and in some cases through observation. All the questionnaires will be translated into local languages. Survey teams will include interviewers, supervisors and regional coordinator. To ensure collection of high quality data from the field, survey teams will be trained well and field work will be supervised frequently. The data collection will be undertaken from the 4th week of December 2009 to the 2nd week of January 2010. Upon completion of the data collection and editing, data entry clerks having competency and experience will be hired to enter the data. Data will be cleaned and analyzed with STATA. The reports will be prepared and disseminated. 
The overall cost to undertake the follow-up survey, data processing, analysis, report preparation and dissemination is estimated to be $712,663. It is proposed that WHO and CNHDE will contribute $150,000 and $60,535 respectively towards the overall budget.
The total budget requested from UNICEF is $541,679, which is the gap between the need and the available funding from WHO and CNHDE. 
II. Background
2.1 Health Extension Program

Ethiopia established a Health Sector Development Program (HSDP), in 1997/8. Although, the overall performance of the health sector has improved under HSDP, in particular in urban areas, the success to reach essential services to the people at the grass roots level through HSDP has been quite limited. The major challenges of the health system include low access to health care services, widespread poverty, inadequate access to clean water and sanitation facilities, and low health service utilization. The higher cost associated with expansion of standard health services, and the long time lag between production and deployment of higher level health professionals such as doctors continue to be the main challenges to address the health problems of rural and marginalized communities with the existing socio-economic situation of the country. The challenges are overwhelming, and the standard health system through the HSDP model could not address the major challenges in the health system. As a result, overall levels of disease burden, and child and maternal mortality appear hardly to have shifted significantly in the six years that followed. For this reason, maternal and child mortality as well as the incidence of the major killers such as HIV/AIDs and malaria continue to be one of the highest in the world. 
In 2004, Ethiopia launched Health Extension Program (HEP), to expand the national health program to include community based health interventions as a primary component of the HSDP. HEP is “a package of basic and essential promotive, preventive and curative health services targeting households in a community, based on the principle of Primary Health Care (PHC) to improve the families’ health status with their full participation”. 
2.1.1 Goals and Objectives of HEP

Rapid expansion of HEP services is a core component of the broader health system, and it is one of the strategies adopted with a view to achieving universal coverage of primary health care to the rural population by 2009, in a context of limited resources. The overall goal of HEP is to create a healthy society and reduce maternal and child morbidity and mortality rates. The specific objectives include:

· Reduce morbidity and mortality of children  and mothers

· Reduce morbidity and mortality from HIV/AIDS, tuberculosis and malaria through development of community skills and knowledge 

· Prevent diseases caused by malnutrition, poor personal hygiene and contaminated food

· Prevent accidents and emergency illnesses, and administer first-aid to the injured and sick

· Develop community awareness, knowledge and skills in rural Ethiopia to prevent contamination from common sources including human excreta, animal wastes and pesticides
2.1.2 HEP implementation strategies

The government of Ethiopia recognizes that HEP will not be sustainable if infrastructures and health systems including human resources, management and support needed are not addressed. To ensure effective function of the HEP program, expansion of primary health care units, strengthening the health system and procurement of drugs and supplies have been emphasized in the design and implementation of HEP. 

HEP services are organized along geographic lines (kebeles): construction of a comprehensive network of “primary health care units (PHCU)” throughout the country with one health post in every rural kebele of 5000 people linked to referral health center.  The HC and five HP surrounding the HC make a PHCU thereby making the service package and referral system linked to each other. 

A health post is a two room structure of most peripheral health care unit and the first level for the provision of healthcare for the community, emphasizing preventive and promotive care. They serve as the operational centre for HEP. A total of about 15,000 health posts are being built and equipped to cover all the rural villages in the country. To ensure ownership of the health program by the community, the construction of health posts is undertaken both by the community and the government. 
HEP services are provided by two Health Extension Workers (HEWs) deployed in each Kebele and stationed at the health post. In a country that has more than 80 ethnic groups, languages and cultures, essential services need to be delivered with community participation in ways acceptable and appropriate to each community. To address this complex situation and ensure local ownership of the program, the community is involved in the recruitment of candidates for training. One of the distinctive strategies in the implementation of HEP is the recruitment of female high school graduates from their respective villages, where possible, and nearby villages. After recruitment from their respective villages, the female high school graduates receive one year intensive theoretical and practical training on 16 health service packages. A total of about 30,000 HEWs are being trained to be deployed in about 15,000 villages. The female Health Extension Workers become employee of the government with regular monthly salaries and other benefits. 

Management and support is critical in the implementation of HEP to ensure interventions are well coordinated; technical support is provided; inputs are provided in a timely and cost-efficient manner; resources are appropriately managed; effective monitoring and progress reporting is carried out; and challenges are identified and addressed in a timely manner. Unlike many PHC programs which are run by NGOs, HEP is fully owned by the community and the government, and, thus, managed in accordance with the decentralized structures of the country. The management and support of HEP corresponds with the overall government decentralized policy. Thus, the DHO is primarily responsible for the implementation, supervision and management of HEP. 
2.1.3 HEP services and implementation modalities

The services provided under HEP include 16 essential health packages under four major program areas. 

1. Hygiene and environmental sanitation: This area deal with seven of the sixteen packages. These are: a) proper and safe excreta disposal system; b) proper and safe solid and liquid waste management; c) water supply safety measures; d) food hygiene and safety measures; e) healthy home environment; f) arthropods and rodent control; and g) personal hygiene.

2. Disease prevention and control: This area deals with four of the sixteen packages. These are: a) HIV/AIDS prevention and control; b) TB prevention and control; c) Malaria prevention and control; and d) first aid.

3. Family health services: This area deal with five of the sixteen packages. These are: a) maternal and child health; b) family planning; c) immunization; d) adolescent reproductive health; and e) nutrition.

4. Health Education and Communication: Cross cutting
Upon deployment to their respective communities, HEWs divide their time between providing services at the health post and undertaking community promotion program at the household level (domiciliary care). At the health post, HEWs spent 25% of their time providing services which include immunizations, injectable contraception, and limited basic curative services such as provision of anti-malaria treatment, first aid, management of diarrheal diseases and intestinal parasites. 

The community promotion program is centered on volunteer community promoters (VCPs), working under the supervision and guidance of the HEWs. During the domiciliary care, the HEWs and VCPs provide support to households for behavioral change and motivate to utilize primary health care services. Along with the volunteer community promoters, each HEW will select 50-60 households for frequent visiting for about 96 hours of training in 3 to 4 months. The training includes, basic health action, persuasion, motivation, negotiation, encouragement, demonstration, provision of health services and transforming households to clean and safe home environment and healthy life style. Household adopting and applying more than 75% of the 16 packages of the HEP get certificate of completion and this go on until all households graduate. 
2.1.4 Progress of HEP implementation

The federal and regional governments have invested substantially to implement HEP with construction of new health posts, upgrading of referral health facilities, purchase of medical equipments, drugs, supplies, training of HEWs to improve accessibility and quality of services. 

2.2 Challenges
The success of HEP in achieving its set goals and objectives could be affected by a number of complex factors. The quality of HEP services depends on the human resource capacity; ownership, access to infrastructure, utilities and other services; availability of medical equipments, drugs, and other supplies; availability of client friendly health service infrastructure; and strength of health systems. Combined with community generated demand and utilization for the services provided, these are all critical factors that can affect the successful implementation of the program. 

There is a perceived risk that Health Extension Workers (HEWs) may not be equipped with the necessary skills and competence to properly implement 16 health service packages with one year of training. Quality of training has been cited as a determining factor in the performance and effect of health programs. The multitasking of HEWs, as well as unbalanced allocation of time among the service packages may also lead to inefficiencies of HEP services. Although, salary level is an important determinant of morale and retention of health personnel in the field, HEWs’ perception and satisfaction with their living and working environment, supportive environment such as recognition of skills, performance based promotion, and presence of functional infrastructure including referral systems are also important. Moreover, the assistance from stakeholders and voluntary community health workers and continuing education they receive are important factors that may affect the quality of HEP services. Hence there is a potential concern that the delivery of poor-quality and inefficient services may in turn lead to bypassing of the services by users.
The impact of such a large number of new health professionals will be a challenge to the capacities of the already understaffed and under-budgeted health system. Although supervision and support is a key for success of a program, supervisors are often poorly resourced and lack supervision techniques leading to none systematic and supportive supervision, which may affect quality of services and job satisfaction. The consensual participation of supportive health staff at the management level as well as at health centers is critical for successful implementation of health programs. Assessment of the supportive environment, and the district health staff in terms of their capacity and level of support they provide to the health posts is necessary to identify problems in the implementation of the program.

HSDP implementation was decentralized to the regions. Regional variation in implementation capacity may lead to differences in achieving a fully functioning HEP. Based on anecdotal evidence, the implementation of HEP in pastoralist areas in Afar, Benishangul-Gumuz, Gambella and Somali has been less satisfactory comparing to HEP in the rest of Ethiopia. This is partially due to the fact that HEP started almost two year later in these regions compared to the larger regions, the overall health system is weaker and there are limited trained human resources.  Also the HEP package was not adequately adapted to the pastoralist setting with its nomadic lifestyle. However, further research is needed to establish to further develop and refine HEP in pastoralist areas.

Community participation, which is critical for the success of program implementation, is recognized as the backbone in the implementation of HEP. Understanding the community in terms of perception on the program, degree of participation and utilization of services is an important step to improve implementation strategies and approaches in community based programs.

The policy-makers and health workers need scientific evidence to improve the implementation of HEP, and to determine the impact of the huge investment on the health of the people. Moreover, given the limited resources in the country, information on the effectiveness of the program is needed to guide resource allocation decisions. The implementation of nation-wide HEP, which is considered the most important institutional framework for achieving the Millennium Development Goals (MDGs), should be accompanied by monitoring and evaluation studies to demonstrate that the goals and objectives are achieved and to document factors that affect the success of the program. Thus, independent monitoring of all the activities at all levels of the health system and assessment of the impact of the program on the health of the people is central to the success of HEP.
III. Evaluation of implementation process and effect of HEP on health outcomes
3.1 Background and Purpose of the Evaluation
This evaluation is being carried out in response to the request letter by H.O Minister of Health Dr Tedros, where he requests a comprehensive evaluation of HEP to be undertaken. He further stress that such an evaluation will serve as a valuable tool for assessing improvement in the accessibility and quality of services being provided by HEWs and will enable FMOH to plan ahead on necessary action, needed to accelerate progress during the implementation of HSDP 4.  See the full letter of request in Annex 1. 

The study population for the HEP evaluation comprises all people residing in rural areas of the country including pastoralist communities, which are the target population for the implementation of HEP. The regions include Tigray, Afar, Amhara, Oromia, SNNR, Harare, Dire Dawa, Somalia, Gambella and Benshangul. 

The overall objectives of the HEP evaluation study are: 

1) To assess the implementation process and status of HEP in the different regional states, 
2) To determine the effect of HEP on health outcome measures, and
3) To determine the influence of HEP implementation environment on the effect of HEP.

3.2 Evaluation Methodology
3.3 Steering committee 

The members of the steering committee are the main customers of the finding of the evaluation and they have to review and pass the TORs for the evaluation. They are to prepare any action to be suggested to the FMOH management and to the HSDP4 preparation team based on this evaluation. The steering committee will sign the final report and they are to establish a technical committee that will ensure quality in all stages of the evaluation. The steering committee also has to further develop the communication strategy for how the results of the evaluation will be shared among all stakeholder in Ethiopia. 

The chief of the steering committee is Dr Kesete Birhan Admasu, Director General Health promotion and disease prevention, General Directorate, FMOH Ethiopia

Other members are

Dangew Tadesse, Monitoring and Evaluation specialist,  Health promotion and disease prevention general directorate, FMOH Ethiopia 

Dr Luwei Pearson, Chief Health, UNICEF Ethiopia

Ida Neuman, Health specialist, UNICEF Ethiopia

Roger Pearson, Senior Social Policy Specialist UNICEF Ethiopia 

Gebrekidane Mesfin, Health System Strengthen Expert, WHO Ethiopia 

Sofonias Getachew, Monitoring and Evaluation Expert, WHO Ethiopia. 

3.3.1 Ownership of dataset

The instructions supporting the HEP evaluation FMoH, UNICEF, WHO and CNHD are the owners of the dataset and can use it freely after the evaluation has been completed. 
3.3.2 Study design
By including all regions of the country in the study, the evaluation aims to compare the implementation process and effect of HEP on health outcome measures between the different regional states and population types (rural vs. pastoral communities).  

To achieve the overall objectives of the evaluation, the study was designed to have two components linked to each other by design: (1) health facility and health provider surveys to assess the implementation process of HEP; and (2) household survey to estimate the effect of HEP on health outcome measures. The assessment of the effect of HEP on health outcomes requires repeated cross-sectional surveys of sample respondents to determine the change in outcome measures over time. The best approach is to use pre- and post-intervention design. Cross-sectional household survey undertaken in a sample of households prior to introduction of HEP (pre-intervention) determines the baseline health outcome measures of the population. In a pre- and post-intervention design, the baseline health outcome measures are compared with health outcome measures determined through another cross-sectional household survey after introduction of HEP (post-intervention) to estimate the effect of HEP.  

Unlike longitudinal designs, repeated cross-sectional design ensures the continuous selection of complete sets of new respondents, which guarantees a steady level of reliability for each successive survey. In repeated cross-sectional design, subjects are independently sampled at each survey period to represent the population for that time period. However, to ensure comparability of sample respondents during pre- and post-intervention surveys, the new set of respondents will be sampled from the same set of randomly selected districts and villages. 

The assessment of HEP implementation processes includes the assessment of the health post performance, the HEWs performance, the support and management system of HEP, and the demand and perception of the communities. The assessment of HEP implementation will enable us to compare the implementation process between the different regions as well as between the rural and pastoralist communities. Moreover, the information on the HEP implementation process will be used to determine the influence of the HEP implementation environment on the effect of HEP on health outcome measures. To determine the influence of HEP implementation environment on the effect of HEP, the two components of the study are linked to each other by design. Thus, the assessment of the HEP implementation process will be undertaken at different levels of the health system serving the communities where sample households are selected for health outcome determination. Health posts located in the sample villages, HEWs working in these health posts, respective referral health centers, respective HEW supervisors and district health management responsible for the supervision and management of HEP will automatically be sampled for the assessment of the implementation process.
3.3.3 Sample size and sampling design 

3.3.3.1 Sample size

In order to statistically demonstrate a difference between the baseline and the follow-up survey outcome estimates, we need a large sample in each round of surveys, thus reducing the two levels of imprecision (because we will be testing whether the two estimates, each with its own imprecision, are statistically different). The sample size calculation was based on the indicator “Percent of children between the ages of 12-23 months who are fully vaccinated”. To estimate the immunization coverage of children at the ages of 12-23 months, immunization status of children 12-59 months will be used.  

The following assumptions and standard parameters were used to estimate the sample size: (1) to statistically measure an increase in 15 percentage points in the proportion of children fully vaccinated; (2) baseline vaccination coverage was assumed to be 50%; (3) standard parameters of 95% level of significance (() and 90% power ((), (values for Z( = 1.96 and Z( = 1.28); and (4) a design effect of 1.5 were used. Based on these values, the required sample size for assessment of coverage of immunization was estimated to be about 700 children of 12-59 months. Assuming that children 12-59 months constitute 20% of the population and household size to be 5, an equivalent number of households would be needed to find the sample children. In order to estimate most of the outcome measures (indicators that are less demanding in terms of sample size compared to immunization coverage) in the big regions (Oromia, Amhara, SNNP and Tigray), the sample size estimated was considered the minimum sample size for these regions. Furthermore, we made adjustments for the population size of the regions in an effort to satisfy the requirement of additional indicators that are more demanding in terms of sample size. Based on the adjustment, the sample sizes were 1,800, 1,500, 1,200 and 700 households for Oromia, Amhara, SNNP and Tigray regions respectively. Although we have adjusted the sample size based on the population size of the regions, indicators that are most demanding in terms of sample size requirement (such as breastfeeding assessment) will still be assessed reliably at national level only. For logistical reasons, the sample size for the smaller regions (Afar, Harer and Diredawa) was not determined to enable estimation of outcome measures at regional level. The households sampled from Afar, Harer and Diredawa, which were 200, 100 and 100 households, were meant to contribute to the national estimates. When the study was designed and baseline assessment was to be undertaken, three regional states (Gambella, Benshangul, and Somalia), which are mainly pastoralist communities, were not about to implement HEP. Thus, they were not part of the baseline study. However, the sample size estimation followed the same assumptions and sampling procedure. The sample size for Gambella, Benshangul and Somalia were estimated to be 700, 400, and 400 households respectively. The country level sample size was estimated to be 7128 households.
After determining the overall sample size requirements in terms of number of households, we determined the number of clusters that needs to be sampled. Based on cluster sampling practice, it was decided that one cluster would contribute 25 households.  By dividing the total number of sample households by 25, we determined the number of clusters by region. The exception was in Gambela region, where the number of clusters (kebeles) was determined by dividing the sample households by 13 in order to increase the number of kebeles by twofold. These procedures resulted in 312 kebeles. The number of districts to be sampled to contribute kebeles (clusters) was based on the assumption that the selection of four clusters from one district would result in fairly representative number of districts. The use of four kebeles per district resulted in 71 districts. The selection of more kebeles from a district would result in inclusion of few districts that might not represent the target districts. Similarly, selection of very few kebeles from a district would result in large number of districts that could be difficult to manage logistically. Table 1 shows the number of sample households, number of kebeles, and number of districts by regional states.
Table 1: Sample households, kebeles, and districts by region 

	Region
	Number of households
	
	Number of kebeles
	Number of districts 

	Tigray
	700
	
	28
	7

	Afar
	200
	
	8
	2

	Amhara
	1500
	
	60
	15

	Oromia
	1800
	
	72
	18

	SNNP
	1200
	
	48
	12

	Harar
	100
	
	4
	1

	DireDawa
	100
	
	4
	1

	Somali
	400
	
	16
	4

	Gambella
	728
	
	56
	7

	Benshangul-G
	400
	
	16
	4

	Total
	7128
	
	312
	71


3.3.3.2 Sampling design

A multi-stage cluster sampling method with kebele as the cluster unit was used to select sample households. The multi-stage sampling method involved three stages: (1) systematic-random selection of districts (first stage sampling units) from each region with probability-proportional-to-size (PPS); (2) random selection of kebeles (clusters) within each selected district. Selection of clusters (second stage sampling units) was based on equal probability, because it was assumed that they have similar population size (average of 5,000 people); and (3) random selection of a constant number of households from each cluster at the third stage.

Selection of districts

The use of probability-proportional-to-size (or PPS) requires that the sampling frame of districts be available with measures of size. We developed a measure of size (based on total number of kebeles which is likely to be highly correlated with the number of target sub-population) in advance of sample selection. The following steps were used in the selection of random sample of districts:

1. List of districts (first stage sampling units) with corresponding measure of size was prepared.

2. Starting at the top of the list, the cumulative measure of size was calculated.

3. Sampling interval (SI) was calculated by dividing the total cumulative measure of size by the planned number of districts to be selected.

4. A random number (random start or RS) between 1 and SI was selected. We compared this number with the cumulative measure of size column. The district within whose cumulative measure of size the number RS falls is the first sample district.

5. Subsequent units were chosen by adding the sampling interval (SI) to the number identified in step (4); that is RS + SI, RS + SI * 2, RS + SI * 3, etc.

6. This procedure was followed until the list has been exhausted.

7. Steps 1-6 were repeated for all regions.

Selection of sample Kebeles

A slightly different procedure was used to select kebeles within the selected districts. In this step, all kebeles were given the same chance or probability of selection (this was used because each kebele has roughly 5,000 people). In this step, the objective was to select 4 kebeles from each selected district. The exception is that there is only one rural district in each of two regions (Harare and Diredawa), and we selected 4 kebeles from each district. The kebeles sampled at baseline were intended to provide sample households for future cross-sectional surveys as well.
Selection of sample households

Procedures for selecting sample households

The random-walk method used in EPI (expanded program of immunization) cluster surveys will be employed in the selection of sample households within each village. This method will involve (1) randomly choosing a starting point and a direction of travel within a sample cluster, (2) conducting an interview in the nearest household, and (3) continuously choosing the next nearest household for an interview until 25 target households (13 in the case of Gambela) has been obtained. 
Selecting the starting point using the EPI method 

The following procedures will be used to select the starting point: (1) the central location in the Kebele (cluster) will be identified with a local guide who knows the locality very well; (2) a starting direction will be selected at random by spinning a bottle or pen, (3) by moving in a straight line in that direction (from the central location to the periphery of the kebele), numbers will be given to the houses found in the direction. A number will be assigned to each of the households and one household will be selected randomly. This household will be the first household to be visited for interview.

Selecting the subsequent households

After selecting the first household, the second household to be visited will be the one which is nearest to the first. The next nearest household is the one whose front door is closest to the front door of the household first selected. Then, move clockwise (towards the right hand) from one household to the next nearest household. This process will continue within the cluster until 25 households are interviewed. 
3.4 Baseline (pre-intervention) survey
To determine the baseline health outcome measures, a cross-sectional household survey was undertaken in 2005 in randomly selected sample households from seven regions of the country. The main objective of the baseline survey was to assess the health status and knowledge, attitude and practice of the rural population prior to the implementation of HEP. The baseline information was aimed to be used as reference data to future HEP studies to evaluate the effect of HEP on health outcome measures. It was also aimed to determine and identify priorities for the activities of HEP. The baseline data would also allow FMOH to measure progress towards the HEP objectives. The baseline survey was undertaken in seven regions, which included Tigray, Afar, Amhara, Oromia, SNNP, Harare, and Dire-Dawa. Somali, Gambella and Benshangul-Gumze were also considered during the baseline sampling procedure, but data collection was not done. Somali region exclusion from the baseline was for logistical reasons. The exclusion of Gambella and Benshangul-Gumze was due to the fact that the two regions were not about to implement HEP. Thus, it was not necessary to determine baseline health outcome levels if the implementation was going to be delayed. 

Through the multi-stage cluster sampling method 56 districts and 224 villages were selected from the seven regions. Out of the 56 sample districts, 47 districts were enrolled in the study and a total of 188 villages were included for the baseline study. Through random-walk method, 4,700 households were selected from the 188 villages and baseline data was collected to determine the pre-intervention health outcome levels. 

A quasi-experiment design imbedded within the pre- and post-intervention design was employed to compare the relative change in outcome measures among intervention and control villages. Thus, a follow-up household survey was undertaken at the end of 2007 in a sample of households selected from villages enrolled at baseline in three regions (Amhara, Oromia, and SNNP regions). The interval period of the 2007 survey from the baseline survey was made intentionally to be two years in order to capture the opportunity of finding villages that have not been covered by HEP. This design resulted in creation of intervention villages (villages that have been covered by HEP) and control villages (villages that have not yet been covered by HEP). The evaluation of the effect of HEP on health outcome was based on comparison between a sample of villages surveyed before HEP implementation in 2005 and re-surveyed after HEP implementation in 2007; with a matched control sample of villages surveyed in 2005 and 2007. To determine the effect of the program, data from the baseline was compared to data in the follow-up survey for each group; this intra-group difference was then compared across groups, to proxy the ‘effect’ of the treatment vis-avis the control group over the evaluation period. Along the 2007 household survey, the implementation process of HEP, which included health post’s and health extension workers’ performance surveys were also undertaken in the sample intervention villages within the three regions.  

The result of the baseline and follow-up surveys has been reported to all stakeholders. The household surveys results indicated a significant improvement in majority of health outcome measures over two years period, mainly attributed to HEP. The finding from the health post and HEWs performance surveys showed that majority of health posts were not adequately equipped with the necessary medical equipments, drugs and supplies, and the technical skills of HEWs particularly in some key HEP services was not up to the standard. Moreover, some of the health posts were staffed with one HEW. These findings could be due to the fact that the follow-up survey was undertaken during the infancy stage of HEP and early implementation process of the program. The study provides a baseline assessment for prioritizing and deciding how to invest resources into the HEP. 
IV. Follow-up (post-intervention) HEP survey
4.1 Rational
It is imperative that another round of HEP study that includes household survey, HEWs’ and their supervisors’ performance and health post’s performance survey would be undertaken by the end of 2009. Such study will enable us to track the trend of change relative to the baseline (2005) and follow-up surveys (2007). Most regions and districts have had adequate time to implement the HEP as per the standard, in particular to supply each health post with the basic medical equipments, drugs and other supplies. Most health posts will have been staffed as per the standard. District health offices will have had put in place management and support systems to HEP. Furthermore, some of the villages have already implemented HEP for about four years, which will be adequate intervention time to bring about significant and meaningful change on health outcome measures. More importantly, the timing is critical to the launch of HSDP-IV in July 2010. The series of household, health post, HEWs’ and their supervisors’ performance surveys will provide important information that can shape the HSDP-IV preparation. In particular, information on pastoralist HEP implementation status, processes, and immediate effects on health outcomes of the people in the Developing Regional States (DRSs), which were not included in the previous HEP studies, will have paramount significance in the way forward and soliciting technical as well as logistical support to these regions.
4.2 Objectives of the follow-up HEP survey
HEP has been rolled out to all rural villages. Although the duration of implementation of HEP may vary from village to village due to the phased implementation of HEP, given the speed of implementation of the program during the past four years, we expect that all villages will have been covered by HEP by 2009. The purpose of the follow-up survey is to assess the process and status of HEP implementation in all target communities including the pastoralist communities. It also aims to determine the effect of HEP implementation on health outcome measures over the last four years in Tigray, Afar, Amhara, Oromia, SNNR, Harare, and Dire Dawa, and to establish baseline health outcome levels for the developing regional states (DRSs).Through the comparison of outcome measures between the two survey periods (pre- and post intervention) the change in outcome measures that occurred since the implementation of HEP will be determined. The duration of HEP implementation in the sample villages is expected to range from one year to four years. The phased implementation of HEP would enable us to determine the effect of different durations of HEP implementation on health outcome measures (dose effect). The rate of relative change in outcome measures will be compared between regions that have baseline information on the outcome measures. Thus, the main objectives of the follow-up survey planned for the end of 2009, will be:

1) To assess HEP implementation process and the change in implementation status in Amhara, Oromia, and SNNR relative to 2007 baseline levels,
2) To determine baseline HEP implementation process and status in pastoralist communities,
3) To assess the changes in health outcome measures as a result of HEP implementation over the last four years, and assess factors that influence these changes,
4) To establish baseline health outcome levels for the four DRSs, and
5) Identify specific health service areas that require further strengthening, and provide recommendations for inclusion into the HSDP-IV.
The specific objectives of the 2009 HEP survey are presented below by level of the health system
(a) HEWs’ performance survey

i. To assess perception and satisfaction of HEWs in the living and working conditions; 

ii.  To assess the performance, skills and technical capacity of HEWs in the various HEP components, and determine the effectiveness of courses/training given;

iii. To determine baseline levels on HEWs’ performance in the four DRS;

(b) HEW supervisors’ performance survey

i. To assess perception and satisfaction of supervisors’ working conditions;

ii.  To assess the performance, supervisory skills and technical capacity of HEW supervisors  in the various HEP components;

iii. To assess the frequency and quality of supervisory visits by HEW supervisors;

iv. To determine baseline levels on HEW supervisors’ performance in the DRSs;

(c) Health posts’ performance

i. To assess existing the institutional capacity of the health posts relative to baseline

ii. To assess improvement in the availability of the 16 HEP service packages

iii. To assess improvement in readiness of health posts to provide quality HEP services 

iv. To determine baseline levels on health posts’ performance in the DRSs.

(d) Health center

i. To assess the involvement of health centers in technical support and supervision of HEWs

ii. To assess the involvement of health centers in provision of supplies to the health posts

iii. To assess the linkage of health centers with health posts in the management of referred patients

(e) Voluntary Health promoters (VHPs)
i. To assess the perception of VHPs in the implementation of HEP

ii. To assess the level of engagement of VHPs in support of HEWs

(f) Management and support (District)

i. To assess the human resource capacity of the district health office;

ii. To assess the performance management system of the district health office;

iii. To assess the organizational structure of the DHO in administration, coordination and support of HEP;

iv. To identify best practices in the implementation and management of HEP;

v. To assess the health information management system of HEP;
(g) Household survey

i. To determine the effect of HEP implementation on health outcome measures over four years; 

ii. To determine the effect of different durations of HEP implementation on health outcome measures (dose effect);
iii. Assess the perception, demand, utilization and satisfaction of the community on the HEP services and determine the change from the baseline determined in 2007;

iv. Determine baseline levels of health outcomes in the DRSs;
v. Assess the perception, demand, utilization and satisfaction of the community on the HEP services in the DRSs;

vi. Assess if there is a difference of demand, access and knowledge of HEP among non-model families and graduated model families;

4.3 Key Indicators to be measured

(a) HEWs’ performance survey

	
	HEWs’ perception and satisfaction

	1
	Percent of HEWs satisfied with living and working conditions

	2
	Percent of HEWs who initiated model household package service

	3
	Percent of HEWs who received re-fresher courses

	
	Percent of HEWs who received clean and safe delivery training

	4
	Percent of HEWs supervised

	
	HEWs knowledge and skills 

	1
	HEWs who correctly describe signs and management of obstetric and neonatal problems

	2
	HEWs who can correctly state schedules for vaccination 

	3
	HEWS who can correctly state and describe signs and treatment for malaria 

	4
	HEW who can correctly state and describe signs and management of children with fever

	5
	HEWS who can correctly read expiry date on the drugs

	6
	HEWs with a weekly or monthly schedule/plan to reach their monthly targets 

	7
	HEWs who observed can demonstrate how to correctly prepare a delivery bed and place a mother ready for delivery 


(b) HEW supervisors’ performance survey

	
	HEWs’ perception and satisfaction

	1
	Percent of HEWs supervisors who are satisfied with working conditions

	2
	Percent of HEWs supervisors who received supervisory training 

	
	Time use

	1
	Percent of HEW supervisors working per the standard number of days per week

	2
	Percent of HEW supervisors time spent at the kebele/health post supervising HEWs

	3
	Percent of HEW supervisors time spent walking/driving to health posts

	
	HEWs supervisors knowledge and skills 

	1
	HEW supervisors who correctly describe signs and management of obstetric and neonatal problems

	2
	HEW supervisors who can correctly state schedules for vaccination 

	3
	HEW supervisors who can correctly state and describe signs and treatment for malaria 

	4
	HEW supervisors who can correctly state and describe signs and management of children with fever

	5
	HEW supervisors who can correctly read expiry date on the drugs

	6
	HEW supervisors who can estimate if HEWs can reach their monthly targets 


(c) Health Posts’ Performance Survey

	
	Characteristics of health facilities

	1
	Percent of health posts staffed as per the HEP standard

	2
	Percent of HPs with access to water and sanitation facilities 

	3
	Percent of health posts with a clear timetable displayed on the outside of the HP where HEW indicate where they will spend the different days of the week and when the HP is open for visits 

	
	Readiness of health posts to provide HEP services 

	1
	Percent of HPs equipped with the minimum medical equipments 

	2
	Percent of health posts with basic drugs and supplies per the HEP standard

	3
	Percent of HPs with no stock-outs of supplies in the 3 months preceding the survey

	
	Productivity of health posts

	1
	Number of clients who received services per HP in the year preceding the survey (average)

	
	Quality of HEP service delivery and support systems

	1
	Percent of HPs with correct cold chain management practice

	2
	Percent of HPs supervised at least once in the 3 months preceding the survey


(d) Health center

1 Number of health personnel involved in technical support and supervision of HEWs

2 Number of referred patients from health posts managed at health center

(e) Voluntary health promoters

1 Percent of VHPs satisfied with the working conditions

2 Percent of VHPs supervised by HEWs in the month preceding the survey

3 Percent of VHPs practiced the different HEP activities in the month preceding the survey
(f) Management and support

1 Percent of district health offices staffed as per the standard to support the HEP

2 Percent of HEWs supervisors who received training on supervision techniques 

3 Percent of HEWs supervisors equipped with necessary skills and supplies for supervision

4 Percent of HEWs supervisors who supervised the HEWs according to their plan
a) Household survey

	
	Nutrition

	1
	Exclusive breastfeeding (<6 months)

	2
	Breastfeeding plus complementary food (6-9 mo.)

	3
	Vitamin A supplementation coverage

	
	Child health

	1
	One year-old children fully immunized 

	2
	Measles immunization coverage

	3
	DPT3 immunization coverage

	4
	Number of ORS packets distributed

	5
	Oral rehydration and continued feeding

	6
	Prevalence of diarrhea

	
	Maternal and Newborn Health 

	1
	Antenatal care (at least one visit)

	2
	Antenatal care (4 or more visits)

	3
	Births attended by skilled health personnel or Skilled attendant at delivery

	4
	Birth attended by HEW  

	5
	Postnatal care for mothers 

	6
	Postnatal care for newborns 

	7
	Contraceptive prevalence rate

	
	Malaria, HIV/AIDS and Tuberculosis

	1
	Prompt treatment of malaria cases 

	2
	Household possession of mosquito nets

	3
	Mosquito nets utilization 

	4
	Condom use rate of the CPR

	5
	Condom use at last higher-risk sex (15-24 years)

	6
	Accepting attitudes toward those living with HIV

	7
	Misconceptions about HIV/AIDS (15-24 years)

	8
	Voluntary Counseling and Testing

	9
	Prevalence of TB cases

	10
	Completion of treatment

	
	Sanitation & environmental sustainability

	1
	Access to improved drinking water source 

	2
	Access to improved sanitation facility

	3
	Percent of population using proper waste management

	4
	Hygiene and hand washing

	
	Community perception and satisfaction on HEP

	1
	Percent of people who use HEP services



	2
	Percent of people who demand HEP services



	3
	Percent of people satisfied with HEP services


4.4 Study procedure
4.4.1 Survey tools and instruments 
Data collection will be undertaken through personal interviews using structured questionnaires and in some cases through observation. Questionnaires that were used for the baseline (2005) surveys will be employed. The household level data collection will employ questionnaires that include: 1) Household module on household characteristics; 2) Hygiene and Environmental Sanitation Module; 3) Malaria and tuberculosis Module; 4) Family Health Module; 5) HIV/AIDS Module; 6) community perception, demand and satisfaction of HEP services; and 7) Model household Module. At the health post level, 1) Hew perception and satisfaction module, 2) HEW competence module, and 3) Model Household Module will be used to collect data from HEWs for the assessment of their performance. A structured diary formats for daily recording of activities by HEWs themselves will also be used to assess HEW time use. Furthermore, health facility performance module will be used to collect information from the health posts to assess the institutional capacity and performance of health posts. HEW supervisors’, and District Health Office questionnaires will be used for the assessment of the management and support systems to HEP. In addition new questionnaires will be used for the assessment of voluntary health promoters’ performance and assessment of health centers in terms of their linkage and support to the health posts. All the questionnaires will be translated into local languages.

4.4.2 Selection and training of survey personnel
4.4.2.1 Recruitment of survey personnel

The quality of the information obtained from a survey depends on the quality of the work done in the field. Good survey organization and thorough field work are vital. Survey teams will include interviewers, supervisors and regional coordinator. A brief job description of field supervisors and interviewers, which should also be used to identify potential candidates, is summarized as follows:

The field supervisor’s job is to:

1. identify the clusters to be surveyed

2. supervise four interviewers as they perform the survey

3. ensure that the interviewers follow instructions

4. answer interviewers’ questions as they arise

5. control the data quality by checking for errors during the interviewing, by checking that forms are completed fully and correctly and by checking that all the respondents are answering the questions

6. identify problems and retrain interviewers who are doing their job incorrectly
7. Undertake random check of sample households
8. administer health post level questionnaires
The interviewer’s job is to:

1. identify the specific households to be surveyed

2. gain the consent of respondents to be interviewed

3. conduct interviews using the standard questionnaire

4. maintain standard procedures in conducting the interviews and recording the answers.

The interviewers and supervisors should be selected for their ability and motivation to perform these tasks. Field workers who are willing to follow instructions precisely and accurately, polite and able to establish a good relationship with the respondents will be selected. Interviewers and supervisors with previous survey experience in well conducted surveys, preferably from the previous HEP evaluations done in 2005 and 2007, fluent in local language, and experience with community level work will be hired in each region. Over-qualified interviewers, who may follow their own agenda and stray from the precise technique developed for conducting the survey, will be avoided. Women may be reluctant to provide answers on sensitive issues such as pregnancy outcomes or breastfeeding to male interviewers or to interviewers who seem too young. Thus, female interviewers will be given priority in the selection process.
The number of data collectors and supervisors in each region will depend on the number of sample villages. The plan is to hire one interviewer per village, and one supervisor per district to supervise four interviewers. Based on the number of districts and villages sampled in each region, the number of supervisors and interviewers required to undertake the data collection is summarized in Table 2 by region.
Regional coordinators will be hired for two month to help during the recruitment and training of the interviewers and supervisors as well as to coordinate and support the data collection process. Due to the large geographic area and number of districts sampled from the big regions, Amhara and SNNP regions will be divided into two geographic zones, while Oromia will be divided into three zones. The recruitment and training of field workers as well as coordination of the field work will be undertaken by geographic zones in these regions. Thus, for these three regions, regional coordinators will be hired for each geographic zone, bringing the total number of regional coordinators to 14 (Table 2). Staff of the Regional Health Bureaus will be primarily recruited to coordinate the fieldwork. The advantage of using the staff of the Regional Health Bureaus will be to increase ownership of the survey results and to create awareness about the content of the survey and its relationship to planning and implementation. It will also serve as a capacity building mechanism for the staff. In addition to the staff of CNHDE, one consultant will be hired to help in planning, logistics, implementation of survey.

Table 2: Number of field workers by region

	Region
	No. of districts 
	No. of kebeles
	No. of households
	No. of interviewers
	No. of supervisors
	No. of coordinators
	Total field workers

	Tigray
	7
	28
	700
	28
	7
	1
	36

	Afar
	2
	8
	200
	8
	2
	1
	11

	Amara
	15
	60
	1500
	60
	15
	2
	77

	Oromia
	18
	72
	1800
	72
	18
	3
	93

	SNNP
	12
	48
	1200
	48
	12
	2
	62

	Harere
	1
	4
	100
	4
	1
	1
	6

	D.dawa
	1
	4
	100
	4
	1
	1
	6

	Somali
	4
	16
	400
	16
	4
	1
	21

	Gam
	7
	56
	728
	28
	7
	1
	36

	Ben
	4
	16
	400
	16
	4
	1
	21

	Total
	71
	312
	7128
	284
	71
	14
	369


4.4.2.2 Training of survey personnel

It is essential to have high-quality data. This will be possible only if we allow enough time to train the supervisors and interviewers thoroughly. In order to ensure quality training, the following steps will be followed before training and during training: plan ahead and make survey instruments and guides are ready; make sure adequate space is available for training; provide facilities for refreshments (a good working atmosphere during the training course can help to motivate interviewers to perform well in the field); use audiovisual aids, such as overhead projection, during the training; and identify typical field locations for practicing household selection and interviews.

A total of 369 persons including 14 regional coordinators, 71 supervisors and 284 interviewers will participate in the training. A five-day training of regional coordinators will be conducted centrally. During this training all CNHDE staff and partners who will be involved in the survey will be involved. Each of the regional coordinators with the support of CNHDE, UNICEF and WHO facilitators will undertake training of interviewers and field supervisors in each region. Six-day training will be given to all survey personnel and an additional day of training for supervisors. Survey personnel will be acquainted with HEP, objectives of the survey, as well as the survey tools, instruments and methodology. During both phases of training, each participant will complete two sets of questionnaires in non-sample households as part of the training. A verbatim type training manual is prepared and will be issued to all the supervisors and interviewers so that they can consult it for any problems they may face during field activities. Moreover, all personnel including data collectors and supervisors will receive training on non-coercion in study enrollment, the avoidance of prompting, and how to be attentive to subject’s reactions to sensitive questions. There are two power point presentations including on Human Subjects which are attached as documents on RASCAL and will be used for the training.

The training course of field workers will involve the following:

Day 1 (Morning): Explain thoroughly the purpose of the survey.

During this session, the whole survey procedure will be outlined. The importance of the data to be collected and what will be done with it will be explained in order to motivate the field workers. Moreover, the administrative arrangements for the field work and specifically, the details of the working hours and pay, the survey schedule, transportation arrangements and everyday procedures will be explained during this session.

Days 2-3: Discuss the survey procedures and questionnaire.

Question-by-question discussion of the questionnaire will be conducted. Interviewing technique including how to gain the confidence of the respondent, how to avoid inducing answers, the importance of completing each assigned interview and of following standard procedures will be discussed. Demonstration interview and recording data will be done through role-playing interviews. 

Days 4-5: Conduct a field exercise and have further discussion of interviewing; and Human subjects and non-coercion in study enrollment training.

Field practice will be organized and each trainee will complete at least 2 practice interviews in the field. Observation of interviewers’ practice and onsite feedback will be provided by trainers. Discussion of problem of the interviewer influencing the respondents’ answers and other interviewer mistakes will be undertaken. 

A one-day additional training course for supervisors

Day 1: Household selection and quality control

4.4.3 Data collection

The data collection will be undertaken from the 4th week of December 2009 to the 2nd week of January 2010. Each of the household interviews will last, on average, 3 hours, plus 30 more minutes to move from house to house. Considering an 8-hour working day, one interviewer will cover 2 households a day. We estimate that one interviewer will cover the 25 households in one village in 13 working days. One day will be needed for introduction of interviewers with the kebele administration. During the same day interviewers should be able to go around the kebele with a local guide to determine the central location of the kebele and select the starting point for the selection of sample households through the EPI method. Considering holidays (3 days), travel days to and from the kebele (4 days), and allowing additional 2 days for returning to some households where all respondents were not found and interviewed during first visit, the fieldwork will be completed in 23 days. Supervisors will collect data from HEWs, while regional coordinators will collect data at district level.
4.4.4 Data processing

Upon completion of the data collection and editing, data entry clerks having competency and experience will be hired. The data managers at CNHDE will recruit and train the data clerks. The survey data will be entered in CSPRO. To ensure quality of data, double data entry will be done. Data will be cleaned and analyzed with STATA. One additional data manager will be hired for about 5 months to work with the existing data manager at the CNHDE. The two data managers, a biostatistician and an epidemiologist will be involved to undertake the statistical analysis. Data from the baseline and follow-up household surveys (2005 and 2007) and the assessment of the HEP implementation process (2007) will be used along with the current HEP survey for the evaluation of HEP. The analysis will involve determination of pooled estimates of indicators by study period (2005, 2007 and 2009), by length of HEP implementation (one year, two years, three years and four year of implementation), and by region (for bigger regions). The statistical analyses for estimation of pooled estimates will involve appropriate weights to address the complex design of multi-stage sampling design. Four consultants will be hired for five months to help with interpretation of results and report writing. 

4.5 Dissemination of results

The reports will be printed and a launching workshop where representatives from all regions and partners will be invited. Regional specific results will be shared with each region at RHB, Zonal HO and WorHO level through the executive summery translated to Amharic. The main results of the study in the executive summery will also be shared with all HEWs at their quarterly review meetings. The main results will be shared with public through discussing the finding on radio. 

5.
Deliverables:
1. Cleaned and fully referenced electronic datasets in an agreed format with copies of the original data collection forms
2. A final evaluation report with clear findings, lesson learned, conclusion and recommendations, as per the following outline: 
· Title Page 

· List of acronyms and abbreviations

· Table of contents, including list of annexes

· Executive Summary

· Introduction: background and context of the programme

· Description of the program – its logic theory, results framework and external factors likely to affect success

· Purpose of the evaluation

· Key questions and scope of the evaluation with information on limitations and de-limitations

· Approach and methodology

· Findings

· Summary and explanation of findings and interpretations

· Conclusions 

· Recommendations 

· Lessons, generalizations, alternatives
· Annexes

It is essential that the final report highlights the differences between agrarian and pastoralist HEP. 
6.
Ethical considerations 

The evaluation will follow UNICEF guidelines on the ethical participation of children. In addition, all participants in the study will be fully informed about the nature and purpose of the survey and their requested involvement. All the documents, including data collection and analysis tools, and all the formats developed or collected for this evaluation are the intellectual property of the FDRE Ministry of Health and UNICEF. 

4.6 Timeline
	 
	2009
	2010

	ACTIVITIES
	November
	December
	January
	February
	March
	April
	May
	June

	 
	1
	2
	3
	4
	1
	2
	3
	4
	1
	2
	3
	4
	1
	2
	3
	4
	1
	2
	3
	4
	1
	2
	3
	4
	1
	2
	3
	4
	1
	2
	3
	4
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V. Study drugs or devices

N/A

VI. Study questionnaires

Please see attached questionnaires.

Appendix 1: Household module  

Appendix 2: Water and environmental sanitation module  

Appendix 3: Malaria module  

Appendix 4: HIV/AIDS module  

Appendix 5: Women and child health module  

Appendix 6: Community satisfaction and perception on HEP module  
Appendix 7: Model Household Module (community)
Appendix 8: HEW perception, working environment and time use module  

Appendix 9: Health provider’s (HEWs) competence module 
Appendix 10: Model Household Module (HEWs)
Appendix 11: Voluntary health promoter module

Appendix 12: Health facility (Health Post) performance module  

Appendix 13: Health center module

Appendix 14: HEW supervisor performance module

Appendix 15: HEP support and management module  
VII. Study subjects 

Using multi-stage cluster sampling as described above, a total of 7128 households will be included in the study population. The household survey includes several questionnaires, each of which can best be administered to knowledgeable household members. Data collection on household-level questionnaires (such household module, water and environmental sanitation module and malaria module), will be obtained through interviews with a knowledgeable household informant (preferably household head). Therefore 7128 household heads will be included in the study population. Some of the questionnaires target household members. Women and child health module targets all women of reproductive age group (15-49). This age group comprises about 22% of the population, and assuming family size of 5 people per household, about 7,840 women of reproductive age group will be found within the sample households. All child health data will be obtained from the mother or caretaker of each child. HIV/AIDs also targets women of reproductive age group as well as men between the ages of 15-59 years. It is expected that about 14,256 people (women and men) will be found within the sample households. Eligibility of all study subjects will be based on being a full-time household member, who lived in the house continually for the past year.

Since the HEP implementation process assessment is linked with the outcome assessment study, the number of health posts that will be included in the study corresponds with the number of sampled villages. Thus, 312 health posts will be the sample size for the study of health post performance. Similarly, there will be a maximum of 624 HEWs who will be targeted for the HEW performance survey. All HEWs supervisors found in each of the sampled districts will be included in the study. All of the primary referral health centers for the sample health posts will also be assessed. Table 3 shows the sampling elements and sample size for each of the survey modules.

Table 3: Sampling elements and sample size by survey module 

	Survey module
	Sampling elements
	Total sample

	Household Module  
	Household
	7128

	Water and Environmental Sanitation
	Household
	7128

	Malaria
	Household
	7128

	HIV/AIDS
	Women 15-49 yrs

Men 15-59 yrs
	14256

	Women and Child Health
	Women 15-49 yrs
	7840

	Community Satisfaction and Perception on HEP
	Women 15-49 yrs

Men 15-59 yrs
	10692

	HEW Perception, Working Environment and Time use
	HEWs
	624

	Health Provider’s (HEWs) Competence
	HEWs
	624

	Voluntary health promoter module
	VHP
	

	Health Facility (Health Post) Performance
	Health Post
	312

	Health center
	Health center
	71+

	HEW supervisor
	HEW supervisors
	71+

	HEP Support and management
	District health office
	71


VIII. Recruitment

Recruitment of study subjects will be carried in person by approaching households selected for inclusion in the study. The purpose of the study and general procedures will be explained to the household head, who will be asked if they are interested in participating. If they agree to participate, the household head and individual survey subjects will be screened for eligibility. Household heads and individual survey subject will be informed of the objectives of the study, the length of the interview, risks associated with the study, any discomfort and inconvenience associated with it, as described on the consent forms. Oral consent will then be obtained from study subjects. 

IX. Confidentiality of Study Data

The information gathered in the interview will be kept confidential and will not be shared with any persons or agencies not affiliated with this study. The answers of the respondents will be combined with the answers of other households in such a way that it is not possible to associate particular responses with particular households. All households will be assigned a code, and this code will be stored separately from the responses to the survey. Individual responses will thereafter be referred to by codes alone. The names of household members will be destroyed once the information is compiled into a computer. During the course of the study, paper interviews will be kept in the study offices in locked drawers. Only study staff working with the paper interview for data entry or data cleaning will be given access to these files. 

X. Potential Risks

The findings of the study may not be accepted by all steering committee members. This risk could be addressed by insuring that all steering committee members have agreed to the TORs and methods used and efforts to be made to have steering committee members to check the quality of the data during the data collection and data entry.    

Another potential risk si that it may be difficult to determine the effets of HEP on health outcome measures.  

XI. Potential Benefits

No direct benefit, but the results of the study will help in HEP service improvements and people will benefit from the improved HEP services. 
XII. Alternatives

N/A
XIII. Budget 
The total budget requested from UNICEF for undertaking the multiple surveys in a sample of villages across the country, data processing and analysis, report preparation, printing and dissemination is $541,679. The cost for human resources that include CNHDE staff as well as for recruitment of additional human workforce is $122,000. Training of regional coordinators and planning of the survey will cost $9,270. About $67,936 will be used for the training of field workers, and $213,536 will be spent on data collection. The daily rate for the fieldworkers includes transportation cost as well. Furthermore, $93,500 of the total budget will be used for data processing, analysis, report preparation and dissemination. To facilitate data processing 25 data clerks will be hired, and 15 computers and accessories will be purchased through this budget. To ensure quality of data, budget for double data entry is included. The budget also included cost for a one week retreat of working group to extract key findings for early communication of results and cost for launching workshop. Finally, administrative costs and other facilities will cost about $35,437, which is about 7% of the direct cost. A detailed budget is presented in Table 4. 
Moreover, a detailed costing of the HEP evaluation including the baseline household survey, assessment of the implementation process of HEP, and the follow-up survey planned for 2009/2010 is presented in Annex 1. It indicates the source of funding for the different activities of the HEP evaluation. The baseline household survey and the assessment of HEP implementation process were funded by CNHDE (The Earth Institute at Columbia University). The follow-up survey planned for 2009/2010 will be undertaken and funded through the collaboration of CNHDE, UNICEF, and WHO. The follow-up survey is estimated to cost $753,713. It is proposed that UNICEF will contribute the majority of the total cost amounting to $541,679, WHO will contribute $150,000, and CNHDE will contribute about $60,535.
Table 4: Detailed budget requested from UNICEF for HEP survey in all regions of Ethiopia
	No.
	ACTIVITIES
	Unit
	Quantity
	Unit cost
	Total budget

	1
	Human Resources
	 
	 
	 
	 

	1
	Permanent staff at CNHDE
	 
	 
	 
	 

	1.1
	Project coordinator (100% of time for 7 months)
	Person-month
	7
	4000
	        28,000 

	1.3
	Database manager (100% of time for 7 months)
	Person-month
	7
	1000
	          7,000 

	2
	Recruitment of temporary personnel
	
	
	
	 

	2.1
	14 regional survey coordinators - two month ($1000/month)
	Person-month
	28
	1000
	        22,000 

	2.2
	One data management expert - 5 months 
	Person-month
	5
	1500
	          7,500 

	2.3
	Three consultants to help in analysis and report writing - 5 months
	Person-month
	15
	2500
	        18,000 

	 
	SUBTOTAL
	 
	 
	 
	 $    84,500 

	2
	Training of 14 regional coordinators for 5 days (training of trainers)
	 
	 
	 
	 

	1
	14 coordinators for 9 days (including 4 days for travel) 
	Person-day
	126
	20
	          2,520 

	2
	Airfare or local transportation for coordinators ($100/person)
	Person-trip
	14
	100
	          1,400 

	3
	Facilitators (5 people for 7 days)
	Person-day
	35
	50
	          1,750 

	4
	Conference fee and refreshments ($10/person/day) - about 22 people
	Person-day
	110
	10
	          1,100 

	6
	Stationary, printing, and fuel for transportation of facilitators
	Lump sum
	
	
	          2,500 

	 
	SUBTOTAL
	 
	 
	 
	 $        9,270 

	3
	Training of field workers - across all regions in 14 sessions
	 
	 
	 
	 

	1
	Interviewers 8 days (284 interviewers)
	Person-day
	2272
	18
	         40,896 

	2
	Trainers for 8 days (1 CNHDE facilitator for each of the 14 sessions)
	Person-day
	112
	50
	          5,600 

	3
	Trainers for 8 days (1 regional  coordinator for each of the 14 sessions)
	Person-day
	112
	20
	          2,240 

	4
	Conference fee and refreshments ($10/person/day) - about 400 people
	Person-day
	1920
	10
	         19,200 

	 
	SUBTOTAL
	 
	 
	 
	 $      67,936 

	4
	Data collection
	 
	 
	 
	 

	1
	Translation of questionnaires (new questionnaires)
	Lump sum
	
	
	500

	2
	Printing and distribution of survey instruments
	Lump sum
	
	
	15,900

	3
	Procure supplies for field workers (including stationeries, clip boards, bags, pencil, sharpeners, eraser, pen, envelops, etc)
	Lump sum
	
	
	8,000

	4
	Perdiem for coordinators (14 coordinators for 24 days each) - 70.24% of cost
	Person-day
	336
	20
	4,720

	5
	Daily rate for field supervisors (71 supervisors for 24 days) - 46.9% of cost
	Person-day
	1704
	25
	20,000

	6
	Daily rate for interviewers [284 Interviewers for 24 days] - 83.7% of cost
	Person-day
	6,816
	18
	102,687

	7
	Vehicle rental (+fuel) for each regional coordinator (10 vehicles for 24 days)
	Vehicle-day
	240
	200
	48,000

	8
	Mobile phone cards
	Lump sum
	
	
	2,000

	9
	Guides (1/interviewer for first 2 days in Tigray, Amhara, Oromia, SNNP, Harere, D.Dawa- 216 guides)
	Person-day
	432
	4
	1,728

	10
	Guides/translators (1/interviewer - 13 days in Afar, Somali, Gam, Ben- 68 translators)
	Person-day
	884
	4
	3,536

	 
	SUBTOTAL
	 
	 
	 
	 $    207,072 

	5
	Data analysis, report preparation and dissemination
	 
	 
	 
	 

	1
	Procure 10 desktop computers and accessories 
	Pcs
	1500
	10
	15,000

	5
	Data entry clerks (40 clerks for 5 months) - double entry - 80% of cost
	Person-month
	200
	300
	47,500

	7
	One week retreat of working group to extract key findings
	Lump sum
	
	
	7,000

	8
	Printing of survey reports - 80% of cost
	Pcs
	5000
	5
	20,000

	9
	Launching workshop - 84.6% of cost
	Lump sum
	 
	 
	11,000

	 
	SUBTOTAL
	 
	 
	 
	 $      100,500

	 
	
	
	
	
	

	 
	TOTAL
	 
	 
	 
	 $    469,278

	 
	
	
	
	
	

	6
	Administrative cost
	 
	 
	 
	 

	 
	Administrative support, etc (7% of total cost)
	 
	 
	7%
	32,850

	 
	
	
	
	
	

	 
	TOTAL 
	 
	 
	 
	 $  502,128


Annex 1: Total budget for HEP follow-up survey indicating contribution of partners

	No.
	ACTIVITIES
	Unit
	Quantity
	Unit cost
	Total budget
	BUDGET SOURCE
	CNHDE
	WHO
	UNICEF

	A
	BASELINE HEP SURVEY
	 
	 
	 
	 
	 
	 
	 
	 

	1.1
	Baseline household survey for HEP evaluation
	Lump sum
	
	
	       390,000 
	 CNHDE 
	    390,000 
	 
	 

	1.2
	Baseline assessment of HEP implementation process and status
	Lump sum
	
	
	       270,000 
	 CNHDE 
	    270,000 
	 
	 

	 
	TOTAL FOR BASELINE HEP SURVEY
	 
	 
	 
	 $    660,000 
	 
	 $  660,000 
	 $         -   
	 $         -   

	 
	
	
	
	
	
	
	
	
	 

	B
	FOLLOW-UP HEP SURVEY
	 
	 
	 
	 
	 
	 
	 
	 

	1
	Human Resources
	 
	 
	 
	 
	 
	 
	 
	 

	1
	Permanent staff at CNHDE
	 
	 
	 
	 
	 
	 
	 
	 

	1.1
	National Coordinator of CNHDE (50% of time for 7 months)
	Person-month
	7
	4000
	         14,000 
	 CNHDE 
	      14,000 
	 
	 

	1.2
	Project coordinator (100% of time for 7 months)
	Person-month
	7
	4000
	         28,000 
	 UNICEF 
	 
	 
	      28,000 

	1.3
	Biostatistician (100% of time for 7 months)
	Person-month
	7
	2000
	         14,000 
	 UNICEF 
	 
	      14,000 
	            -   

	1.4
	Database manager (100% of time for 7 months)
	Person-month
	7
	1000
	          7,000 
	 UNICEF 
	 
	 
	       7,000 

	1.5
	Administrator of CNHDE (25% of time for 7 months)
	Person-month
	7
	1500
	          2,100 
	 CNHDE 
	        2,100 
	 
	 

	1.6
	Finance administrator of CNHDE (25% of time for 7 months)
	Person-month
	7
	1300
	          2,275 
	 CNHDE 
	        2,275 
	 
	 

	1.7
	Finance officer (50% of time for 7 months)
	Person-month
	7
	800
	          2,800 
	 CNHDE 
	        2,800 
	 
	 

	1.8
	Procurement officer (2 people 40% of time for 7 months)
	Person-month
	14
	500
	          3,500 
	 CNHDE 
	        3,500 
	 
	 

	2
	Recruitment of temporary personnel
	
	
	
	 
	 
	 
	 
	            -   

	2.1
	One consultant to help in planning, logistics, implementation – 3 months
	Person-month
	3
	1000
	          3,000 
	 WHO 
	 
	       3,000 
	            -   

	2.2
	14 regional survey coordinators - two month ($1000/month)
	Person-month
	28
	1000
	         28,000 
	 UNICEF 
	 
	       6,000 
	      22,000 

	2.3
	One data management expert - 5 months 
	Person-month
	5
	1500
	          7,500 
	 UNICEF 
	 
	 
	       7,500 

	2.4
	Two consultants to help in analysis and report writing - 3 months
	Person-month
	6
	2500
	         15,000 
	 UNICEF/WHO 
	 
	       7,500 
	       7,500 

	2.4
	One consultant to help in analysis and report writing - 5 months
	Person-month
	5
	2500
	         12,500 
	 UNICEF/WHO 
	 
	 
	      12,500 

	 
	SUBTOTAL
	 
	 
	 
	 $    139,675 
	 
	 $   24,675 
	 $   30,500 
	 $   84,500 

	2
	Training of 14 regional coordinators for 5 days (training of trainers)
	 
	 
	 
	 
	 
	 
	 
	 

	1
	14 coordinators for 9 days (including 4 days for travel) 
	Person-day
	126
	20
	          2,520 
	 UNICEF 
	 
	 
	       2,520 

	2
	Airfare or local transportation for coordinators ($100/person)
	Person-trip
	14
	100
	          1,400 
	 UNICEF 
	 
	 
	       1,400 

	3
	Facilitators (5 people for 7 days)
	Person-day
	35
	50
	          1,750 
	 UNICEF 
	 
	 
	       1,750 

	4
	Conference fee and refreshments ($10/person/day) - about 22 people
	Person-day
	110
	10
	          1,100 
	 UNICEF 
	 
	 
	       1,100 

	5
	Vehicle for facilitators and field practice
	Vehicle-day
	7
	200
	          1,400 
	 CNHDE 
	1400
	 
	 

	6
	Stationary, printing, and fuel for transportation of facilitators
	Lump sum
	
	
	          2,500 
	 UNICEF 
	 
	 
	       2,500 

	 
	SUBTOTAL
	 
	 
	 
	 $      10,670 
	 
	 $     1,400 
	 $         -   
	 $     9,270 

	3
	Training of field workers - across all regions in 14 sessions
	 
	 
	 
	 
	 
	 
	 
	 

	1
	Interviewers 8 days (284 interviewers)
	Person-day
	2272
	18
	         40,896 
	 UNICEF 
	 
	 
	      40,896 

	2
	Supervisors for 9 days (71 supervisors)
	Person-day
	639
	18
	         11,502 
	 WHO 
	 
	      11,502 
	            -   

	3
	Trainers for 8 days (1 CNHDE facilitator for each of the 14 sessions)
	Person-day
	112
	50
	          5,600 
	 UNICEF 
	 
	 
	       5,600 

	4
	Trainers for 8 days (1 regional  coordinator for each of the 14 sessions)
	Person-day
	112
	20
	          2,240 
	 UNICEF 
	 
	 
	       2,240 

	5
	Hire bus to transport team for fieldwork (one day) - 14 sessions
	Bus-day
	14
	150
	          2,100 
	 WHO 
	 
	       2,100 
	 

	6
	Conference fee and refreshments ($10/person/day) - about 400 people
	Person-day
	2400
	10
	         24,000 
	 UNICEF/WHO 
	 
	       4,800 
	      19,200 

	 
	SUBTOTAL
	 
	 
	 
	 $      86,338 
	 
	 $          -   
	 $   18,402 
	 $   67,936 

	4
	Data collection
	 
	 
	 
	 
	 
	 
	 
	 

	1
	Translation of questionnaires (new questionnaires)
	Lump sum
	
	
	500
	UNICEF
	 
	 
	          500 

	2
	Printing and distribution of survey instruments
	pages
	 750,000 
	0.02917
	21,875
	UNICEF/WHO
	 
	5,975
	      15,900 

	3
	Procure supplies for field workers (including stationeries, clip boards, bags, pencil, sharpeners, eraser, pen, envelops, etc)
	Lump sum
	
	
	10,000
	UNICEF/WHO
	 
	2,000
	       8,000 

	4
	Perdiem for coordinators (14 coordinators for 24 days each)
	Person-day
	336
	20
	6,720
	UNICEF/WHO
	 
	2,000
	       4,720 

	5
	Daily rate for field supervisors (71 supervisors for 24 days)
	Person-day
	1704
	25
	42,600
	UNICEF/WHO
	 
	22,600
	      20,000 

	6
	Daily rate for interviewers [248 Interviewers for 24 days (15 days data collection and 5 days traveling)]
	Person-day
	6,816
	18
	122,688
	UNICEF/WHO
	 
	20,000
	    102,688 

	7
	Vehicle rental (+fuel) for each regional coordinator (14 vehicles for 24 days)
	Vehicle-day
	336
	200
	67,200
	UNICEF/WHO
	 
	19,200
	      48,000 

	8
	Mobile phone cards
	Lump sum
	
	
	2,000
	UNICEF
	 
	 
	       2,000 

	9
	Guides (1/interviewer for first 2 days in Tigray, Amhara, Oromia, SNNP, Harere, D.Dawa- 216 guides)
	Person-day
	432
	4
	1,728
	UNICEF
	 
	 
	       1,728 

	10
	Guides/translators (1/interviewer - 13 days in Afar, Somali, Gam, Ben- 68 translators)
	Person-day
	884
	4
	3,536
	UNICEF
	 
	 
	       3,536 

	 
	SUBTOTAL
	 
	 
	 
	 $    278,847 
	 
	 $          -   
	 $   71,775 
	 $ 207,072 

	5
	Data analysis, report preparation and disemination
	 
	 
	 
	 
	 
	 
	 
	 

	1
	Rent 10 desktop computers and accessories (10 comp*90 days * 2 for double entry)
	Compt-day
	1500
	10
	15,000
	UNICEF
	 
	 
	     15,000 

	2
	Provide10 desktop computers and accessories
	Pcs
	10
	1300
	13,000
	CNHDE
	13,000
	 
	 

	3
	Procure 25 computer tables and chairs
	Pcs
	25
	300
	7,500
	CNHDE
	7,500
	 
	 

	4
	Data entry clerks (40 clerks for 5 months in double shift) - double entry
	Person-month
	200
	300
	60,000
	UNICEF/WHO
	 
	12500
	      47,5000 

	5
	File cabinets for storage of paper questionnaires
	Lump sum
	
	
	10,000
	CNHDE
	10,000
	 
	 

	6
	One week retreat of working group to extract key findings
	Lump sum
	
	
	7,000
	UNICEF
	 
	 
	       7,000 

	7
	Printing of survey reports
	Pcs
	5000
	5
	25,000
	UNICEF/WHO
	 
	5000
	      20,000 

	8
	Launching workshop 
	Lump sum
	 
	 
	13,000
	UNICEF/WHO
	 
	2000
	      11,000 

	 
	SUBTOTAL
	 
	 
	 
	 $    151,010 
	 
	 $   30,500 
	 $   19,510 
	 $ 100,500 

	 
	
	
	
	
	
	
	
	
	 

	 
	TOTAL
	 
	 
	 
	 $    666,040 
	 
	 $   56,575 
	 $ 140,187 
	 $ 469,278 

	 
	
	
	
	
	
	
	
	
	 

	6
	Administrative cost
	 
	 
	 
	 
	 
	 
	 
	 

	 
	Administrative support, etc (7% of total cost)
	 
	 
	7%
	46,623
	 
	3,960.25
	9,813.09
	32,850

	 
	
	
	
	
	
	
	
	
	 

	 
	TOTAL FOR FOLLOW-UP HEP SURVEY
	 
	 
	 
	 $    712,663
	 
	 $   60,535 
	 $ 150,000 
	 $ 502,128

	 
	
	
	
	
	
	
	
	
	 

	 
	GRAND TOTAL FOR HEP EVALUATION
	 
	 
	 
	 $  1,373,198 
	 
	 $  720,535 
	 $ 150,000 
	 $ 502,128
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